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Acquired Immune Deficiency Syndrome (AIDS) has become the world's foremost

health threat and is the number one killer in Zimbabwe. Acquired Immune Deficiency

Syndrome impacts not only the individual who has AIDS, but on nuclear and extended

families, and all aspects of society in Zimbabwe. Since studies have indicated that

counseling could be an effective tool in preventing the spread of Human Immuno

Deficiency Virus (HIV) and helping those who are already impacted by the virus, it would

be important for counselors to be knowledgeable about HIV/AIDS and have positive

attitudes towards people with HIV/AIDS. Therefore, the main purpose of this study was to

investigate eight practicing Zimbabwean counselors' attitudes towards and knowledge of

HIV/AIDS. Additionally, the study explored the emotions the counselors experienced

while counseling HI V/AIDS clients, their beliefs about the origin of HI V/AIDS, and their

perceptions about HI V/AIDS counseling in Zimbabwe.

Eight practicing counselors in Zimbabwe participated in this study. A mixed

method Model III with a sequential exploratory design was used amid phenomenological

underpinnings. The counselors provided information through a mailed (electronic mail)

questionnaire and telephone interviews. Follow-ups to the interviews were carried out

through the electronic mail.
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Results indicated that the counselors in the study were generally knowledgeable

about HIV/AIDS, had positive attitudes toward people with HIV/AIDS, and did not think

that the origin of HIV/AIDS was important and that it was better to focus on the solutions

to the problem. The counselors experienced a wide variety of feelings while counseling

HIV/AIDS clients. The counselors reported more negative than positive feelings, but most

of the feelings were not directed toward the client. The counselors revealed that HIV/AIDS

counseling was complex and difficult. The counselors thought counselor training in

Zimbabwe was too limited and that counselors in Zimbabwe in general lacked both support

and supervision services. Despite the difficulties of, and the lack of support and

supervision, the counselors found meaning in counseling HIV/AIDS clients.
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PREFACE

"Now, however, the ordinary people of the continent and the world, and particularly the

poor, who on our continent will again carry a disproportionate burden of this scourge,

would, if anybody cared to ask their opinion, wish that the dispute about the primacy of

politics or science be put on the back burner, and that we proceed to address the needs and

concerns of those suffering and dying, and this can only be done in partnership." Nelson

Mandela, July 14, 2000, XIII International AIDS Conference.



ZIMBABWEAN COUNSELORS' KNOWLEDGE OF

AND ATTITUDES TOWARD HI V/AIDS

CHAPTER ONE

INTRODUCTION

STATEMENT OF THE PROBLEM

The main purpose of this study was to investigate Zimbabwean counselors'

attitudes towards and knowledge of the Human Immuno Deficiency Virus (HIV) and

HIV's resultant syndrome, Acquired Immune Deficiency Syndrome (AIDS). The Human

Immuno Deficiency Virus kills or damages the immune system cells (CD4+ T cells) of the

body (U.S. Department of Health and Human Services, 2002). This weakens the individual

so that HIV eventually destroys the body's ability to fight infections, malignancies, and

neurological disorders (World Health Organization, 2000). Acquired Immune Deficiency

Syndrome is the later stage of HIV. The U.S. Department of Health and Human Services

(2002) defines AIDS as "HIV-infected people who have fewer than 200 CD4+ T cellsper

cubic millimeter of blood (p. 1). An individual with AIDS experiences opportunistic

infections that eventually kill the immune weakened individual.

Acquired Inmmne Deficiency Syndrome has become the world's formost health

threat and is the number one killer in Zimbabwe. The Human Immuno Deficiency Virus is

ravaging Zimbabwe. Since the HIV epidemic in Zimbabwe has not been brought under

control and thousands of people each week die of AIDS related diseases (UINAIDS, 2002),



it would be imperative to have competent HIV/AIDS counselors in Zimbabwe to help

those impacted by the physical, psychological, and economic devastation the disease.

According to United Nations AIDS (TJNAIDS) (2002) counseling is a significant part of

the HIV prevention and care process. Quality counseling services have the potential to

make a difference in the lives of those impacted by HIV/AIDS.

With 33.7% of adult Zimbabweans believed to be HIV positive (UNAIDS, 2002)

there would be few counselors that did not have HI V/AIDS clients, or clients that are the

worried well (those who fear they may have HIV, but don't). Since counselors can play a

vital role in prevention of HIV/AIDS and the care of people with HIV/AIDS (Moyo et al.,

2002), it would be important to enhance counselors training in a way that developed the

counselor's ability to help their HIV/AIDS clients. Counselor education around issues of

HIV/AIDS has increased the efficacy of the counselor, and of HIV/AIDS counseling

programs (Brtiton, Rak, Climini, Shepard, 1999; McFarland, 1999). United Nations AIDS

(UNAIDS) recognizing this fact is also involved in the funding of organizations in Africa

to train HIV/AIDS counselors and the United Nations Education, Scientific, and Cultural

Organization (UNESCO) hosted a counseling conference in Kenya April 22-26, 2002.

Most counselors in Zimbabwe are trained at best to the para-professional level and

few receive supervision (Richards, 2000). As such, it would be imperative to provide

training and supervision around HIV counseling that would be highly effective, even if

limited in scope. It would be important to know what are the best ways to enhance this

training are, what topics need to be covered with trainees or supervisees, and how these

topics should be taught. Therefore, it would be important to identify if counselors in

Zimbabwe were knowledge about HIV/AIDS, what their attitudes towards HIV/AIDS are,

and what types of feelings and problems they may experience while counseling HIV/AIDS



clients. Though studies examining Zimbabweans' knowledge, attitudes, and experiences

around HIV/ATDS have been conducted, this is the first study to examine knowledge,

altitudes, and feelings of Zimbabwean counselors around issues related to HI V/AIDS.

WHAT IS HIV/AIDS

As mentioned previously Human Immuno Deficiency Virus (HIV) is the virus that

is generally believed to cause Acquired Immune Deficiency Syndrome (AIDS). There are

two distinct types of HIV, HIV-1 and HIV-2. The type that dominates worldwide is 11W-i.

Both 11W-i and HW-2 are transmitted through bodily fluids and cause analogous

syndromes (AIDS) in their human hosts. The HIV-1 virus has a high rate of mutation and

consists of three groups. These groups are Group M (Main), which has 10 subgroups

(subtypes A-J), Group N (New), and Group 0 (Outliers) that consist of highly divergent, yet

genetically related strains (Simon, Mauclere, Roques, Muller-Trutwin, Loussert-Ajaka,

Saragosti, Georges-Courbot, Morvan, & Brun-Vezinet, 1998). According to Janssens,

Bouve, and NTkengasong (1997); Wehrwein (1999); Concha and Rabinstein (2000);

Robertson et al. (2000); and Klatt (2001) the HIV subtypes are distributed world wide.

Subtypes A and D are mainly found in Central Africa, subtype B is mainly found in the

Amencas, Japan, Australia, the Caribbean and Europe and Thailand; subtype C dominates

in Southern Africa and India. Subtype E is found in mainly Central African Republic,

Thailand and other countries of Southeast Asia. Subtypes F dominates in Brazil, Central

African Republic, and Romania; subtype G predominates in west Africa, G and H subtypes

predominate in Russia, Gabon, and Central Africa, subtype I predominates in Cyprus, and

group 0 is in Cameroon and Gabon. Subtypes C and E are considered the most virulent



form of HIV (Wehrwein, 1999; IJNAJDS, 2002). The subtypes have been recombining and

forming more vigorous HIV-1 strains (Magiorkini, Paraskevis, Magiorkinis, Vandamme, &

Hatzakis (2001).

The HIV-2 strain is not as easily transmitted as HIV- 1 and takes longer to develop

into full blown AIDS (that is if HIV causes AIDS) than HIV-1 (DeCock, Adjorlolo, Ekpini,

Sibailly, Kouadio, Maran, 1993). Patients infected with HIV-2 tend to live longer than

those infected with HIV-1 (DeCock, Adjorlolo, Ekpini, Sibailly, Kouadio, Maran, 1993).

Geographically, HIV-2 is found mainly in West Africa, Mozambique, and several other

Africa countries. Portugal and India also have significant HIV-2 infection rates, and

infrequent cases of HIV-2 are found throughout the world (Cazein, Hammers, Alix, &

Brunet, 1996; DeCock, 1993). The HIV-2 strain has two six subtypes A-F (Clarke, 2001).

Acquired Immune Deficiency Syndrome (AIDS) is a syndrome generally believed

to be caused by HIV. Acquired Immune Deficiency Syndrome is different in every infected

person. Shortly after acquiring AIDS some people die quickly while others live many years.

The use of drugs (antivirals) to fight off HW/AIDS and boost the immune system can

prolong life for many years (Brundtland, 2001). However, in Zimbabwe antiviralsare

neither affordable and in general are inaccessible or simply unavailable (Hendel-Paterson,

2002). This is true across Africa as President Bush in his January 28, 2003 State of the

Union Address stated that throughout the African continent only 50,000 HIV positive

people are able to obtain the medicine they need to fight HIV/AJDS (The White House,

2003a). President Bush has pledged 15 billion dollars for an emergency HIV plan in Africa.

However, Zimbabwe will not be one of the countries receiving this aid (The White House,

2003b). There are some strings attached to this aid as well. For example, "one-third of all

dollars devoted to infection prevention be earmarked for programs advocating sexual



abstinence" (United States Department of State, 2003). Though this sounds logical,

Westernized abstinence based campaign have failed all over Africa (Hickson and

Mokhobo, 1992 and the transmission of HIV is a lot more complex than just a behavioral

problem.

In 1981 the first official report on AIDS was made in the literature about five gay

men suffering from what would be in the following year be called AIDS (Center for

Disease Control, 1981). At the time Acquired Immune Deficiency Syndrome was named

Gay-Related Immune Deficiency (GRID) as it was first believed to be a virus found only in

Gay men. Twenty-three years after this official report, 62 million people have been

infected, and 22 million people have died of AIDS worldwide (UNAIDS, 2000; UNAIDS,

2002). Despite these horrific figures the AIDS crisis is not just a health threat. This is

because AIDS presents profound security and developmental crisis as well (IJNAIDS,

2000). Security, because many countries are moving towards social and political chaos

because millions of uneducated, malnourished, and unemployed youths and young adults

are literally living on the streets in many countries particularly countries in Africa (CIA,

2000). Developmental, because the most productive members of society are dying, life

expectancies are plummeting, food output and cash crop production is in decline, and

economies already fragile are being shattered (UNAIDS, 2000). World Bank (1999) states

AIDS presents a threat to the global economy, and the American Central Intelligence

Agency (2000) believes the AIDS pandemic poses a threat to American national security.



HIV/AIDS OVERVIEW

HIV/AIDS in the World

Acquired Immune Deficiency Syndrome has become the world's foremost health

threat (World Health Organization [WHO], 2000). World over an estimated 42 million

people are believed to be infected with HIV (UNAIDS, 2002). Acquired Immune

Deficiency Syndrome is the fourth leading cause of death in the 15-49 year-old age group

worldwide (World Heath Organization, 2000). About 50% of the estimated 14,000 new

infections a day world wide are in thel5-24 age group (IJNAIDS 2001). Women make up

17.6 million of current HIV infections and children under the age of 15 make up 1.2 million

infections (Center for Disease Control [CDC], 2000). Using UNAIDS (2001) estimates

(UNAIDS estimates are "based on the information available to UNAIDS and World Heath

Organization at the current time" [UNAIDS, 2000, p. 28]) there were 5.0 million new

infections in adults (15 years old +) in 2001, 3 million deaths due to AIDS in 2001, and

21.8 million cumulative AIDS deaths. According to UNAIDS with the exception of sub-

Sahara Africa, there are more cases of HIV infection in men (UNAIDS, 2000). Center for

Disease Control (2000) notes that women though are becoming more infected with HIV and

that women have less power to determine or negotiate how and when sex occurs. There are

an estimated 14.0 million AIDS orphans throughout the world (UNAIDS, 2002).

Sub-Sahara Africa recorded the most HIV infections in the world followed by

South and South East Asia; Latin America; Eastern Europe, Central Asia, East Asia and the

Pacific; North America; Western Europe; the Caribbean; North Africa and the Middle east;
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and Australia and New Zealand (UNA1DS, 2001). Acquired Immune Deficiency Syndrome

"will have a profound impact on future rates of infant, child, and maternal mortality, life

expectancy..." (IJNAIDS 2000, p.5). Ninety-five percent of all HIV infections are in the

developing world, where there is limited medial/heath, economic, educational, and skilled

manpower resources (LJNAIDS, 2000).

Acquired Immune Deficiency Syndrome presents more than a worldwide health

crisis. Center for Disease Control (1994) states that AIDS presents a catastrophic threat to

humanity. Acquired Immune Deficiency Syndrome is presenting a social, educational,

cultural, developmental, political, scientific, economic, and security crisis within the

developing world. The premature death of adults in their productive prime will affect every

aspect of life in developing countries (UNAIDS, 2002). The H[V/AIDS crisis will be

deeply felt in developing countries and will impact on the economies and people of

developed countries as well (Odirile, 2000).

Though many Americans view HIV as mainly an African problem (Kaiser Family

Foundation, 2000), in 1998 AiDS in the United Sates was the sixth killer of youth in the 5-9

age group, ninth in the 10-14 age group, seventh for the 15-24 years old age group, second

for the 25-34 age group, and fourth for the 35-44 age group (National Center for Injury

Prevention and Control, 1998). Though in 2000 leading cause of death data indicates a

small decline in AIDS related deaths in the United States (National Center for Injury

Prevention and Control, 2000) cases of AIDS are on the rise again with 42,136 new AIDS

cases diagnosed in the United States in 2002 (CDC, 2003). According to the Center for

Disease Control and Prevention (2002) an estimated half of all new HIV infections in the

United States are among people under the age of 25, and that these youths were mostly

infected through sexual activity. These already problematic figures are more unnerving than



they seem, because it appears that North America prevention efforts have been disregard

(CDC, 2003; UNAIDS, 2000; National Center for HIV, STD, and TB Prevention, 1998). It

has been speculated that because antivirals are readily available in the developed word that

people in the developed world do not perceive HIV as a threat (CDC, 2003). However,

HIV antiviral cocktails would generally only be attainable by the middle and upper classes.

HIV/AIDS in Africa

AIDS is the number one killer in Africa and the number four killer in the world

(World Heath Organization, 2000). Approximately 29.4 million people in sub-Sahara

Africa are estimated to be HIV positive, with the Southern African region being the hardest

hit region of the world (EJNAIDS, 2003). Africa has 70% of the adults, 80% of the

children, and about 69% of the world's youth (that is these under the age of 25) infected

with AIDS (Odirile, 2000; IJNAIDS, 2000). Tn 1999 approximately 860,000 students lost

their teachers to AIDS in sub-Sahara Africa (United Nations Children Fund RThTCEF],

2000). More people are infected with HIV in South Africa, than any other country in the

world (UNAIDS, 2002).

Of the 13.2 million children who were orphaned by AIDS in 1999, 12.1 million of

these children are in sub-Sahara Africa (TJNTCEF, 2000). In 1999 more than two million

people have died of AIDS in Africa, leaving behind over 10.4 million children under the

age of 15 (UNICEF, 2000). By 2010 over 40 million children in Africa will become

orphans (White House report on AIDS, 2000). These orphans are growing up

impoverished, uneducated, unemployed, malnourished, and with little or no social structure.

This is setting the stage for continued increase in HIV and other diseases, mental illness,



substance abuse, lawlessness, disorder, and chaos (Central Intelligence Agency, 2000;

UNICEF, 2000; Bureau of Oceans and International Environment and Scientific Affairs,

1999; UNAIDS, 2000).

Eighty percent of those dying from A11)S in Africa are in the 20-50 year old age

group, that is, workers in their prime (Ward, 2000). With limited educated and skilled

workers in Africa, AIDS is Africa's greatest threat to economic and social development

(World Bank, 1999). This problem is compounded by the impact of AIDS on the education

system in Africa. In sub-Sahara Africa approximately 860,000 students lost their teachers

to AIDS in 1999; in the Central African Republic 85% of the teachers that died between

1996 and 1998 were HTV positive, and school enrollments have declined up to 36%

depending on the region by 2001; in 1998 Zambia lost over 1,300 teachers; on Zimbabwe

commercial farms in 1998 not one AIDS orphans was enrolled in secondary school,

additionally it is predicted that by 2010 there will be a 25% decline in the size of the

pnmary school population in Zimbabwe; in parts of South Africa primary school enrollment

has declined by 20% since 1998; and in Swaziland school enrollment has dropped by 20%

(IJNAIDS 2002, UNAIDS 2001). In Côte d'Ivoire, seven out of ten teacher deaths are a

result of HIV (UNAIDS, 2000). According to the World Bank (2002) teachers in some

African countries are dying of AIDS faster then they can be replaced.

It has been predicted that AIDS will destabilize Africa which will result in toppled

governments, wars, undermined emerging democracies, and that AIDS is already ruining

African economies and the progress that has been made in the development of African

countries (World Bank, 2000; Central Intelligence Agency, 2000). This destabilization

presents a threat to the global economy and the USA National Security Council is now

involved in fighting the AIDS pandemic (World Bank, 2000; Central Intelligence Agency,



2000).
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Though it appears HIV infection rates may have stabilized in Senegal and declined

in Uganda, this may not be meaningful because there is now a smaller pool of people to

become infected (UNAIDS, 2000). Africa continues to bury the already three-fourths of the

worlds people that have died from AIDS (World Heath Organization, 1999).

HIV/AIDS Southern Africa

Southern Africa is the hardest hit region in Africa and the world. Adult HIV

infection rates in some Southern African countries are: Botswana 3 8.8%, Swaziland 33.4%,

Zimbabwe 33.7%, Lesotho 23.5%, Zambia 21.5%, South Africa 20.1%, Namibia 22.5%,

and Malawi 15.0% (UNAIDS, 2002). Of the twelve countries in Africa with an HIV

infection rate greater than 10% in the 15-49 age group, nine of these countries are in

Southern Africa. The World Bank (1999) warned that deepening poverty in Africa will

further fuel the poverty AIDS cycle.

The UNAIDS (2002) reported that in Zimbabwe over 2,000 people die of AIDS a

week (UNAIDS 2002). More recent data indicates that 3,500 Zimbabweans die of AIDS a

week (Chigodo, 2003). In South Africa, 1,700 new cases of AIDS occur everyday (Brown,

2002; Shell, 2000). In Zambia, over 1,000 people a week die of AIDS in 2001 (UNAIDS

2002), and one-third of all children in Zambia are AIDS orphans (UNICEF, 2002).

In Botswana, one in three women and one in seven men in the 15 to 24 age group

are believed to have contracted the virus (UNICEF, 2000). One in ten young men in

Lesotho, South Africa, and Zimbabwe are affected. Girls and young women in Southern

Africa are more than 50% more likely to contract the virus than boys and young men
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(UNICEF, 2000). The UNICEF (2000) report also stated that in several Southern African

countries, almost half of all girls age 15-19 surveyed think that healthy looking people do

not have HIV. According to the UNAJDS (2000a) report, AIDS will kill half of all young

adults in Botswana, South Africa, and Zimbabwe.

Acquired Immune Deficiency Syndrome has significantly shortened the live span of

Southern Africans who now have an average life span of less than 40 years (UNAIDS,

2000). For example, life expectancy in Malawi is 34.8 years and 37.8 years in Botswana

(US Census Bureau, 2000; US Department of State, 1999). In Zimbabwe life expectancy is

35.4 years (United Nations Development Program, 2003). In South Africa, Botswana, and

Zimbabwe, today's I 5-year-olds are more likely to die, than not, of AIDS.

HIV/AIDS in Zimbabwe

Facts and Figures about HIV/AIDS in Zimbabwe

In 2000 UNAIDS estimated that 1,529,000 adults and children in Zimbabwe were

HIV positive, two years later UNAIDS (2002) estimated 2,300,000 people in Zimbabwe

were HIV positive. This represents a staggering increase in the number of estimated HIV

cases in a short amount of time. The current estimated infection rate for adults in

Zimbabwe (those in the 15 49 year age group) is 33.7% (UNAIDS, 2002). According to

Chigodo (2003) 3,500 Zimbabwean die of AIDS a week. A 15 year old today in Zimbabwe

is more likely than not to die of AIDS (UNICEF, 2002). It is believed that since the start of

the epidemic that 900,000 children in Zimbabwe have lost their mother or both of their

parents to AIDS while they were under the age of 15, and that 277,117 of these orphans are
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no longer alive (UNICEF, 2000). It is estimated that 200,000 people in Zimbabwe died of

AIDS in 2001 (UNAIDS, 2002).

Human Irnmuno Deficiency Virus Antenatal surveillance, that is HIV tests carried

on the mother before the birth of the baby, has been carried out in Zimbabwe since 1989. In

Harare surveillance figures jumped from 10% in 1989, to 36% in 1995 (UNAIDS). In

1995, 26% of antenatal clinic goers in Harare under the age of 20 that were HIV positive

(United States Census Bureau, 2000). hi Masvingo 42% of the women attending antenatal

clinics were HIV positive. In this Masvingo surveillance, 49% of the women between the

ages of 20 and 24 tested HIV positive (UNAIDS 2000). In 1995 in Chiredzi, 70% of the

women attending antenatal clinics were HIV positive (United States Census Bureau, 2000).

In Mutare in 1997, 53% of the women attending antenatal clinics were HIV positive

(United States Census Bureau, 2000). In a study of commercial sex workers in Zimbabwe,

86% of the participants were HIV positive (UNAIDS, 2000).

The rate of incidence of HIV infection among women in commercial farming areas

is believed to be 43.7% (UNA]DS, 2002). According the Commercial Farmers Union

(2001) manpower loss due to AIDS reduced maize output in communal farming areas by

61%. The Commercial Farms Union further divulged, "cotton output has been reduced by

47 percent and vegetable production by 49 percent."

Some Factors Believed to have Lead to the Spread of HIV/AIDS in
Zimbabwe

Government policy is one of the factors that may have contributed to the spread of

HIV in Zimbabwe. The first government policy was a policy of denial. According to

Moses (1993) the government of Zimbabwe did not allow physicians to diagnose a patient
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with HIV or AIDS until 1986. Maveneka (2002) believes this denial existed because the

Zimbabwe government thought it would hurt the tourism industry if it were known

internationally that Zimbabwe had HIV/AIDS in its borders. Because of this denial,

HIV/AIDS education programs were delayed, and in schools "official" HIV!AIDS

education programs did not start until 1994. Though the original government policy was

that HIV/ATDS did not exist in Zimbabwe, Zimbabwe did start screening blood in 1985 for

HIV (Sibanda, 2000). When the government finally did recognize the HIV problem, it still

did not make HIV/AIDS a high profile issue and handed the problem over to the Ministry of

Health. Since HIV/AIDS is more than a medical problem, this approach failed to stem the

tide of the epidemic (Sibanda, 2000).

As mentioned previously, in 1994 an HIV/AIDS education program was to be

enacted in Zimbabwe's schools. The Ministry of Education trained a core group of school

teachers in HIV/AIDS education, of which this researcher took part. However, this new

program was stalled by the Zimbabwe Council of Churches because they believed that the

textbooks created by UNICEF and the Ministry of Education for AIDS education in schools

were immoral because they addressed condom use and other issues of human sexuality

(Sibanda, 2000). In 1997 a formal written plan was developed for HIV/All)S education in

schools by the Zimbabwe Ministry of Education in conjunction with UNICEF. However, in

that same year the Council of Churches once again insisted that the churches' ideas

(abstinence and one life long partner) be the focus of governmental HIV/AIDS education

programs (Marindo, Person, & Casterline, 2003).

Education for the general public about HIV/AIDS was initially based on Western

perspectives of how education campaigns should be carried out, and what messages would

be given to the general public (UNESCO, 1999). Though Zimbabwe has implemented
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public AIDS education programs using a variety of mediums for at least 10 years, these

education campaigns do not appear to be very effective. One might question how

successful ideas such as one life long partner may be when some Zimbabwean men are

polygamous and actively engage in extramarital affairs (UNESCO, 1999). Sibanda (2000)

also noted this problematic approach to AIDS education in Zimbabwe as did (Odirile,

2000) in relation to Botswana. Hickson and Mokhobo (1992) inform that western

approaches to AIDS prevention in Africa have "failed dismally" (p. 17).

Culture may play a role in both the spread and prevention and of HIV in

Zimbabwe. In regard to the spread of HIV, the practice of traditional healers using and

reusing unsterilized razor blades to cut patients may promote the transmission of the virus.

Traditional constructs such as wife inheritance, "virgin cure," and bride wealth may also

impact on the spread of HIV in Zimbabwe.

Another component that appears to be contributing to the proliferation of HIV in

Zimbabwe is gender relations (Kasambira, 2000; Sibanda, 2000). Men in Zimbabwe hold

a different status, a higher status, than women in Zimbabwe do. In Zimbabwe women have

less access to education, wealth, and other power-generating resources than their male

counterparts (Hausmann, 1998).

Mutetwa (2001) and Sibanda (2002) both reported that that long distance bus and

truck drivers have contributed to the progression of HIV/AIDS in Zimbabwe and around

Southern Africa. Mutetwa also stated that though Zimbabwean truck drivers are very

knowledgeable about HIV/AIDS and have multiple sexual partners through out the

Southern African region, that they are averse to using condoms. Sibanda informs that

Zimbabwe may be more vulnerable to the spread of HIV than other countries in Southern

Africa because Zimbabwe is both landlocked and centrally located in Southern Africa.



15

Because of this, most long distance drivers in the region may have to spend one or more

nights in "key resting" locations in Zimbabwe such as border posts, motels/hotels along the

route, and "loading and offloading" stations (p. 730).

O'Brien and Dean (1997) explain that a particular mutant allele (alternative version

of genes) may offer protection against HJV infection. They assert that they found

individuals with two of these alleles who remained uninfected though they received high

doses of HIV contaminated clotting factors during hemophilia treatment, or they repeatedly

engaged in unsafe sex. Individuals with one of these allele had the onset of AIDS delayed

two to three years (O'Brien & Dean, 1997). O'Brien and Dean found that no African

Americans, Africans, Native Americans, Eastern Europeans, or East Asians were

homozygous for this mutated allele in the various studies that they carried out, although

there were Asians and African Americans who had one of the mutant alleles. They believe

that a virus similar to HIV had previously exploded some time in the past in Europe and

Western Asia and that caused the mutation to occur (O'Brien & Dean, 1997). O'Brien and

Dean's work imply that the spread of HIV in Zimbabwe and Africa may be in part or by and

large, a result of genetics.

There are many other factors that are, or may be, contributing to the spread of HIV

in Zimbabwe. Those factors highlighted above represent only a few of many.

CHAPTER ONE SUMMARY

It is hard to imagine that the HIV pandemic is in it's early stages when based on

LTNAIDS (2002) and UNAIDS (2000a) estimates that 22 million people have died of AiDS

since it was first identified in 1981, and 42 million people are currently HIV positive with
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five million of them being infected in 2001; but according to UNAIDS (2&2) it is.

Currently AIDS is the fourth leading cause of death in the world (UNAIDS, 2001) and the

leading cause of death by infectious diseases (Chaisson, 1999). Acquired Immune

Deficiency Syndrome is the leading cause of death in Zimbabwe with 3,500 people a week

dying of AIDS. An estimated 2,300,000 people in Zimbabwe are HJV positive. The

current estimated infection rate for adults in Zimbabwe (those in the 15 49 year age

group) is 3 3.7%.

The HIV pandemic is more than a worldwide health crisis. Center for Disease

Control (1994) states that AIDS presents a catastrophic threat to humanity. This is because

HW presents a profound global health, economic, security, and developmental crisis. As

the HIV pandemic broadens, it is setting the stage for continued increase in HIV/AIDS and

other diseases, mental illness, substance abuse, lawlessness, disorder, and chaos (Central

Intelligence Agency, 2000). As calls for global justice are becoming more frequent in the

developed world, global justice activists have increasingly staged both violent and non-

violent protests against UNAIDS, pharmaceutical companies who control the development

and production of HW/AJDS medications, the International Monetary Fund, the G8, and

other institutions who the activists perceive have demonstrated a lack of concern over the

AIDS crisis in the developing world.

Though it is believed that HIV is spread mainly through sexual contact, no single

factor can account for the spread of HIV. Shortage of medical equipment and poor health

services, poverty, colonialism, particular cultural practices, war, forced migration, and race

and gender disparity are some of the factors that account for the spread of HIV. The spread

HIV is an extremely complex issue.

To conclude, Chapter One provides a statement of the problem; defines what HIV
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and AIDS are; and provides a global, African, Southern Africa, arid Zimbabwean overview

of the HI V/AIDS pandemic. Additionally Chapter One provides the foundation for a

continuation of a review of the literature in Chapter Two, culminating with a statement of

the research questions.
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CHAPTER TWO

LITERATURE REVIEW

SEXUALITY IN ZIMBABWE

Human sexuality is socially and culturally constructed (Parker, Herdt, and Carballo,

1991). That is, concepts of sexuality are grounded in a particular time, place, and context.

Though particular individuals within a given society and culture will have their unique ways

of expressing their sexuality, generally in Zimbabwe expressing one's sexuality, even with

one's spouse or sexual partner, is restricted. There are many cultural taboos around

sexuality in Zimbabwe making it difficult to address HW (J)ersonal communication with 0.

Mazodze, July, 18, 2001). Since in Zimbabwe RJV is mainly transmitted through

heterosexual activities and through mother to infant transmission (TJNAIDS, 2001), itmay

be important to contemplate sexuality in Zimbabwe in the course of this dissertation. The

inability of a counselor to speak of matters of sexuality with their clients may be an issue

that can impact on the counseling process and outcome, particularly the HI V/AIDS

counseling process and outcome. Likewise, sexual taboos and restrictions that maybe part

of the participants' culture may present a possible bias in the results of this research.

The Intersection of Gender, Sexuality, and Culture in Zimbabwe

In the Shona culture, one of the indigenous cultures in Zimbabwe, talk about sex

and sexuality and is constrained (Coen, 1999). Husbands and wives rarely talk about sex,

and even men, though they may brag about their sexual conquests do not discuss other
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matters of sexuality with each other (personal communication with K. Moyo and G.

Munyaka, July 22, 2001). Due to cultural norms, parents in Zimbabwe cannot address

sexual topics with their children (Loewenson & Chikamba, 1994). Meursuing (1993) and

Loewenson and Chikamba (1994) found urban and rural parents believed that that sexual

concerns or education can only be addressed through a third party such as a grandparent,

aunt, or uncle. However, more and more youth are being separated from their extended

family members as they are sent away to schools, move away from their home areas, or their

family members die of AIDS related diseases. Youthmay be at risk for acquiring HIV and

transmitting it to other youth because they do not have their traditional advisors available to

them. As of 1996, only one school in Zimbabwe had a full time guidance and counseling

department, and AIDS education was sporadic, making it even more difficult for youth to be

advised over issues of HIV/AIDS and sexuality.

Though the bulk of the sexual transmission of HIV in Zimbabwe is through

heterosexual activities, there is a gay community in Zimbabwe and homosexual activities

might also be a possible source of transmission of the infection (Monitoring the AIDS

Pandemic, 1999). There seems to be no research in this area, perhaps because

homosexuality is criminalized in Zimbabwe (Amnesty International, 1996).

Though sexual activities are believed to account for most of the HIV transmission

in Zimbabwe, the transmission of HIV is more complex than the type, frequency, and

number of sexual partners (Jackson, 1992). Jackson believes that both biological and socio-

cultural practices may play a role in the spread of AIDS. For example, Chief Makoni, a

Zimbabwean chief, recently gave away virginity certificates to female virgins and plans to

make this make this an annual event (British Broadcasting Corporation, 2001). However,

the Chief made no mention of the importance of male virginity. Despite a focus on female
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sexual modesty and virginity in Zimbabwe, women's economic dependence on males and

lack of educational opportunities leads some females to use sex to obtain a spouse or school

fees and other 'gifts' necessary for survival (Kim, Kols, Nyakauru, & Chibatamoto (2001).

The spread of HIV in Zimbabwe may also in part be accounted for by persistent

colonial practices that limit the contact of workers with their spouses. For example, on

some commercial farms in Zimbabwe, workers' families were not welcomed and housing

arrangements for families maybe unavailable or limited. The seasonal work on farms may

also provide limited opportunities for migrant workers to be attached to their families. On

commercial farms there is also a lack of entertainment (Layer, Borne, Kok & Woelk, 1997;

Walker, 2000), health care (Walker, 2000), education (Walker, 2000), HIV/AIDS

education (Layer, Borne, Kok, and Woelk, 1997), material goods, and as Layer (1994)

points out, even a lack of condoms. The lack of condoms, entertainment, education, health

care, and contact with spouses/identified partners, and the ever availability of bottle stores

(places to by alcoholic beverages) on commercial farms (Layer, Borne, Kok, and Woelk,

1997) may all contribute to risky sexual behavior of farm workers and other "live in"

workers, such as those in the mining industry. Commercial farms in Zimbabwe have been

seized and redistributed over the last few years (2000 2003), but whether or not the new

owners will also enact the same colonial practices is yet to be seen.

Wilson, Greenspan, and Wilson (1989); Campbell and Mbizvo (1994); Chikovore

and Mbizvo (1999); and Kim, Kols, Nyakauru, and Chibatamoto (2001) have all reported

on male promiscuity in Zimbabwe. Male promiscuity, which has it roots in culture and

gender, could also impact on the rate of HIV infection in Zimbabwe. Besides male

promiscuity, there are some specific cultural attitudes and practices that may impact on the
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rate of HIV infection in Zimbabwe. For example, bride wealth, widow inheritance, "dry

sex", divorce, polygamy, traditional cures, and ngozi, all of which are discussed below.

Bride wealth ("lobola") is the monetary compensation paid to the family of the

bride from the family of the groom. The idea of bride wealth is to tie families together

(Ansell, 2001). However, lobola also ensures that the groom has total control and rights

over his spouse and children. Because the man has paid for the woman, she becomes his

property, as do any children she produces (Chigwidere, 1983). This reduces the female

level of equality in the husband-wife power structure (Aksornkool, 2001). It also makes it

difficult for females to leave abusive relationships or insist on safer sex (Sibanda, 2000).

This is because females know that their families do not want to have to return the lobola,

and because of that, they will not be welcomed back into their nuclear or extended family.

Because the lobola has been paid, if there is a divorce, males are usually given the children

in both the traditional and modem courts. Because of this many women stay in abusive

relationships or in relationships where their spouses are promiscuous, even if they fear their

spouse may bring HIV into the martial home.

Widow inheritance ("levirate") is when a relative of the deceased husband takes his

sister-in-law as his wife (Aksornkool, 2001). This may have been important in the past

when a woman would not be able to survive otherwise, but now it presents a threat to the

transmission of AIDS to the brother-in-law and to his wives and unborn children. It is

believed by some Zimbabweans that the spirit of the dead man will haunt the family if this

tradition of widow inheritance is not carried out.

Runganga and Kasule (1995) and Civic and Wilson (1996) reported that sexually

active females in Zimbabwe use herbs or other substances to dry, tighten, and warm the

vagina. This is done because Zimbabwean males prefer "dry" and "warm" sexual
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intercourse. The use of such substances facilitates HIV infection in women because the

vagina walls more readily tears, chafes, and cracks during sexual intercourse, leaving the

women more vulnerable to HJV than if she did not use such substances (Baleta, 1998; van

de Wijgert, 2000). Condoms too are more likely to tear when having dry sex allowing more

opportunity for the HIV virus to enter the women's body (Civic & Wilson, 1996). Women,

who are not "dry" are accused of being prostitutes or enjoying sexual activities too much

(Zavriew, 1994). Though women speak about the pain of dry sex, they still feel like they

have little option but to comply with their male partner's desires (Zavriew, 1994). Men

have so much control over their partner's bodies, that males in a study that examined the

attitudes of women and men towards women using vaginal microbicides to help prevent

HIV infection "were concerned that women would be able to use the products without their

consent or knowledge" (Moon, Khumalo-Sakutukwa, Heiman, Mbizvo, & Padian, 2002).

According to Taylor (2001) females in Zimbabwe have no sense of sexuality, only

fertility. Taylor (2000) relates that in the Shona culture a man may divorce his wife and/or

marry a new one if a child has not been conceived within a year of the marriage.

Furthermore, Taylor (2000) reveals that the tradition is so strong that females in Zimbabwe

believe it is better to have a child even if the women or man is HIV positive, than not to

have one, even if that child dies. Mutambirwa (1991) relates that in the Shona culture it is

believed that if an adult dies childless they are not accepted into the spiritual world and they

are doomed to roam the earth as evil spirits. Sibanda (2000) also reported that if an

individual does not produce children that they will not become an ancestor when they die

and will be forgotten by the family.

Culture demands that women reproduce and if they don't their husbands have the

right to legally divorce them, or take another wife if the marriage is a traditional one.
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Women in Zimbabwe have little say over reproductive right and issues of sexuality, such as

the negotiation of condom use (UNICEF, 2000). With little power in relationships, females

are usually unable to insist on safer sex (Royal Tropical Institute, 1995). Sibanda (2000)

states that women in Zimbabwe have little power and control over their lives and are unable

to negotiate sex. Females in Zimbabwe are socialized to be submissive to males and not to

discuss sex (Taylor, 2001) while young men are socialized to establish their manhood and

enhance their social position by having sex with as many partners as possible (Kim, Kols,

Nyakauru, & Chibatamoto, 2001). Moloyi (1990) reveled that of the 60 participants in her

study, 42% of the males and 27% of the females thought that extra-marital sex for males

was acceptable, while eight percent of the males and no females thought that female

extramarital sex was acceptable.

Young females may be particularly vulnerable to being sexually victimized and

becoming infected with HIV. There are potentially many reasons for this, several of which,

premature marriage, traditional prescriptions, preference for male over female education,

and nogzi, are discussed below.

Zimbabwe females, some of them very young, may be married off prematurely to

older men in polygamous relationships in order that the family collects lobola (Makoni,

2001; Sithole, 2001). This may be done with out the girls consent. According to Sithole

(2001) this is a practice that is persistent in some parts of Zimbabwe. This early sexual

activity can expose young females to HIV/AIDS.

Mutetwa (2001) relayed that some males in Zimbabwe believe that to get rid of a

sexually related disease, it requires one to have sex with a virgin or younger women. Some

traditional healers in Zimbabwe have prescribed this as a method of cleansing their clients

of HIV/AIDS (Sibanda, 2000). At the 1995 African Network for the Prevention and
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Protection Against Child Abuse and Neglect Conference, the Head of Research at the

Zimbabwe National Traditional Healers Association (Peter Sibanda) spoke out against this

practice. He also provided information to the media so that they could let Zimbabweans

know that this is not appropriate traditional practice. However, the idea and practice seem

to persist. Likewise, some uneducated, or in some cases unscrupulous healers, proscribe sex

with young girls to improve one's business or financial status. The extent of these practices

in Zimbabwe are unknown.

Since females have less value on them than males in Zimbabwe culture (Shumba,

1995), many females have been forced into taking older men as their boyfriends (sugar

daddies) in order to have their school fees paid (UNICEF, 2000). This is because many

families can not afford to send all of their children to school so male children are given

priority to attend school by their parents/guardians, even if the females in the family have

greater academic ability.

Traditionally, female children have been used as a source of compensation for a

crime. These female children are basically used as slaves and may be required to participate

in sexual activities in order to replace a life that may have been lost. This is known as

"ngozi" (Butegwa, 1995). The ngozi is actually the avenging spirit of the person who was

terribly wronged in some way usually through neglect, abuse, or murder. This spirit needs

to be appeased or the ngozi will wreck revenge on the family of the perpetrator and perhaps

on the entire village of the perpetrator (Moyo, 1988). For example, if a man commits

manslaughter, the traditional courts may decide that the perpetrator's family gives a female

child to the family of the victim as atonement for the crime. Muyambo (2002) stated that

even if an individual is punished or executed for his crimes by the courts that the spirit of

the person harmed still has to be appeased or the nogzi will take revenge. Though this
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practice may be on the decline, it still does exist.

Sex Charms

One aspect of sexuality in Zimbabwe is the use sex charms. Traditional healers are

frequently approached for sex charms. These magical charms are very popular in

Zimbabwe with Zimbabweans of all colors. There are charms, for example, to keep

daughters virgins, bring wayward husbands home, overcome impotency, and keep partners

faithful (personal communication with E. Govere, July 23, 2001). Two of the most well

known charms are and "Runyoka" and "Mubobobo."

Runyoka, also know as "rukawo," which is a charm that prevents spouses or sexual

partners from being unfaithful, is gaining popularity in Zimbabwe. With this charm

different things can happen. An unfaithful spouse may not be released from the sex act

until the cuckold spouse removes the spell (Moyo, 2000). Runyoka is also said to be used

by prostitutes on clients that refuse to pay the correct amount for their services (Moyo,

2000). Runyoka is also a fatal disease that is believed to strike unfaithful sex partners. This

disease has many similar symptoms similar to AIDS symptoms, such as weight loss.

According to Scott and Mercer (1994) AIDS and runyoka are believed be the same disease

by approximately 25% of people in rural Zimbabwe and 22% of the population at large.

Mubobobo is said to allow a man remain invisible while having sex with any

female of his choice. It is also believed this charm can protect against catching AIDS. The

Pan African News Agency (2001) reported that the Zimbabwe National Traditional Healers

Association has been receiving an increase in the number of requests for this charm. Pan

African News Agency (2001) also relates that more reports than usual have been made by
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women about naked men appearing in their bedrooms at night. Though some women state

that they have been raped by invisible men, there seems to be no clear evidence of this.

While it seems a bit bizarre and unreal, there may be some truth to this because the chemical

properties of Mubobobo cause temporary blindness in the victims (Pan African News

Agency, 2001). However, even if Mubobobo is not effective, it does psychologically

undermine females.

Another charm is said to invade the air of the bedroom causing the sleeper to not

wake while ghosts have sex with them. It was reported in Zimbabwe in 1996 that some

thieves were using some gases to knock out the occupants of a house in order to rob it.

Perhaps this particular sex ghosts does something similar? Some Zimbabwean women from

the Motoko tribe are married to ghost husbands (Jenje-Makwenda, 2001). These females

are forced into marriage with a ghost in order to appease an avenging spirit. In this case the

ghost does not have sex with the women, but the women may be required to have children

as part of the cleansing process. These women then have sex with males that are chosen for

them with the purpose of impregnating the women. Though Motoko is known for its many

unusual and mystical phenomena, sex ghosts are not confined to Zimbabwe because there

was a recent report about them in Zanzibar (Saleh, 2001). This sex ghost, called Popo

Bawa, is a male ghost .that has sex mainly with othermen. His ghostly presence is indicated

by smoke and a caustic smell. Popo Bawa victims report being in a dream state. There is

also a ghost in Zanzibar that has sex with children (Saleh, 2001).

HISTORY OF COUNSELING IN ZIMBABWE

Counseling as a practice was present in the Zimbabwe indigenous culture prior to
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the first Rhodesian pioneer settlement of 1890 (Z. Shin, personal communication,

September, 14, 1998). This counseling was carried out by leaders such as chiefs, kings, and

headmen; traditional healers; elders such as grandparents; and youth received (and still do)

guidance and counseling from their aunts and uncles.

During the colonization of Africa, the colonials brought with them their European

version of counseling psychology (Nsamenang, 1995). The Rhodesian colonials established

limited guidance and counseling programs in the 'Whites' only schools. This was generally

an occasional after school activity, and the main focus was on careers. Additionally, under

the guise of guidance and counseling, young White Rhodesians males were taught to be "be

men" and maintain their position in the racist colonial state, and were provided with sex and

religious education (personal communication with E. Rybicki, July 14, 2003). The

guidance also included military training for males. A similar practice occurred in apartheid

South Africa (Nicholas, L. J., 1993). The Rhodesian government established the

Department of School Psychological Services (SPS) in the Rhodesian Ministry of

Education. School Psychological Services only provided services to White students during

Rhodesia. Though some guidance and counseling services were formally offered to White

students in Rhodesia, few White Rhodesian female high school students were guided into

tertiary education (personal communication with E. Rybicki, July 14, 2003).

The University of Rhodesia had a psychology department (Eze, 1991), and prior to

Zimbabwean independence, a number of colonial psychologists had set up practice in

Zimbabwe. Currently most counselors in Zimbabwe are trained at a non-governmental

organization (NGO) in Harare and are trained at the paraprofessional level. In 2001,

Zimbabwe Open University started a bachelor degree program in counseling.

There is/was an organization for counselors in Zimbabwe, the National Guidance
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and Counseling Association of Zimbabwe (NGCAZ). This organization may have been

present in Rhodesia, or may have evolved right after independence. The individual

credited with founding the organization (John Stewart), taught at Allan Wilson Technical

Boys High School in 1983, where this researcher was working at the time. In 1994

NGCAZ experienced a constitutional crisis and the organization did try to revive itself as

an organization for school counselors only, so it may still exist. Because of this crisis in

NGCAZ, a new organization, the Southern African Counseling Association, was founded

by the researcher. A Non-Governmental Organization (NGO) in Harare, CONNECT,

provides counseling services, trains counselors, and has a group of members that

sometimes hold meetings and conferences. This organization was originally called the

Family Counseling Unit and may have been operating during Rhodesia.

In December 1996, the researcher established a continental counseling association,

African Counseling Association (AfCA). The network has members from Zimbabwe. In

1998, the Society for Student Counsellors in South Africa became the Society for Student

Counsellors in South Africa, providing a membership opportunity for school counselors in

Zimbabwe. In 2003, The African Association for Guidance and Counselling was

established by a joint venture between UNESCO and Dan-Bush Bhusumane ofBotswana.

Though the focus of the organization is on school counselors, any counselor in Africa can

join. The African Counseling Network and the African Association for Guidance and

Counselling are considering becoming one organization, the African Association for

Counseling.
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KNOWLEDGE OF AND ATTITUDE TOWARD HI V/AIDS

Counselors and Health Professionals Knowledge of and Attitudes
Toward HIV/AIDS: Worldwide Perspectives

Only a few studies (13) on the knowledge and attitudes of counselors towards

HIV/AIDS were located. Ten of the 13 studies were from the United States (four were

PhD dissertations another three of the ten studies were publications based on the four

dissertations), one study was from Zambia, and two studies were from Israel. In the Israeli

studies, counselors were included in a group with special education teachers, so it was not

possible to extrapolate any information specifically about counselors.

Due to this lack of literature, I then looked for articles on HIV/AIDS knowledge

and attitudes for social workers and psychologists, again few studies were found. Because

of this lack of studies, I chose to also look at HIV/AIDS knowledge and attitudes studies of

health professionals because counselors are also health professionals so they may also be

included as participants in these studies. Likewise, many health professionals act as

counselors in the course of their jobs and they many have counselor training/coursework as

part of their studies. In regard to HI V/AIDS patients, many doctors and nurses are

involved in counseling their patients.

In order to see if there were similarities in the findings from the studies about

counselors' and health professionals' knowledge and attitudes towards HIV/AIDS from

world regions, the studies below are organized in the following manner: Africa, Asia,

Europe, Latin America, Middle East, and North America. The literature review continues

by examining the studies of the knowledge and attitudes of Zimbabweans in general

towards HI V/AIDS.
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Africa

Chipfakacha (1997)1 explored Botswanan traditional healers' experiences,

knowledge, and beliefs concerning STD's including HIV/A1DS. The Si traditional healers

in the sample consisted of herbalist, spiritual healers, faith healers, traditional birth

attendants, and a group identified as "others" (p. 421). The outcome of the study suggest

that the respondents had little or incorrect knowledge about HW/AIDS. The researchers

recommended that the professional medical community and traditional healers collaborate in

order to develop a useful HIV/AIDS prevention & control program.

Mbanya et al. (2001) explored the knowledge, attitudes, and practices ofnurses in

a Cameroon rural hospital in relation to H1V/AIDS. One hundred and seven nurses

participated in the study. Self-administered questionnaires were used with the nurses. In

focus group discussions, nurse supervisors identified factors that influence the knowledge,

attitudes and practices of nurses around HTV/A1DS. Additionally, 62 patients in the

hospital who had AIDS and were administered a close-ended questionnaires. The results

indicate that Nurses (70.1%) were very knowledgeable about HIV/ATDS, but that 49.5% of

the nurses scored low in the attitude and practice section. This indicated that those nurses

held negative attitudes towards PWAJ'H, and need to improve their nursing practice around

PWA. The nurse supervisors believed that the lack of information, unwillingness to change

their attitudes and practices toward PWA, lack of promotion at work, and fear of becoming

infected with HIV while attending to patients, influenced the nurses' knowledge, attitudes,

and practices. Approximately 15% of AIDS patients in the study revealed that theywere

attended to by nurses that had openly negative attitudes towards them. The researchers

suggested that continuing educational opportunities need to be provided tonurses to make
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them more adept in working with their HIV/AIDS patients.

Awusabo-Asare and Marfo (1997) conducted interviews with health care workers in

the Cape Coast municipality of Ghana on their attitudes in regard to HI V/AiDS. Thirteen

male physicians based in hospitals/clinics or private practices were the participants of the

study. Two instruments were developed in both an in-depth interview and focus group

format. The results showed that though respondents were fearful of acquiring H1V in their

professional settings, some of the respondents did not follow precautions to avoid infection.

Eleven of the 13 physicians did not provide pre-test counseling to their clients. They

thought that the patients could become suspicious and not take the test or not return for their

test results. Eight of the physicians had no counselor training and also stated that they

found it problematic to inform patients that they were HIV positive. This result is not so

dissimilar to Umezulike and Efetie (2002) who reported that there was a lack of HIV/AIDS

counseling knowledge in 116 Nigerian doctors involved in the study, that most doctors do

not carry out pre and post test HIV counseling, and that doctors do not have counselors in

their places of employment.

Adelekan et al. (1995) carried out a survey to examine Ilorin Teaching Hospital

hospitals workers' knowledge of H[V/AIDS and attitude towards patients with AIDS.

Through a stratified random sample, 306 Nigerian hospital workers were identified. Of the

306 hospital workers, 256 returned the survey instrument (83.7% return rate). The

participants consisted of 111 Nigerian doctors, 92 nurses, and 53 non-health workers.

Though overall doctors were more knowledgeable than nurses, and nurses more

knowledgeable than non-health workers, all groups exhibited lack of knowledge in some

important areas. In regard to attitudes towards People with AIDS (PWA), nurses and

doctors both feared contagion. Thirty-three percent ofnurses would be reluctant to tend to a
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PWA, and 50% of the nurses would not participate in the delivery of a child whose mother

had AIDS. Twenty-five percent of doctors stated they were averse to treating a PWA, and

33% would not conduct surgery on a PWA.

Eagle and Bedford (1992), and Fransman, McCulloch, Lavies, and Hussey (2000)

examined the knowledge and attitudes of health professional (nurses and doctors) in South

Africa concerning HIV/AII)S. In both of the studies participation was voluntary, responses

were anonymous, and the surveys were conducted in a hospital setting. Eagle and Bedford

(1992) adapted a HIV/AIDS knowledge and attitudes survey questionnaire that was

developed by McManus & Morton (1986) and developed an additional section for the

survey that addressed attitudes towards Black sexuality. Fransman, McCulloch, Lavies, and

Hussey provided no information about their instrument except that it was a descriptive

survey. In this study the focus was on doctors who treated 11W positive children. In each

study,, the participants scored high in regard to their levels of 11W/AIDS knowledge.

However, attitudes towards PWA and groups believed to be at risk for 11W were generally

negative.

Eagle and Bedford (1992) conducted their study in a hospital serving predominantly

White and Coloured populations also during apartheid. The respondents (nurses and

doctors) were 82.0% White, 9.5%, Coloured, 5.4% Indian, and 2.7% Black. Eighty

questionnaires were distributed and 74 participants returned completed questionnaires

(92.5% response rate). In this study, some of the participants indicated a high level of

prejudice around people with AiDS (PWA). They also found that generally, attitudes were

negative towards homosexuality and Black sexuality, and many respondents believed Black

migrant workers found to be HW+ should be deported. They concluded that knowledge of

HIV/AIDS did not impact on their attitudes towards PWA or individuals believed to belong
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to RN high-risk groups.

Fransman, McCulloch, Lavies, and Hussey (2000) did not mention the number of

survey questionnaires they distributed, but state that of the 104 they received back 13 were

not usable and that they had a response rate of 86%. The majority of the doctors (86%) felt

that limited resources they had should not be used to treat fflV-infected children. Seventy

percent of the doctors also believed that they should have the right to refuse to treat AIDS

patients. Most doctors also reported feeling hopeless about treating HIV positive children,

that they lacked the knowledge to treat HIV positive children, and that they had a high fear

of catching AIDS. However, results indicate that they spend the same amount of time with

HIV positive and RN negative patients. Fifty-seven percent of the participants indicated

that they lacked the appropriate counseling skills to work with HIV positive clientsand

family members. "Half of the doctors (5 0%) felt they had inadequate clinical skills to

mange pediatric patients with HIV" (p. 92).

Kohi and Horrocks (1994) studied Tanzanian nurses' knowledge of and attitudes

towards HIV. A self-administered questionnaire was used to collect data from a random

sample of 180 nurses selected from two teaching hospitals and two regional hospitals (45

nurses from each hospital). The final sample consisted of 172 nurses (95.5% return rate).

Data analysis included the use of both descriptive and inferential statistics. Though the

results indicate that the respondents had reasonable levels of knowledge about RN/AIDS,

they were not very knowledgeable about risk factors and routes of transmission of the HIV

virus. The findings indicated that the respondents were fearful and anxious in regard to

HIV and PWA. Results also revealed that the nurses generally had negative attitudes

toward PWA.

Baggaley, Sulwe, Kelly, Macmillan, and Ndovi (1996) examined how HIV affected
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101 counselors (53 female, 48 male) in Zambia who had received two or more weeks

training in HV counseling and testing. Participants were 19 to 60 years old and most were

married. Though 72% of the participants had a relative who died of AIDS, and 71% had a

friend who died of AIDS, only a few were able to speak to their relatives or friends about

AIDS. Seventy percent of the participants stated that they did not speak with their clients

about sexual behaviors. Though 72% of the counselors were worried about their HIV

status, more than half did not want to know what their HIV status was, and only 24 of the

participants reported having undergone an HIV test. Sixty-nine percent of the participants

thought that health professionals should work more closely with traditional healers in regard

to AIDS. Almost all of the counselors were in favor of condom use to protect against HIV

infection, but only 27 of the participants have used a condom.

Burnett, Baggaley, Ndovi-MacMillan, Sulwe, Hangomba, and Bennett (1999)

interviewed 39 traditional healers and 27 formal health workers in Zambia to ascertain their

knowledge of, attitudes towards, and practices around HIV/ATDS. Several misconceptions

concerning the transmission and symptoms of HIV were prevalent in both groups, but

particularly among traditional healers. For example, 51% of the traditional healers and 15%

of the formal health workers claimed there was a cure for AIDS. The majority of traditional

healers interviewed expressed that they found it difficult to directly speak to patients with a

HIV positive diagnosis. This was because they feared the patient may become depressed

and suicidal. Most interviewees wanted more training in the areas of recognizing and

treating the symptoms of HIV/AIDS. The majority of formal health workers also wanted

training in H[V counseling. Most traditional and formal health workers were interested in

dispensing condoms to their patients. According to Burnett et al. (1999) almost all healers

and half of the formal health workers were enthusiastic and optimistic about collaborating
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with their health colleagues around issues of patient care.

Pitts, Jackson, and Wilson (1990) examined knowledge, attitudes, and behaviors of

Zimbabwean social workers in relation to HIV and AIDS. Pits, Jackson, and Wilson

(1990) distributed 60 survey questionnaires to social work students, professors of social

work, and social workers from a variety of work settings. Fifty-three participants returned

the questionnaire (88% return rate). Overall the respondents indicated a positive attitude

towards PWA. They believed the government should be supportive and proactive in regard

to AIDS, and 83% said they would work with clients that were HIV positive. However, a

question-by-question analysis revealed that 72% of the respondents felt that people in high-

risk groups should be tested for HIV, that there should be compulsorily HIV screening at

Zimbabwe's territory borders, and 34% related that PWA should not receive communion in

a communal chalice. In general the respondents were "overly pessimistic of the prospects of

someone who is HIV positive" (p. 57). Likewise, there were generally high levels of

knowledge. However, there were some specific areas where participants were less

knowledgeable. In regard to transmission, 19% thought HIV could be acquired through

toilet seats, 15% thought HW could be caught by sharing glasses or cups, 36% thought that

there was more than a minimal risk of getting AIDS from sharing towels, and 45% were not

aware that exposure to HIV through broken skin was high risk. Forty-seven percent of the

respondents thought receiving a blood transfusion in Zimbabwe was risky, and 60% did not

perceive sharing razor blades as possibly being risky.

Asia

Li et al. (1992) explored the knowledge and attitudes toward AIDS of 68 health
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care workers in China. Seventy-one health care workers attended a health education

workshop either in Beijing or Gunangzhou. At the workshop the participants were provided

with a questionnaire to complete. Three participants did not fill out the questionnaires

(95.77 response rate). Generally, knowledge areas were high. The respondents were most

knowledgeable about transmission of the virus and least knowledgeable about the physical

and psychological impact of the AiDS on AII)S patients. The majority of the participants

approved of both pre- and extra-marital sex, particularly pre-marital sex. Most participants

did not see HIV/AIDS as being a threat to them. Respondents also supported sex education

for students.

Sachdev (1998) assessed the level of knowledge about AIDS/HIV among Indian

social work students, determined their attitudes towards PWA and homosexuals, and

assessed their perception of personal risk of contracting AIDS. Two hundred and eight-four

19 to 24 year old social work graduate students, who were mainly females (71.1%)

completed questionnaires. Participation in the study was voluntary, and students who did

not want to participate were given the option of leaving the classroom. All students

participated. Results show that on average the respondents were reasonably knowledgeable

about H[V/AIDS but were deficient in their knowledge about essential areas of AIDS

prevention. More than 40% of the respondents reported that they engaged in unsafe sexual

practices. Respondents demonstrated a fair amount of empathy towards people with AIDS

(PWA). but had some negative attitudes towards PWA and homosexual acts. Nineteen

percent of the respondents indicated that they thought PWA should be isolated from people

who did not have AIDS, 34.2% would avoid even a close friend that had AIDS, and 46.1%

would not want their children to be in a class with a child that had AIDS. Males had

significantly more negative attitudes to PWA than females in the study did. Most of the
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participants (87.7%) had negative attitudes towards homosexuality.

Tsering, Kissinger, and Hoadley (1998) carried out a survey during a workshop

organized for health professional (nurse, public health educators, and a dental therapist)

working with Tibetan reftigees in Northern India. All participants, 22 health workers (86%

females) completed self-administered surveys. Workshop participants were given a

questionnaire to determine participants' mid-course knowledge of and attitudes towards

HIV/AIDS, and comfort in addressing HIV/AIDS associated issues. Tsering, Kissinger and

Hoadley found that HI V/AIDS knowledge was generally sufficient but that there was a high

level of discomfort of discussing topics around sex. Sexual conservatism was widespread

and 60% of the participants thought that giving condoms encouraged sexual behavior.

Nineteen percent of the participants thought that mosquito bites could transmit HIV, 63%

thought that people could became infected by giving blood, 43% believed PWA should be

isolated, and 17% of the participants thought having sex with healthy looking people was a

way of avoiding AIDS.

Bishop, Oh, and Swee (2000) explored the attitudes and beliefs of Singapore health

workers (doctors, dentists, and nurses) towards HIV/A1DS and people with AIDS/HIV

(PWA/H). A survey questionnaire was mailed to all of the doctors (4,150) and dentist

(1,180) in Singapore. Nurses (1,500) were selected through a random sample obtained from

Singapore Nursing Board Register. There was an overall response rate of 33.8% (1,253

doctors, 377 dentists, 680 nurses)

Participants were knowledgeable that HIV could be transmitted through bodily

fluids, but a "significant proportion also expressed belief in transmission via everyday social

contact (p. 55). Singapore health professionals generally had negative attitudes towards

groups of people thought to be high risk for AIDS, 78.7% of the doctors, 79.6% of the
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endangered society with their sexual activities. Likewise, they thought (68.1% doctors,

74.4% dentists, and 74.8% nurses) that HIV positive patients should be treated at facilities

designed to exclusively treat HIV positive patients. A considerable number of doctors

(27.6%), dentists (30.3%), and nurses (36.2%) believed that AIDS is a punishment for

immoral behavior. The health professionals indicated they were scared of acquiring AIDS

from their HI\T positive clients, and though they generally thought all health professionals

should be trained to work with PWA, they believed specialist should be trained to work

with A]DS patients. Bishop, Oh, and Swee (2002) noticed that though their respondents

were fairly knowledgeable about HIV/AIDS, that the stigma they attached to PWA and their

apprehension of treating PWAs, "were significantly and negatively correlated with accuracy

of beliefs about HIV transmission and universal precautions" (p. 58).

Europe

Boise and Cesar-Bianchi (1997) assessed (among other areas) the knowledge of

HW/AIDS and attitudes toward People with All)S or HIV (PWALH) of 900 general

practitioners in Italy. Participants were selected from a stratified random sample based on a

register provided by the Italian health authorities. Physicians who were not available or

willing to take place in the study were replaced with other physicians willing to participate

in the study. Half the participants answered questions about AIDS and the other half

answered questions about HIV. The majority (70%) of the subjects felt that they were not

competent enough to treat PWA/II, and felt helpless in caring for PWAIH. More than half

of the subjects were willing to treat PWAJH, and to enhance their professional competence
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in this area. However, this willingness to treat was mainly in terms of providing

psychological support and educational activities, as opposed to medical care.

Herlitz and Brorsson (1990) compared general public, police officers, and nurses in

Sweden perception of the risk of HIV infection, and their attitudes about PWA/H. The

questionnaire was mailed and 2,636 surveys were returned. The sample consisted of 1,600

members of the public, 525 police officers, and 501 nurses. Results show that participants

were very aware that HIV/AJDS is transmitted through bodily fluids but many were

apprehensive about contracting HIV through, for example, toilet seats and kissing. The

three groups indicated that they had negative attitudes towards PWA!H and they thought

that compulsory restrictions should be placed on PWA/H in order to contain the disease.

Police officers had the most negative attitude towards PWAIH, and nurses the least.

Latin America

Avi and Stuhler (2000) probed the attitudes of health care professionals concerning

HIV/AIDS. Twenty-four individuals participated in a focus group. The samplewas

composed of five dentists, five psychologists, seven physicians, and seven nursing

assistants. The data were arranged into seven categories: fear, prejudice, fatalism,

perplexity, guilt, and denial. Data analysis and interpretation was based on Thompson's

(1995) conception of ideology. The results demonstrate that the respondents had a negative

and discriminatory attitude towards PWHIA.

Fusilier, Manning, Santini-Villar, and Torres-Rodriguez (1998) surveyed 204

Mexican health care workers employed in public (171 participants) and private settings (33

participants). Thirty-two percent of the participants were male and 68% were female. A
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participants completed the survey at their work place. Respondents (82%) were essentially

knowledgeable about AIDS. The majority (76%) indicated they had adequate training in

HIV/AIDS as part of their education. Though most respondents were agreeable to providing

AIDS patients with care, they did have fears about becoming infected. In given a choice of

what diseases they would most and least want to treat, 42% of the respondents indicated that

they would least want to treat patients with HIV/ATDS. Through multiple regression

analyses it was indicated that health care workers who were willing to provide HIV/AIDS

patients with care had more positive attitudes towards PWH/A than heath care workers

reluctant to care for PW}L'A.

Middle East

Ben-An (1996) investigated Israeli professionals knowledge of and attitudes towards

AIDS and AIDS education and training. Ben-An adopted and translated Wexler's (1989)

survey to sample 370 professionals including social workers (40.7%), nurses (28.5%),

special education teachers and counselors (6.8%), physicians (2.0%), and psychologists

(1.2%). The remaining subjects worked in unspecified positions in social service agencies.

The sample was composed of 81.7% females. The instrument was given to helping

professionals during staff meetings. Results suggest that females in the study were more

knowledgeable than males, and had more positive attitudes towards PWA. Likewise, Jews

(sic) in the study were more knowledgeable and had more positive attitudes toward PWA

than Arabs in the study (sic). As a whole the respondents were generally knowledge about

AIDS. All items pertaining to knowledge were answered correctly by at least 71% of the
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respondents. Knowledge scores were significantly greater than attitude scores. Though the

participants (91%) generally thought that AIDS issues are important to everyone in the

helping professions, the majority thought AIDS was a medical problem requiring a medical

solution. Ben-Ari was surprised to find the nurses in his study scored significantly lower on

the attitude scale than did other professionals, but pointed out that studies indicate that

nurses from around the world generally have shown negative attitudes to PWA. Ben-An

surmised that nurses that were influenced by fears rather than practical knowledge gamed

from experience in working with AIDS patients.

Azaiza and Ben-An (1997) examined the thoughts, attitudes, beliefs, knowledge,

and concerns of Arab (sic) professionals in Israel associated with AIDS and AIDS training

and education. The participants consisted of social workers (58.0%), nurses (18.8%),

special education teachers and counselors (12.2%), medical doctors (6.9%), and

psychologists (1.8%). The remaining subjects worked in unspecified positions in social

service agencies. Wexler's (1989) survey was adopted, translated, and then administered to

132 participants (42.7% male and 5 7.3% female). The instrument was given to helping

professionals during staff meetings. According to Azaiza and Ben-An, the participants

scored higher on the knowledge scale than they did on the attitude scale, but that their

knowledge was limited for professionals in their respective fields. Half of the participants

thought PWA should be compulsory separated from the public, and nearly 67% felt that the

resources spent on AIDS patients would be better spent on people with other health

problems. The majority of respondents agreed that they lacked the training they needed to

care for PWA, and that those in the helping professions needed more information and

training. Additionally, participants believed that AIDS education and training should be

presented in limited formats. Though the participants generally thought that AIDS issues
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were important to everyone in the helping professions, the majority thought AIDS was a

medical problem requiring a medical solution.

Mahfouz, Alakija, Khozayem, Al-Enan, and Reda (1995) assessed physicians'

knowledge of, and attitudes towards AIDS. A survey was used to collect from 328

physicians (74% male) employed in primary health care centers. Results show that some

respondents were not well informed about the transmission of HIV/AIDS. For example,

34% did not recognize tattooing as possible mode of transmission, and 50% believed

kissing was a vehicle of transmission. The researchers concluded that physicians in Saudi

Arabia are in need of education about AIDS.

North America

Mejta, Denton, and Hiatt (1988) investigated substance abuse clinic directors' and

counselors' policies, practices, and knowledge and attitudes concerning AIDS. Forty-two

substance abuse clinic directors and counselors' in the Chicago area were mailed

questionnaires and 24 surveys were retuned to the researchers. The researchers found that

generally policies and practices were inconsistent, inadequate, and questionable. Twenty-

six percent of the directors were tentative in regard to admitting PWH, and 21% were

tentative in regard to PWA. Sixteen percent of the respondents would not admit a client

with either HIV or AIDS. With the exception of knowledge and precautions directors and

counselors can take to avoid HIV infection in the work place, directors' and counselors'

knowledge of H[V/A1DS was rated as "poor, or not so good" by 57% of the

respondents,"fairly good" by 31% of the respondents, and "good or very good" by 9% of

the respondents (p. 409). The respondents rated themselves as more knowledgeable than
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counselors in general. Mejta, Denton, and Hiatt recommended federal and state AIDS

guidelines be established and implemented at the clinic level, and that counselor education

around HIV/AIDS needs to be developed.

Green's (1989) doctoral thesis examined attitudes of family therapists associated

with PWAs and homosexuals. Green randomly identified 1000 members of the American

Association for Marriage and Family Therapy to participate in the study, and 457 members

returned the questionnaires (46% response rate).

Forty percent of the participant reported their AIDS information as adequate, 35%

reported that their AIDS knowledge was somewhat comprehensive, and 12% reported their

AIDS knowledge as very comprehensive. However, the researcher did not identif if the

therapists' self-assessment of their AIDS knowledge had any relationship to their actual

AIDS knowledge. A significant correlation between knowledge of AIDS and attitudes

towards AIDS was established. A significant relationship was also found between

knowledge of AIDS and therapists attitudes towards PWA and homosexuals. Additionally,

therapists who had a greater amount of contact with homosexuals and PWA in therapeutic

and personal relationships expressed less phobic attitudes toward PWA. The researcher

concluded that though there is a significant relationship between knowledge of AIDS and

attitudes towards AIDS, PWA, and homosexuality, that knowledge alone does not predict

less fear or prejudice towards PWA and homosexuals. Hence, Green stated it can not be

concluded that the relationship is causal.

Pambookian (1992) developed a survey questionnaire to explore school

psychologists' knowledge of and attitudes towards AIDS. Pambookian identified 500

members of the National Association of School Psychologists through a random selection of

all members. Of the 500 members surveyed, 224 returned the survey (45% return rate). Of
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these 224 members, 195 were school psychologists, the group that was identified to be

studied.

The survey was designed to assess among other things, school psychologists

knowledge of transmission, incidence rates, terms and definitions associated with AI1)S,

and lack of fear of AIDS. The HIV/AIDS knowledge subtest collected data in true-false

items, and descriptive statistics were used to analyze the data. The comfort level and

feelings about AIDS subtests were measured by use of Likert scales. Pearson

Product-Moment Correlations were used to estimate the relationship between variables,

such as knowledge of AIDS and fear level towards AIDS.

Forty-three percent of the participants had accurate knowledge of the occurrence of

AIDS in USA and the world, 77% had accurate information on how HIV is transmitted, and

80% had accurate knowledge about terms and definitions associated with AIDS. The

results indicated that level of contact with a PWA had some effect on lack of fear towards

PWA and catching AIDS in the workplace. The participants believed that AIDS education

should be taught in schools.

Hays and Gelso (1993) in a mixed methods study assessed 34 male counselors'

reactions towards FIIV infected clients and gay men, in relation to homosexuality and death

anxiety. Forty potential participants were contacted through the mail and 85% of those

contacted (34 counselors) participated in the study. Descriptive data was collected in

relation to both the participants' levels of homophobia and death anxiety. Counselors then

viewed a videotape of either a gay or heterosexual client that were either HIV negative or

HJ'V positive and the participants were asked to respond to the taped client as if they were

counselors when the tape was stopped. Results imply that counselors' experienced greater

discomfort, fear, and anxiety in the presence of HIV infected clients than HIV negative
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clients. Additionally, client sexual orientation did not affect counselor discomfort, and

death anxiety was unrelated to discomfort with HJV-infected clients. Hays and Gelso

concluded that in general, counselors exhibit less homophobia than individuals in the

general population. They recommended since cases of HIV were increasing, that counselors

be trained to provide counseling services to H1V/AIDS clients.

Christenson's (1995) study was designed to explore the attitudes of mental health

counselors toward PWA. Christenson randomly identified 358 members of the American

Mental Health Counselors Association to participate in the study, and 225 members

completed and returned the survey (62.84% return rate). The survey included attitude,

knowledge, and comfort scales. Christenson did not report back on the counselors' general

levels of comfort, knowledge of, and attitudes toward PWA. Instead she compared

attitudes, knowledge, and comfort levels of male and female counselors, counselors with

and with out contact with PWA, counselors sexual orientation, counselors with and with out

contact with gays and lesbians, and education about HIV. Though the dissertation was not

informative in regard to counselors' general levels of knowledge, comfort, and attitudes, the

results indicated that gender did not impact on comfort, knowledge, and attitudes. As with

Pambookian's (1992) respondents, Christenson found that contact with a PWA impacted on

counselors' attitudes and comfort levels with PWA, the more contact, the more positive

attitude and greater comfort level. Likewise, contact with gays and lesbians, and sexual

orientation of the respondent, were also highly significant. Counselors having received

information on HIV, in one hour or more training sessions exhibited greater degree of

comfort and positive attitudes towards PWA. The researcher concluded that mental health

counselors needed to have more training around HIV/AIDS issues, and to become more

proactive toward the AIDS pandemic. Of interest Christenson compared counselors
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concluded though many of the counselors surveyed perceived themselves as competent to

counsel people with HIV/AIDS, they had little training around H[V/AIDS.

Ullery (1998) investigated the attitudes of American mental health counselors

towards PWH, and the relationship between attitudes, knowledge, and contact with PWA,

gender, HJV disease training, and moral reasoning. There were 128 participants in the

study. The participants worked in a variety of settings. Sixty-one percent of the participants

were female counselors. Results suggest that the counselors had some knowledge about the

HIV virus, had high levels of contact with PWA, and diverse levels of moral reasoning.

Generally the participants had positive attitudes toward PWA. Regression analysis

indicated that the relationships between counselors' attitudes, knowledge, contact with

PWAs, gender, HIV disease training, were insignificant. However, the relationship between

attitudes toward PWA and moral reasoning was significant at the .05 level.

Costin (2000) explored Ohio school counselors and school counselors in training

knowledge of and attitudes towards HIV!AIDS. The subjects of the study were 276 school

counselors and 210 school counselors in training. Both descriptive and inferential statistics

were used to analyze the data. Results indicate that both groups have similar knowledge

and attitudes concerning HIV/AIDS. The subjects answered correctly 66% of the general

knowledge questions, but only 40% were able to answer question around transmission

correctly. Likewise, both groups held uncertain to slightly positive attitudes toward

PWH/A. Costin suggested that HP//AIDS training be implemented into counselor and

school counselor training.
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Zimbabweans' Knowledge of and Attitudes Toward HI V/AIDS

Wilson and Wilson (1987) assessed the knowledge of AIDS among

teacher-trainees at two teachers training colleges in Zimbabwe prior to the public AIDS

education campaign. Students were asked to volunteer for the study, and every student

asked participated in the study. The subjects answered correctly the general knowledge

questions. Three-quarters of the respondents were generally knowledgeable about AIDS,

but only 58% of the participants knew that condoms help prevent the spread of AIDS, 51%

knew that there was no cure for AIDS. However, 56.38% thought that sharing eating

utensils, 65.31% thought AIDS could be transmitted sharing towels, and 67.4% thought that

AIDS could be transmitted from toilet seats.

Wilson, Greenspan, and Wilson conducted a survey in 1989 that examined high

school students' sexual behavior and knowledge about AIDS prior to Zimbabwe's national

AIDS awareness campaign. The participants consisted of 893 male and 633 female

Zimbabwean secondary school pupils from 12 schools representing rural mission, boarding,

and middle class urban schools. The researchers state that the participants belonged to

either the Shona or Ndebele ethnic groups (both indigenous ethnic groups in Zimbabwe).

Though most participants were aware that AIDS is both incurable and fatal, over 40% of the

participants did not know that most people that are HI'V+ are asymptomatic. Furthermore

40% believed that most people with AIDS in Africa were homosexual. In regard to

transmission of the HIV virus, 55% believed that mosquitoes are able to transmit lilY and

almost 40% believed that HIV can be contracted from toilet seats. Urban students appear to

be more knowledge about HIV/AIDS than those in rural schools and students in higher

grades were more knowledgeable than students in lower grades.



Adamchak, Mbizvo, and Tawanda (1990) studied the knowledge, attitudes, and

behavioral practices among 711 men in Zimbabwe in regard 11W/AIDS. A stratified cluster

sampling design was used to identif,' participants. The subjects, 20 years old plus,

responded to questions related to the knowledge of transmission of the HIV virus,

characteristics of the 11W infection, behavior practices, and sexual activity. Results

illustrate that although 89.7% of the respondents were aware of AIDS, about 29% indicated

that they were doing nothing to protect themselves against AIDS, 45% did not know that

people could die of AIDS, 22% were not aware that people with HIV can appear to be

healthy, and 23.5% provided inconect answers to modes of transmission of the 11W virus.

Nyachuru-Sihlangu and Ndlovu (1992) studied the knowledge, attitudes, and

behavioral practices of 478 secondary students around AIDS. The students attended four

high schools in Mashonaland and Matabeleland Provinces. Schools in both high and low

population density areas and both government and mission schools were represented in the

sample. Both the schools and the respondents (246 males and 210 females) were randomly

selected. The sample was stratified to represent sex and grade level. A self-administered

knowledge, attitudes, and behavioral practices questionnaire was used. Generally

participants were knowledgeable about AIDS. Depending on the question, 50 to 80% of the

students answered the questions correctly. Transmission knowledge was somewhat lacking,

33.5% of the participants answered the question "can you get AIDS through mosquito bites"

incorrectly, 45.43% of the participants answered the question "Can you get AIDS from

sharing a toothbrush" incorrectly (p. 227). Despite the relatively high levels of knowledge

around 11W, 30% of the students who dated favored only sexually active relationships.

Moyo et al. (1993) investigated the knowledge of, and attitudes towards HIV/AIDS

among 2,109 respondents in Harare. A little more than half of the participants were females



and the majority of the respondents were 16 to 40 years old. Various sampling teclmiques

were employed to collect the data. Employed participants were sampled at their place of

employment using the interval method. Unemployed participants were surveyed at a factory

gate, schools were randomly selected and students were identified using the interval

method. Thirty sampling clusters were used to identify housewives from the high density

population areas. Most of the participants (9 6%) were aware that HIV was sexually

transmitted. However, a quarter of the respondents thought HIV was a result of poor

hygienic practices, and 2.0% believed that HIV was a result of witchcraft. Many

participants had false beliefs about the transmission of the AIDS virus. For example 48%

thought it could be transmitted on toilet seats, 40% by sharing towels, 37% sharing

accommodation, 31% handshaking, and 11% thought HIV could be transmitted through

everyday social contact. Though the majority of the participants (83.3%) "were frightened

by the idea of catching AIDS" (p.46), 82% reported that they would want to know if they

were HJV positive. Nine percent of the respondents stated that they would committee

suicide if they were diagnosed with HIV. Over 500 of the participants indicated they would

not be supportive of a PWA, that they would evict HIV positive renters, and would try to

avoid schoolmates, co-workers, and neighbors that had AIDS.

Campbell and Mbizvo (1994) carried out a study on sexual behavior and knowledge

of HIV risk. The respondents, 511 male students, were between the ages of 11 and 19.

Students in both rural and urban secondary schools were surveyed using a self-administered

questionnaire. Thirty-seven percent of the participants reported being sexually active, with

63% having more than one partner. Of those, 61%, they reported having 1 to 15 partners.

Though older boys reported more sexual activity than younger boys, twenty-one percent of

the 12 years old in the study reported they had sexual intercourse. Of those students
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reporting sexual activity, 60% used condoms. The participants were generally very

knowledgeable about HIV/AIDS (93%). However, they were not very knowledgeable about

how HJV is transmitted. For example, 58% of the students thought you could get HJV from

casual contact with HIV positive students. Forty-five percent thought HIV could be

transmitted through eating utensils, 44% thought HIV could be transmitted through toilets

and 40% thought HIV could be transmitted through mosquito bites.

The study also revealed that those students who had the most access to HN/AIDS

information at school were most knowledge about how HIV is transmitted. Seventy-five

percent of the participants indicated that that they learned about 11W/AIDS through the

media, and 31% of the participants indicated that they received HIV/AIDS information from

their teachers. The researchers suggested that it would be important to increase HIV/AIDS

education efforts in Zimbabwe schools.

Kasule et al. (1997) administered an anonymous questionnaire to 1689 male and

female high school students to identify students' level of knowledge of HW!AThS and other

sexually transmitted diseases (STDs). Schools whose students would participate in the

study were randomly selected from both urban and rural settings. The participants were

between the ages of 11 and 19. Male students represented 48.4% (sic) of the participants

and 50.7% (sic) of the participants were females. Three hundred of the students reported

that they were sexually active.

Male participants had more accurate knowledge about STDs, but there was no

significant difference between males and females knowledge of STDs. Though the students

had a high level of awareness in regard to HIV/AIDS (92.8%) and overall 51.2% could

accurately identify symptoms of AIDS, the students were not knowledgeable about the

modes of transmission of HW. Many students believed that 11W could be acquired through
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hand shaking (94.0%), witchcraft (91.0%), and toilets (92.8%). Likewise, 86.8% of the

students were generally unaware of the risk of acquiring H1V from an HIV infected partner.

Though 80% of the students could identify STDs, only 16% were able to identify symptoms

of common and treatable STDs. The researchers thought this was troublesome because

STDs help to facilitate the transmission of the NW virus. The researchers suggested that it

was imperative to introduce a sexual health education into all levels of the curriculum in all

schools in Zimbabwe

Chikovore and Mbizvo (1999) conducted a cross sectional descriptive study to

survey 218 male and female farm workers in Zimbabwe. A convenience sample was

derived from three commercial farms near the city of Harare. The sample was taken with

the permission of the farm owners and managers. Researchers approached farm workers

and asked if they would participate in the study. For those that agreed to participate, a

schedule was set up and each participant was interviewed and surveyed in private.

Participants ranged in age of 15 -70 year old. The majority of the participants were married

(7 9%). The writers' believed that farm workers who were generally separated from their

spouses may be predisposed to risky sexual behavior. The intent of the researchers was to

describe farm workers sexual behavior, establish any gender differences in farm workers

sexual behavior, and to identify any implications of these behaviors for NW/AIDS

transmission.

Though knowledge of HW transmission was high among the farm workers (8 8%),

extramarital affairs were reported by 60% of male and 4% of female married respondents.

Married male participants who had extramarital affairs over the last 12 months reported

having 1 to 20 sexual partners outside of the marriage. Male farm workers exhibited more

risky sexual behavior than females. According to Chikovore & Mbizvo "a sizable number
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of men are also shown to initiate sexual activity with CSW (commercial sex workers) and

without protection" (p. 9).

RESEARCH QUESTIONS

Because of a dearth of counseling literature from/about Zimbabwe on HIV/AIDS or

otherwise, many possible questions could be raised regarding NW/AIDS counseling in

Zimbabwe. However I have selected a few questions to examine. These questions are:

1. What are Zimbabwean counselors' attitudes towards HW/A1DS and

people with H1V/AIDS?

2. What levels of general knowledge about NW/AIDS do Zimbabwean

counselors' possess?

3. What feelings do Zimbabwean counselors' experience when counseling

NW/AIDS clients?

4. Are there particular issues around HIV/AJDS counseling or counseling in

Zimbabwe that are considered important to Zimbabwean counselors?

CHAPTER TWO SUMMARY

HIV and Where Culture and Gender Intersect

The literature review suggests that women and men are both influenced by

culturally imposed norms regarding femininity, masculinity, and sexuality. Though some

cultural nonns and practices may provide some protection against acquiring HW infection,
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it appears others may help to fuel the epidemic.

Cultural attitudes and beliefs about the sexuality and inferiority of women make it

inappropriate, unacceptable, and in some cases even dangerous for women to be

knowledgeable about sex, enjoy sexual activities, to complain about their partner's

infidelity, or to suggest condom use or safer sex. Likewise, men themselves may be

vulnerable and are placed at risk by what it in part means to" be a man" in Zimbabwe. That

is having, multiple sex partners, physical and sexual control overwomen, and the

consumption of alcohol (Moses, 1989; Chinyadza et al. 1993). These behaviors put men at

risk for 11W infection. The difference being though a man can decided what sexual

behaviors he wants to participate in, generally a female can't because of the unequal power-

structure between men and women in Zimbabwe. This unequal power structure further

exacerbates Zimbabwean females' vulnerability to 11W infection because they have less

access to health care, employment, education, information, and financial resources.

Though some cultural practices may inhibit the spread of 11W, for example, prizing

virginity, male and female initiation ceremonies, and the use of aunts and uncles as youth

resources persons, some cultural traditions contribute to the spread of HW. For example,

polygamy, male promiscuity, wife inheritance, and ngozi. Odirile (2000), though she did

not mention ngozi, found in her review of the literature for her dissertation on Botswanan

students' knowledge and attitudes towards 11W/AIDS that these same cultural practices and

similar ones may be contributing to the spread of 11W in Botswana, a country that shares

Zimbabwe's western border.
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Knowledge and Attitudes

Thirty-five knowledge and attitudes studies were included in the literature review of

this study. Knowledge about HIV/AIDS among the participants of the study generally

ranged between fair to high levels of knowledge. Of the 28 studies that addressed the

participants general level knowledge of HJVIAH)S, 21 studies indicated that participants

had "fair" to "excellent" levels of knowledge, three studies indicated that the participants

had some general knowledge of HIV/AIDS, three studies indicated that the participants had

either "limited", "little", or "poor" levels of general knowledge about HIV!AIDS.

Though the studies reviewed suggest that participants were generally

knowledgeable about H1V/AIDS, and that the participants knew that HJV was transmitted

through body fluids, they were in general not well informed about how HIV is transmitted.

The studies pointed out that some of the participants thought HIV could be transmitted

through witchcraft, poor hygiene, towels, utensils and crockery, toilets, social contact,

handshaking, sharing accommodations, kissing, coughs and sneezes, mosquito bites,

masturbation, and mutual masturbation. In the studies, mosquito bites, social contact,

towels, and toilets were the modes of transmissions most often reported as being forms of

transmission when they are not. These results identify significant mistaken beliefs about

HIV/AIDS held by heath professionals. This is alarming because health professionals may

be providing their clients with inappropriate information about how HIV is transmitted.

Although the studies imply the participants have generally adequate knowledge of

HIV/AIDS, eleven of the studies suggested that inadequacy or perceived inadequacy of

service providers in providing care to HIV/AIDS patients may need to be investigated.

Three studies indicated the participants had a lack of counseling knowledge, two studies
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indicate that health care givers were unable to speak with their clients/patients about sexual

related matter, two studies revealed that health care givers had a difficult time telling their

patients they were HIV positive. Two articles disclosed that some heath care workers may

be practicing inappropriate skills with HJV/AIDS patients. Studies suggest that health care

professionals in Singapore and pediatricians in South Africa are not adequately prepared to

treat 11W/AIDS patients. One study of American counselors indicated that though the

counselors generally had little or no training in HW/AIDS counseling, they believed

themselves to be competent in working with HIVIAIIJ)S clients.

In the case of HW/AIDS knowledge and attitudes, there maybe some relationship

between knowledge and attitudes as some studies have demonstrated that (Butts & Hertman

2002; Thompson, Geher, Stevens, Stem, & Lintz, 2002; Wright,1998) but the review of the

literature for this study provides a different picture. That is, knowledge of 11W/AIDS does

not necessary predict positive attitudes or behaviors towards people with AIDS. Of the 14

studies that addressed the relationship between knowledge and attitudes, three studies

indicated there was in general a positive statistical relationship between knowledge and

attitudes. However, these three studies also identified that knowledge did not predict

positive attitudes towards people believed to be at risk for HW, in this case gays, lesbians,

and Black Africans. Therefore, prejudice may play a role in peoples' attitudes toward

PWA. Two studies show that participants that had some knowledge of HW/AIDS also had

positive attitudes toward PWA, and two studies showed that lack of knowledge was related

to negative attitudes towards PWA. Seven studies illustrate that knowledge of HW/AJDS

was not indicative of positive attitudes towards PWA. One study that addressed attitudes

only indicated that the health care professionals in the study expressed negative and

discriminatory attitudes towards PWA. One study implied that the level of moral reasoning
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may impact on attitudes towards PWA, and two studies indicated that affect may impact on

attitudes. Of interest is that three studies indicated that the more contact the participants had

with PWA, the more positive attitudes they had towards PWA. One study showed that those

counselors that were more willing to serve PWA had more positive attitudes toward PWA.

Six of the studies related that health professionals feared HIV/AJDS patients. This may

explain in part why many health professionals in these studies had negative attitudes

towards PWA. One study indicated that the participants were generally fearful of getting

AIDS. Dow and Knox (1991) inform that even health care professionals with extensive

education and training express negative attitudes towards PWA. This may be a result of fear

of HIV/AIDS or PWHIA.

Thirteen studies included in the literature review all indicated that fear of

HIV/AIDS or PWH/A was a common occurrence among nurses, doctors, dentists, mental

health practitioners, social workers, and Zimbabweans at large. Even the social workers in

Zimbabwe who generally had positive attitudes towards PWH/A expressed fears about HIV

and PWB!A. The studies indicate that individuals feared acquiring HIV from their

clients/patients, they feared HIV and/or AIDS itself, or they feared finding out they could be

HW positive.

Another interesting outcome of the literature is that eight of the studies indicated

that although participants were generally knowledge about HIV, they still engaged in sexual

behaviors that put them at risk or high risk for H[V infection. This is not surprising as in

regard to HIV/AIDS many studies, for example, Butts and Hertman (2002); Braithwaite

(2001); and Cok, Gray, and Erserver (2001) indicate no relationship between levels of

knowledge of NW/AIDS and risky sexual behavior. Of the eight studies that made

reference to sexual behaviors, three were studies of either high school or university level



57

students, one was a study of men, three were studies of professional counselors or health

care givers, and one was a study of farm workers. No other studies reviewed addressed the

issue of sexual behaviors.

In looking specifically at the nine studies of Zimbabwean knowledge and attitudes

towards HIV/AIDS, they more or less mirror the summary above. All but one of the studies

indicated that the participants were somewhat to highly knowledgeable about general

HIVIAIDS information, but that in every one of those studies, the participants had

misconceptions about how HIV is transmitted. One study with farm workers did not

address the general level of knowledge of the farm workers except in relation to

transmission. In this case the farm workers were very knowledgeable about transmission.

This could be for several reasons. First, it is the most recent Zimbabwean study (1999) of

the studies that were reviewed. As time goes by individuals may acquire more knowledge

about HIV/AIDS. Second, the farm workers in the study are mainly adults so they have

more access to information about HIV than students/youths do (five of the studies had

student participants). Third, the Zimbabwe Commercial Farmers Union had an 11W/AIDS

education program that was carried out on some farms in Zimbabwe and maybe the

participants in the study had been included in those education programs. However, despite

the high level of transmission knowledge, 60% of the male and 4% of the female farm

workers participating in the study indicated they had extramarital affairs and in some cases

with up to 20 different sexual partners.

After analyzing the studies, it comes as no surprise that fourteen of the studies

recommended additional education or continuing education was needed for counselors,

health professionals in general, and students. Though education or knowledge may not

change everyone's attitudes and behaviors, education will keep some people from getting
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practice of some counselors and health workers in general. These individuals who have

gotten over their fears and negative attitudes would be role models to other counselors and

health professionals. Role modeling may be the best way of addressing the fears,

inadequacies, anxiety, attitudes, and malpractice that counselors and health workers may

have around HIV/AIDS and PWA/H.

This concludes Chapter Two. The next chapter, Chapter Three, I will address my

research disclosure and the methodology of the study.

ENDNOTES

Each study reviewed in the Knowledge of and Attitudes Toward HI V/A IDS section has
been paraphrased from the original published work. However, in order to keep from
repeatedly citing the author(s) and interrupting the flow of reading and writing, I usually cite
the authors at the beginning of the review of their article.
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METHODS

RESEARCH DISCLOUSER
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Personal Biography

According to Marshall and Rossman (1995) it is important for the qualitative

researcher to disclose their own personal biography because the researcher's personal life

events/culture may impact on how the research is interpreted. It may also help to validate

the data. Cresswell (1997) states that the researcher needs to provide an account of his/her

own experience with the phenomenon. The question is then, what are my personal

experiences/culture that may be impacting on the outcome of this study?

Since this is my personal biography, I will write this section in first person. I was

born in the United States of America (USA) to a Rhodesian-American father and an

Acadian-Mi'Kmaq mother. The Rhodesians were the European settlers that colonized what

is now called Zimbabwe. The Mi'kmaq are a sub-tribe of the Algonquian Indians and are

found in mainly maritime Canada and the Northeastern United States. The Acadians were

the original French settlers of Canada.

Initially a French colony was formed in Acadia in 1604 but it was the period

between 1630 - 1640 that the Acadians arrived in earnest (National Library of Canada,

2003). All Acadians are descended from about 100 original families. The Acadians had a

solid sense of community and gradually developed their own culture that was intertwined
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people of the region for period of about 100 years, particularly with the Mi'Krnaq Indians

(Slutzman, 1999). What was more unusual about the arrangement is that Acadian females,

including the daughter of Lord Phillip Muis d'Entermont, married Mi'Kmaq males.

Though I was more or less brought up as a White female, I think I was socialized

and politicized in a different context than most White females. On the surface I look like a

White female, so much so that only a few people have ever questioned me about my

racial/ethnic heritage. For all intent purposes, I am a White female. I have experienced

White privilege, but also lack of it. I also have been subjected to White hatred, rage, and

violence. A great deal of my life was spent in the aforementioned Shona culture in

Zimbabwe and its former namesake, Rhodesia. Part of my life was spent in my mother's

village on Isle Madame and also in the United States mainly in the Acadian community.

Isle Madame is a small island off the coast of a larger island, Cape Breton, Nova

Scotia, Canada. This island community is one of the pockets of Acadians found throughout

the world. I was brought up on the history of the strength, determination, courage, and

vitality of the Acadian people. This is typical among Acadians. There was a side part

though to my ethnicity that was always kept separate and very insignificant, the fact that I

am also part Mi'Kmaq Indian. I always heard the stories from my mom and maternal

relatives that we were part Mi'Kmaq, but they were no more than stories to me, they were

nothing more than a side-note as to who I was, if even that. This is in contrast to how my

Acadian heritage was treated, splashed across the skies in all of its glory. As an Acadian I

was brought up distrusting the British who subdued the Acadians and the Mi'Kmaq (the

British continue to refuse to make an apology to the Acadians), Canadians of British and

French descent because they still keep trying to infringe upon the culture of the Acadians,
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the French who would not support the Acadians, and the Americans because they helped the

British attempt to subdue the Acadians and Mi'Kmaq. I am startled to see how pain and

anger can last so long in a community.1 On another continent I learned to distrust the

Rhodesians because of their cruelty to people who were/are not "White," even those People

of Color who were/are the offspring of the European settlers. Though I hope I have a more

refined perspective now, I know these early teachings still impact on my world view.

Another important way that I think my perceptions have been developed is that I

went to school on three continents (North America, Africa, and Europe) and in four

countries (Zimbabwe, Netherlands, USA, and Canada). In high school I was in the science

track, but I also had a love of the arts. Perhaps because my mother was a ballerina and my

father a specialist in recording and promoting musicians.

As a youth I was surrounded by a variety of artists and radicals. I grew up

fascinated with their thoughts and their works of art. Though I had seven siblings (or

maybe because I did), I chose to spend a lot of time alone usually writing stories, poems,

songs, or music; or just laying deep in thought on the cliffs over the ocean in my mother's

village or other places sacred to me. It comes as no surprise that after high school, I

obtained an Associate of Arts degree, and then went on the get a Bachelor of Science

Degree in Wildlife Science. Although I was tuned into the idea of making the planet a

healthier place, having a lot of creative energy, I found my classes boring and uninspiring as

I memorized the scientific names of most of the mammals living in Oregon, statistical

equations, and chemical properties. I also did not like having to capture, kill, and stuff

mammals. It went against my nature because I think the lives of all things should be

respected. I also did not like some of the fisheries lectures we had. My mom's people are

fishermen, they throw their lines, three or four wrapped around the fingers on both hands, or
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less substance fishermen. They respected the fish too. I discovered this when Iwas taken

out to fish. I had many significant memories of going out with my uncles and grandfather

on their boats. Yet, I had to listen to my some of my professor talk about the evil fishermen

depleting the ocean of its fish. At the time I was too in awe of my professors to say

anything to them about how I thought or felt about their ideas. I have changed since then.

Reflecting back on this, this is when I stared to shift in my view and respect of science,

knowledge construction, and knowledge givers.

After graduation, being the only person in Zimbabwe at the time with a degree in

Wildlife Science, I was offered the post of Head Ecologist in Zimbabwe's largest game

reserve (Hwange National Park in Matebeleland North). Zimbabwe though was in the

midst of civil unrest in Matebeland (a western area in Zimbabwe boarded by Zambia,

Botswana, and South Africa that is the "homeland" of the Ndebele people, an indigenous

ethnic group) and both the army and those rebelling against the government used the game

reserves for food and hiding and had tortured people living in them. Instead I wound up

teaching science and math in a rural school in Inyanga in the Eastern Highlands of

Zimbabwe. I also taught in high density and city schools. I started my official career as a

counselor in 1984 when I was assigned to afternoon guidance and counseling duties at Allan

Wilson School in Harare, Zimbabwe.

After teaching for eight years, and discovering that students felt very comfortable

discussing their personal lives with me, I studied for a degree in counseling. After

graduating with a master's degree in counseling in the United States, I was made Head of

the Guidance and Counseling Department at Prince Edward School in Harare, but that at the

time meant teaching science and math and organizing careers lectures in the afternoons.
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Eventually with the support of the Headmaster, I developed a fall guidance and counseling

program. The Headmaster then took away most of my science and math classes and told me

to get my program up and running.

It was bit frustrating to do this because the Ministry of Education was not willing to

provide me with any resources. They did not recognize my department so I could not get

the extra pay that other department heads received. I was also at a loss for supervision and I

felt that I really needed it being a new counselor. The Ministry of Education eventually

added HIV1AIDS education to the curriculum and that was put in my hands as head of the

department. The program I developed was used as model for other schools to follow.

I started teaching Theories and Techniques of Counseling at the University of

Zimbabwe as a part-time Lecturer, and was eventually appointed full-time in 1994. I taught

two classes a year on the main campus, and I was the Guidance and Counselmg Specialist at

the UZ Centre for Distance Education (CDE). At CDE I set up guidance and counseling

program at each of the ten regional centers, and supervised the faculty I had trained in basic

counseling skills. I had no support, or even a budget, but mainly through bartering Iwas

able to acquire resources for the program. This program was likewise used as a model, but

in this case for university based distance education programs in Southern Africa.

Neither at the high school or university did I feel that I had the support of most of

the faculty/staff. At staff meetings I always had to justif' the worth of a guidance and

counseling program in the school setting. Myjob required me to travel frequently in order

to provide service to over 5,000 students. When out in the regional centers I would be

counseling almost 16 hours a day with no real break. I would then go back to my hotel

room and feel emotionally drained.

In 1996 I returned to USA to study for a doctorate in counselor education. I had in
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heritage. I started to include the Mi'Kmaq part of me as being part of who I am. Although

I do not feel very connected to my Mi'Kmaq heritage, I know this heritage has impacted on

my cultural, social, and political perceptions, particularly since my family, and many other

Acadian-Mi'Krnaq families had been isolated together for over 240 years on Isle Madame.

At one point in my doctoral studies I was grappling with who I was. I was seriously starting

to think about this, but it was interfering with my progress in that it took time and focus

away from my studies. I decided I did not have the luxury to think about that then, and still

have not found the time to examine this too closely. What I can say though about this now

is that until recently I never quite understood my mother and who she was until I stared

examining my family history. She makes sense to me now though when I view her for what

she is, not part of what she is, and not what she isn't.

To sum up, though most people perceive me as a White female, and I have until

relatively recently also perceived myself as a 'White female, I have been impacted by not

only Acadian, but also Métis, Mi'Kmaq, and Shona cultures and perspectives. Likewise, as

an Acadian, a group of people who suffered through and are still impacted by Le Grand

Derangement (the violent capture, imprisonment, and dispersion of the Acadian and

Acadian-Mi'Kmaq peoples by the British2), I have a particular world-view that influences

my perception of people and events. In other words, my experiences and my group history

influence my world-view, aspects of who I am, and even how I may respond to particular

people. I could see where I may be less responsive to and trusting of the participants in my

study who may be of European descent. I may be more inclined to doubt their experiences

and perhaps to negate their information particularly if I perceived it as being biased. I may

also perceive the experiences, thoughts, and feelings of participants that are People of Color
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as being more legitimate than the White participants in the study. Though I hope I would

not be so biased, I know there is this potential for me to be biased and as such perhaps lose

some significant information. Likewise, as a feminist, I may view the thoughts and

experiences of the female participants as more valid or important than the thoughts and

perspectives of the male participants, particularly around issues of the spread of HIV

because I tend to view females in Zimbabwe more as victims than as perpetrators in regard

to the spread of H1[V.

What I Think about the Origin of HIV/AIDS

My perceptions about HW and AIDS have undergone change over time.

As mentioned previously, I was put in charge of developing Prince Edward School's

HIV/AIDS education program. I was sent on a HIV/AIDS teacher's training course.

Because of this responsibility I started reading about HIV/AIDS and forming impressions.

At the time I believed that HIV/AIDS was a naturally occurring disease whose origin was in

Central Africa. Now that I think about it, the literature I was reading was all written by

White American and European men. I was very concerned about the disease and believed

that it may have been spread country-wide in Zimbabwe through immediate post-colonial

inoculation campaigns.3 There was at the time a shortage of needles, so needles were reused

over and over. After being exposed through the literature to other theories about the origin

of H1V and also influenced by the growing idea in Zimbabwe that HJV had been created to

harm People of Color, I started to shift in how I viewed the disease. I was no longer an

advocate of the theory that HIV originated in Africa although I did not discount it.

In the same breath I started to wonder if it had been unintentionally created and somehow
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created as a weapon. I just did not think that anyone could do such a thing. What

influenced me a great deal about the origin of WV was when the South African Truth and

Reconciliation Commission4 hearings took place and some of apartheid's top scientists

confessed to among other horrors, tiying to make diseases that would only infect People of

Color, and that they were working on vaccines to sterilize Females of Color. It was then

that I realized it could be possible that HIV had been created, and created for genocidal

purposes. This realization led me to start an additional inquiry on how scientists used

science in an effort to harm groups of people they perceived as being without worth, and

what I found outraged me. At this point much of the research around HIV and AIDS that I

have read seems to be in opposition. I do not discount any of the research I have read and I

wonder if and how it may all fit together. Having counseled many people with HI V/AIDS

in Zimbabwe and as a volunteer HIV/A]DS telephone counselor in Corvallis, Oregon, and

knowing so many people who have died of AIDS, also impacts on my view of HIV/AIDS.

My View of Science

In part by what I mention above, I reject traditional research paradigms, including

their system of knowledge validation, and I question the origin of AIDS. Positivist science

has been used to exploit, hurt, and even kill others. Though the methods of science have

not done that, people in the academy, some of them venerated scientists, have (Chase,

1977). Positivistic science is grounded in the idea of supremacy. That is, there is only one

way of making legitimate knowledge claims, I reject that idea. Positivist science eliminates

narrative and history from its paradigm, yet story telling and history are part of my personal
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ways of knowing. I know too that I have to write this for the academy, and that I am also

part of the academy. I am cognizant of that and my own state of paradox. Like Collins

(1990)1 find myself struggling with self-definition in the world of the academy.

Summary of Who I am

This brings me back to who I am. I am a person full of contradiction, paradox,

duplicity, and opposing perceptions. I live my life in the midst of personal incongruence. I

fall through the cracks of races, cultures, and ways of knowing. That is, I am part of several

cultural, racial, and knowledge worlds, but I do not belong to any of them and I lack

credibility in all of them. Collins (1998) refers to this type of person as an "outsider

within," that is the "location of people who no longer belong to any one group" (p.5).

Researcher's Epistemology

Though I was originally trained in the positivist strictures of knowledge

construction and feel that positivism it is a legitimate way of making knowledge claims and

a method I can use myself, I do believe that each person creates their own truths and

realities and I do not support the hegemonic ideas that are associated with positivism. I

think that we live in a multiverse of truths and realities. In other words there is not this one

truth or one reality about something a researcher can capture. Therefore, my initial thoughts

about how to approach the study were interpretist in nature. I believed the best approach for

my personal philosophy and for the type of study I was envisioning would be a qualitative

one.



As is typical in qualitative studies, the actual design of the research is shaped

throughout the study (McMillian and Schumacher, 1989). In this case what finally emerged

was a mixed method Model ifi (Greene and Caraceli, 1997) with a sequential exploratory

design (Cresswell, 2003), amid phenomenological underpinnings. The focus of the study

diversified as the research and data analysis progressed. Initially the focus was on

Zimbabwean counselors' knowledge of and attitudes towards H1V/AIDS. What emerged

was not only a picture of counselors' knowledge and attitudes, but also a representation of

the participants experience around H1V!AIDS counseling in Zimbabwe. Hence, the study

took on a phenomenological expression.

In the mixed methods Model ifi the qualitative portion of the study is the focal

point and the quantitative data may be treated as descriptive as opposed to inferential

(Smith, 1997). This model is able to accommodate a sequential exploratory design. In this

design, the quantitative data collection and analysis occurs before the collection and analysis

of the qualitative (Creswell, 2003). When this design is used the primary focus is on

exploring phenomenon. Hence, the phenomenological underpinnings of this study.

Phenomenology is the study of how an individual(s) interpret a particular

experience. Phenomenological research is the descriptive analysis of subjective processes.

Husserl (1931) believed that the foundation of knowledge was self-experience. Both the

researcher and the participants of the study would be "intimately connected with the

phenomena being studied..." (Gall, Borg, and Gall, 1996, p. 600). In this study the

phenomenon that was explored was the participants' experience around HIV/AIDS

counseling in Zimbabwe.

According to Denzin and Lincoln (1998) postmodem research has no definite

methodology, and traditional and non-traditional researchers argue over not only the



methodology and definitions, but also the criteria in which qualitative studies are judged.

Lather (1991) believes there is a lack of guidelines to validate social knowledge

construction, but mentions that the trustworthiness of a study may be established by the use

of multiple data sources and multiple methods.

I agree with Lather (1991) and Denzin and Lincoln (1998) that there are little

guidelines to follow in evaluating qualitative constructions of social knowledge. I also

believe that simply because something exists it has an inherent value and its' own truths and

realities. This implies that every study has some type of usefulness or value, even if it does

not meet the rigor of validity or trustworthiness.

Additionally, I am not sure any study could be completely trustworthy, no matter

how much effort went into establishing trustworthiness. Researchers and the participants

have multiple intentions and desires they hope to be fulfilled by carrying out or being part of

a study (Scheurich, 1997).

Despite misgivings I have about how the academy has constructed this concept of

trustworthiness, I will use criteria identified by Monette, Sullivian, and Dejong (2000) and

Creswell (1997). Monette, Sullivian, and Dejong (2000) indicate that a critical examination

of the researcher's experience as the research progressed should be presented. Creswell

(1997) identified eight possible procedures that can be used to indicate the trustworthiness

of the study and stated that it would be important for the researcher to use two of the criteria

in establishing validity. Though Creswell mention the use of only two procedures for

establishing trustworthiness, I will employ seven of Creswell' s procedures for establishing

trustworthiness. These procedures are: triangulation, external audits, thick descriptions,

member checks, examining researcher's biases, shifting conditions, and negative case

analysis.
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DESIGN OF THE STUDY

Participants

The participants of the study were eight Zimbabwean counselors between 30 and 59

years old. Of the eight participants, four were male and four were female. Each participant

received a USA $50.00 stipend because in Zimbabwe it is generally expected that research

participants will receive a monetaiy token.

Since the questionnaire and interview were conducted from a distance and there

was no counseling organization such as the American Counseling Association I could

contact in search of participants for the study, it was most practical to use a combination of

availability and snowball sampling to identify the participants. According to McMillian and

Schumacher (1989) availability sampling is the most frequently used sampling technique in

education research. Snowball sampling is useful because not only can it identify subjects in

a relatively quick period of time, it can provide information about a particular group of

people or an organization (Monette, Sullivan, & DeJong, 2002). In this case the effect of

snowballing was to link six people to a particular non-governmental organization (NGO)

that does counselor training in Zimbabwe. Five of the participants trained at this NGO, the

6th person was the head of a government HIVIAIDS counseling program who had

counselors trained at this NGO. The snowballing effect also linked 3 colleagues of an

HI V/AIDS NGO in Manicaland (The eastern side of Zimbabwe that boarders Mozambique)

together. Additionally, two sets of two participants were employed in the same

organization.

Originally three people that this researcher had collegial relationship with in
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Zimbabwe were contacted. One of these individuals did not participate in the study, but

told other counselors about the study. Another counselor who was originally contacted

participated in the study and recommended a colleague from her organization. The other

original contact participated in the study but did not suggest additional participants for the

study. When these contacts did not identify any counselors who lived and worked

specifically in rural areas, a search was conducted through the Internet in an attempt to

locate a project that served clients in the rural areas. A rural mission hospital with a home-

care program was identified this way. The home-care program served people with a variety

of medical issues including HIV/AIDS. The project's Chief Medical Officer identified two

counselors who were part of the hospital's home care program and were willing to

participate in the study.

Participants had to meet various guidelines in order to be included in the study. All

participants had to be born in and had to have lived their entire lives in Zimbabwe. Also

they had to be currently in Zimbabwe, had to be practicing counselors, and had to have

obtained their counseling qualification in Zimbabwe. Though it would be impossible for

any counselor in Zimbabwe not to have had their views of HIV/AIDS influenced by sources

of information originating outside of Zimbabwe, the HIV/A1DS knowledge and attitudes of

the participants had to be derived mainly from information obtained about HIV/AIDS

within Zimbabwe. Participants had to be equally divided between male and females.

Participants had to represent the four main racial groups in Zimbabwe (Black, 'White,

Coloured [interracial], Asian-Indian). The participants consisted of two White females, two

Black females, two Black males, one Coloured male, and one Asian-Indian male.

Additionally, counselors equally represented city, town, township (high density area), and

rural locations. Participants came from Harare (2), Mutare (2), Inyanga (2), or the
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Chiweshe communal area in Mashonaland Central Province (2). Mashonaland Central is in

the northeastern section of Zimbabwe boarded by Zambia and Mozambique.

The participants were also selected based on whether their jobwas to only counsel

people with HIV/AIDS issues or not. Four participants had jobs that were only to provide

counseling services to people who had issues with HIV/AIDS. One of these HIV

counselors also supervised and coordinated H1V/AIDS counselors and services and hada

general counseling practice. The other half of the participants had jobs in which counseling

only clients with HIV/AIDS was not specific to their jobs, though all of these participants

had counseling contact with people that had HIV/AIDS as a personal issue. All of the

participants worked in public settings; additionally one had a private counseling practice.

One participant worked in a government setting, and the rest worked in non-governmental

non-profit organizations.

Counselors in Zimbabwe may have from several hours to multiple years of

counselor training. Until 2001 no university in Zimbabwe had a degree course in

counseling, so counselors in Zimbabwe usually have a certificate in counseling with an

emphasis in a particular specialty area as opposed to a general background in counseling

theoiy and practice. The participants of this study had the following qualifications in

counseling: one participant had a two year training course at a theological college that

included coursework in counseling, one participant had a certificate in family therapy, one

participant had a certificate in child counseling and development, one participant had a

diploma in addictive behaviors, one participant had a certificate in counseling from an

international NGO, and three participants had certificates in systemic counseling.

Additionally six of the participants had between 10 - 180 hours of HIV/AIDS counselor

training, and two participants reported they attended full time either eight or 12 week
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training courses on HIV/AIDS counseling.

Sources of Data

The study used both a five part mailed (electronic mail) questionnaire and telephone

interviews to gain an understanding of Zimbabwean counselors' attitudes and knowledge

around HIV/AIDS. Additionally, data were obtained through follow up questions to the

telephone interviews and from member checks.

The Questionnaire

The questionnaire (Appendix A) was developed for several reasons: 1) to collect

demographic data, 2) as a form of observation of counselors' knowledge, attitudes, and

feelings, 3) and as a guide to help construct the interview questions and 4) to provide a

source of triangulation. Parts one and two of the questionnaire collected demographic data,

part three collected information on counselors' general knowledge and attitudes towards

HIV/A1DS and PWH/A, part four examined the participants knowledge of transmission if

the HIV virus, and part five of the questionnaire explored participants feelings around

HIV/AJDS counseling.

In developing the questionnaire, a review of 72 studies of knowledge and attitudes

around HIV/AIDS was carried out. None of the studies examined the knowledge and

attitudes of Zimbabwean counselors around HI V/AIDS. I found one study that looked at

the knowledge, attitudes, and behaviors of social workers in Zimbabwe around HI V/AIDS

(Pitts, Jackson, & Wilson, 1990). The instrument they used was adapted from Samuels &

Boyle (1989) Knowledge, Attitude, Behavior, and Practice (KABP) survey; however, I was
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not able to obtain a copy of their survey instrument. World wide, 13 studies examined the

krow1edge and attitudes of counselors toward HIV/AIDS. Ten of the studies were from the

United States (four were PhD dissertations, and another three of the ten studies were

publications based on the four dissertations), one study was from Zambia, and two studies

were from Israel. In the Israeli studies, the knowledge and attitudes of people in the helping

professions was examined. Counselors were included in a group with special education

teachers, so it was not possible to extrapolate any information specifically about counselors.

Like Sachdev (1998) I used these knowledge and attitude surveys to inform my

development of an instrument that would be appropriate for the research context. Thrity-

four studies (Appendix B) were selected for closer examination based on one or more of the

following criteria: the sample of the study, where the study took place, cultural sensitivity,

who the researchers were, and research methods. The studies were examined for similarities

in survey questions, attention to cultural aspects in survey questions, and for an African

perspective. A questionnaire was then developed to examine the knowledge of and attitudes

of Zimbabwean counselors towards HIV/AIDS based on the following frames/areas:

F 1 General knowledge about HI V/AIDS.

F2 Specific knowledge about how the HIV virus is transmitted.

F3 Attitudes towards HIV/AIDS and people with HIV/AIDS.

F4 Beliefs/about HIV/AIDS.

F5 Feelings counselors' have while attending to HIV/AIDS clients.

The section on how the HIV virus is transmitted was specifically included because

many studies, for example, Kasule et al. (1997); Burnett, Baggaley, Ndovi-MacMillan,

Sulwe, Hang'omba, and Bennett (1999); and Costin (2000) indicated that transmission is an

area that many different groups of participants world wide had only basic information about.
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Also included in the questionnaire was a section on feelings that counselors experience

when counseling HIV!AIDS clients. Since many of the attitude and knowledge studies

around HIV/AIDS that were reviewed revealed that there was little or no relationship

between knowledge of HIV/AJDS and attitudes toward PWH/A (Moyo et al., 1993; Kohi

and Horrocks, 1994; Adelekan et aL, 1995; McCulloch, Tsering, Kissinger and Hoadley,

1998; and Lavies and Hussey, 2000), perhaps attitudes towards PWH/A may be a result of a

combination of feelings and knowledge.

General demographic information was also collected such as age, ethnicity, gender,

education, and contact information. Additionally, information on where the participants

were born, what countries they resided in, their citizenship, and where they received their

counselor training, was collected. This was to insure that the participants were all

Zimbabweans, had lived in Zimbabwe their entire lives, and had their counselor training in

Zimbabwe.

The questionnaire was developed based on the literature as guided by the frames

above. The questions were reviewed by the committee Chairperson and a committee

member. After revising some questions, the questionnaire was then sent for review by

individuals who were brought up in Zimbabwean indigenous cultures, who are experts in

some aspect of education in Zimbabwe, and who also have a counseling qualification. After

questions were revised based on their reviews, the study was reviewed and approved by

Oregon State University's Human Subjects Committee. Since all participants had access to

the e-mail, the questionnaire and informed consent letter (Appendix C) was sent to the

participants through the e-mail. Each participant filled out the questionnaire and sent it

back through the e-mail.
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The Telephone Interview

The telephone interview questions (Appendix D) were developed based on

information identified from, or lacking in, the literature, and on the results of the mailed

questionnaires. Many possible questions could have been asked, so in order to limit the

questions and focus them on the study, the following frames were identified as areas to

develop interview questions around:

Fl Knowledge about HIV/AIDS.

F2 Attitudes towards HIV/AIDS and people with HIV/AIDS.

F3 Beliefs about HIV/AIDS.

F4 Cultural/traditional beliefs/behaviors/practices that might impact on the HIV/A1DS

counselor.

F5 Effectiveness of HIV-AIDS counseling in Zimbabwe.

F6 Barriers to HIV-AIDS counseling in Zimbabwe.

F7 Techniques/practice of H1V/AIDS counseling.

As with the questionnaire, the interview questions were reviewed by two of the committee

members. After this review, the interview questions were sent to the same specialists, who

as before, provided guidance. Some questions were then redeveloped, and again presented

to the above committee members for their approval. The frames were reviewed and

accepted by the Human Subjects Committee.

The interviews were carried out over a period of two months. The interviews took

place at a time convenient for the participants and were tape recorded. I called the

participants and the interviews were approximately 45 to 90 minutes long. Sometimes the

order of the set questions differed or questions were not asked because they were answered
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within the context of another question. After each interview notes were taken.

Though open ended interview questions were set, in the course of the interviews

some new questions emerge. These new questions were subsequently asked of participants

that had been previously interviewed. The participants were also contacted one time each in

order to get clarification on some of their answers to the telephone interview. Twice the

participants were contacted for member checks (Gall, Borg & Gall, 1996).

Data Analysis Procedures

Data from the survey was tallied and organized in table form. Analysis was based

on descriptive information. That is, the number of participants that answered the questions

in a certain way. In part three of the survey, participants answered questions that revealed

their attitudes, knowledge, and believes about HIV/AIDS and people with HIV/AIDS. The

data were tallied in terms of how many participants answered: yes, maybe, no, or I don't

know (Appendix E). In part four, participants were asked to evaluate the level of risk of

particular behaviors in regard to the transmission of HIV. The data were tallied in terms of

high risk, medium risk, and low or no risk (Appendix F). Part five asked the participants

about the feelings they experienced while counseling clients that have HI V/AIDS. Data was

tallied as either yes, sometimes, no, or I don't know (Appendix G).

A qualitative approach to data analysis was taken with the notes, interview data, and

post interview questions. As suggested by Kruger (1979) each tape was listened to at least

twice in order to gather a greater understanding of the data. Notes were again taken on

points of interest. The tapes were then transcribed and coded.

Coding is a form of data analysis that identifies and sorts data into categories,



themes, and ideas (Denzin & Lincoln, 1998; and Monette, Sullivan, & DeJong, 2002). The

process of coding pulls common themes together, allowing connections and patterns to

emerge from the data. The coding process for this study was very complex. Initially

preassigned categories (Bogdan and Biklen, 1992) were set up based on the general overall

intent of the study, for example, what do the participants/counselors of the study understand

about HIV/AIDS and what are their attitudes towards HIV/AIDS (see Appendix H for as list

of the preassigned categories). I was interested in having a general idea of whether or not,

and if so, at what depth the study was able to capture information about the research

questions. This provided me with insight into the data as themes emerged in the context of

broad categories. After getting a broad feel for the data, open coding (Strauss and Corbin,

1990) of all the data occurred, that is "The process of breaking down, examining, and

comparing, conceptualizing, and categorizing data occurred" (p. 61). In this case the data

was examined line by line, in combination sentences, in paragraph form, and by comparing

entire interviews. The open coding scheme is in Appendix I. Furthermore, axial coding

(Strauss and Corbin, 1990) was carried out. That is, data that seemed related to each other

was looked at in context of one another. For example, in this study, poverty, economics,

government, and politics were examined as individual categories and also as one unit. A list

of these related categories and their components are in Appendix J. These independent and

collective categories were reviewed on several occasions in an attempt to comprehend any

meanings that may be become apparent to the researcher. Categories with limited data

were eliminated and the data contained in them was included into other preexisting coding

categories when possible.
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CHAPTER THREE SUMMARY

Chapter Three provides the researcher's personal biography and research

philosophy. Research design, methods, and analysis are also addressed in the chapter and a

description of the participants and how they were selected is included. The next chapter

will focus on the results of the study.

END NOTES

h-i reflection, maybe it never really goes away until the injustice is addressed? Maybe the
feelings can go away, but not the results of that injustice? The results bring more feeling,
which in turn keeps the cycle alive.

2Le Grand Derangement (the violent and tragic dispersion of the Acadian people) took
place from approximately 1755-1762. The peak years of the "Derangement" occurred from
1755 1758. That is when the majority of the Acadians were captured and exiled. Though
not as well known as the story of the capture and enslavement of the African people, the
Acadians, like the African people, were violently separated from their family members and
loaded into the holds of ships "that were divided into three levels of just at or slightly over 4
feet high without windows for light or ventilation. The holds were locked creating a prison
with no windows for light or ventilation, no sanitary conditions and no heat, except that of
the huddled bodies" (Rushton, 1980). The Acadians were then scattered to various parts of
the world. Though once they debarked from their prison ships, the Acadians fared much
better than the African slaves, many Acadians were tortured, imprisoned, forced in to
indentured servitude, or to live on marginal parcels of land. I am told some Acadians were
sold into slavery, but I have not found anything to document this. Despite the Le Grand
Derangement and the incorporation of the Acadians into other cultures, countries, and
societies, Acadians appear to have maintained their identity and culture (Hebert, 2001). As
an Acadian I can say that this is true, and with the event of the Internet, many Acadians and
Acadian-Mi'Kmaqs from around the world, are searching each other out, sharing stories,
music, recipes, documents, diaries, photos, and other precious information. The backdrop
of Le Grand Derangement was the French and Indian wars, where the British were fighting
the French and Indians, in an attempt to capture Acadia for themselves. Though most
people have heard of the French and Indian wars, not many people until recently (oreven
now) knew about, or much about, an important British strategy and a key component of the
French and Indian wars, Le Grand Derangement. Though the American colonist took part
in supporting the British, this eventually led to the colonist to resent the British. This
resentment helped to fuel the American colonist revolt against Britain (Mooy, 1997).

After Zimbabwean independence, most people now had access or easier access to health



care. In this time frame there was a shortage of hypodermic needles in Zimbabwe as many
people were now accessing health care facilities. Needles were used over and over again.
At one clinic I brought my daughter to for booster shots in Inyanga, I noticed that the same
needle was used on everyone. It was either wiped off with a cotton ball, and in some cases I
noticed the cotton was first saturated with alcohol and then rubbed off. Though at the time
(1982), I knew nothing of AIDS I left the clinic without my daughter getting her booster
shots because I knew that my daughter risked the chance of being infected with something.
This may have prevented her from contracting lilY.

African Truth and Reconciliation Commission
http://www.doj .gov.zaltrc



CHAPTER FOUR

RESULTS AND DATA ANALYSIS

The purpose of this study was to explore the knowledge and attitudes of counselors

in Zimbabwe toward HIV/AIDS. In order to obtain a greater understanding of counselors'

knowledge and attitudes; feelings experienced when counseling HIV/AJDS clients, and

perceptions about HIV/A]DS counseling in Zimbabwe were also examined. Data collection

procedures explained in Chapter Three were followed. The results below are divided into

eight sections. These sections are:

Demographic Information

General Knowledge of AIDS: The Questionnaire

- Specific Knowledge Areas: The Interview

Counselors Knowledge about the Transmission of HIV/AIDS

Counselors Beliefs about the Origin of HIV/AIDS

- Counselors Attitudes Toward People with H1V/AIDS and the HI V/AIDS

Epidemic in Zimbabwe

Counselors Feelings when Providing HIVIAIDS Counseling

Counselors Perceptions around HIV/AIDS Counseling in Zimbabwe

Since the data are both rich and triangulated with other studies throughout the sections, for

the convenience of the reader a section summary appears at the end of each lengthy section.

Likewise, in the Appendices (Appendices L to P, and R) the meaning units/themes that

emerged from the data are summarized.



SECTION ONE
DEMOGRAPHIC INFORMATION

There were eight Zimbabwean counselors, Mary (1), Themba (2), Beauty (3),

Yegan (4), Chemist (5), Ephraim (6), Sally (7), and Chipo (8), that took part in the study.

To protect their identity their real names have not been used. Half the counselors were male

and half were female. The counselors were located in city (Harare), town (Mutare), high

density (Jnyanga), and rural settings (Chiweshe communal area). Four of the counselors

were from the Shona ethnic group (two males and two females), two were White females of

Bntish descent, one male was of mixed racial and ethnic heritage, and one male was Asian-

Indian. All counselors had counseling qualifications and framing in HJV/AIDS counseling.

The counselors were between 30 to 59 years old and had between three to 20 years

experience as counselors. The median years of counseling experience for the counselors

was nine years.

All counselors were citizens of Zimbabwe and lived their entire lives in Zimbabwe

both before and after the conclusion of Liberation War in 1980. All counselors were

currently in Zimbabwe, were practicing counselors, and obtained their counseling

qualification in Zimbabwe. Four counselors had jobs that were only to provide counseling

services to people who had issues with HIV/AJDS. The other half of the counselors had

jobs in which counseling only clients with HIV/AIDS was not specific to their jobs, though

all of these counselors had counseling contact with people that had HJV/AIDS as a personal

issue. All of the counselors worked in public settings; additionally one had a private

counseling practice. One counselor worked in a government setting, and the rest worked in

non-governmental non-profit organizations.



SECTION TWO
GENERAL KNOWLEDGE OF HIV/AIDS: THE QUESTIONNAIRE

Part Three of the questionnaire examined counselors' general knowledge about

HIV. Fourteen questions, questions 2,4,7,9, 11, 13, 19, 20, 25, 27, 28, 29, and 31

specifically examined the counselors' general knowledge of HI V/AIDS. Though basic

knowledge of the transmission of HIV/AJDS is mentioned in the end of this section, since

knowledge of the transmission of HIV/AIDS was examined in depth in section four of the

questionnaire, it was excluded by and large from this section. Questions related to the

origin of HIV/AIDS were not included in this section as the researcher does not believe the

origin of HIV/AIDS has been clearly established as was discussed in Chapter Three. As

such, questions around the origin of AIDS are treated as beliefs in a later section in this

chapter.

A scale was established to assess the knowledge level of the counselors and the

questionnaire was treated as a "test." It may be important to keep in mind that some of the

counselors in this study may have traditional or local knowledge about HI V/AIDS that may

differ from Western knowledge of HIV/AIDS. The results of the questionnaire though will

be analyzed based on Western knowledge about HIV/AIDS so that comparisons can be

made with other studies. For example, "no" would be considered the "correct" answer to

the question, "Is there a cure for HIV/AIDS." A scale typically used for assessing

knowledge in an academic setting was used:

90 100% = High levels of general knowledge of HIV/AIDS

80 89% = Above average levels of general knowledge of HI V/AIDS

70 79% = Average levels of general knowledge of HI V/AIDS

60 69% = Below average levels of general knowledge of HIV/AJDS



59 % below = Inadequate knowledge of HIV/AIDS

Four of the counselors (Themba, Beauty, Yegan, and Chemist) missed one question (92%),

three counselors (Mary, Sally, and Chipo) missed two questions (85%), and one counselor

(Ephraim) missed six questions (54%). Ephraim is the oldest counselor in the study and

lives in the rural area where traditional/local knowledge may be both more prized and

available than Western knowledge. With the exception of Ephraim, all the counselors had

above average to high levels of general HIV/AIDS knowledge. How the counselors

responded to the questions is discussed below.

All the counselors thought that HIV posed a serious health threat to Zimbabwe

(question 7). All of the counselors indicated that just because someone looks healthy does

not mean they do not carry the HIV virus (question 28). All but one of the counselors,

Ephraim, indicated that HIV can be passed from mother to baby (question 20).

Seven of the counselors thought that condoms could help prevent the spread of

HIV, and one counselor, Ephraim, thought that condoms might prevent the spread of HIV

(question 19). When the counselor was questioned as to why he answered "maybe," the

counselor responded that "not all condoms are reliable." Two counselors, Yegan and Sally,

thought that latex condoms were better at preventing the spread of HIV than skin condoms

were (question 27). Three of the counselors, Themba, Yegan, Ephraim, and Chipo, thought

that maybe latex condoms were better at preventing HIV transmission than skin condoms.

Two counselors, Mary and Chemist, did not know if latex condoms provided a better barrier

to HIV transmission than skin condoms, and one counselor, Yegan, reported that latex

condoms were not more effective then skin condoms. Though all the counselors thought

condoms could or maybe could prevent the spread of HP!, the counselors in general were

not aware that latex condoms could provide a better barrier against HIV than skin condoms.



Five counselors (Mary, Themba, Yegan, Chemist, Sally, and Chipo) thought that it

is easier to transmit HIV between partners when herbs are used to tighten the vagina (dry

sex) than if they are not (question 31). One counselor, Ephraim, indicated that maybe the

use of herbs in the vagina made it easier to transmit HIV. Beauty indicated that the use of

herbs did not make it easier to transmit HIV.

The counselors did not appear to subscribe to some of the locally held common

beliefs about HIV/ATDS in Zimbabwe. For example, all of the counselors thought that

eating certain foods did not cause AIDS (question 29). All of the counselors believed they

could not avoid AIDS by exercising (question 4). All of the counselors subscribed to the

idea that you could not get lilY/AIDS just by being around someone with HJV/AIDS

(question 9). All of the counselors asserted that even if a woman was large ("wakafuta")

she could still have HIV/AJDS (question 13). Seven of the counselors thought that

traditional healers could not cure AIDS, and one counselor, Ephraim, thought maybe

traditional healers could cure AIDS or not (question 2). Six of the counselors indicated that

living in the city did not increase their chances of gethng AIDS, and two counselors, Mary

and Chipo, indicated maybe there could be a greater chance of getting HI V/AIDS by living

in a city (question 11). Five of the counselors thought that there was no known cure for

AIDS, one thought maybe there was no cure for AIDS, and two counselors thought that

there was a cure for AIDS (question 26). The geographical location (city, town, township,

or rural) of the counselor did not seem to impact on their level of HIV/AIDS general

knowledge.

The counselors in this study appear to be equally, if not more knowledgeable, in

relation to general RN/AIDS information areas than the participants in most of the studies

that were reviewed for this research. In the studies reviewed, participants' knowledge about



HI V/AIDS ranged from marginal to high levels of knowledge. However, in all of those

studies, the counselors had misconceptions about how HFV is transmitted.

In comparing the areas in which the counselors in this study were marginally

knowledgeable about HIV/AIDS (about a cure for AIDS, traditional healers can cure HIV,

witchcraft causes AIDS, and living in the city makes you more vulnerable to HIV/AIDS),

counselors in the other studies reviewed were also not as knowledgeable about these issues.

In the case of the idea that there is a cure for AIDS the percentage of those

believing there is a cure is given, as is the country of study: 51% (Wilson & Wilson, 1987)

Zimbabwe, 21% (Pitts, Wilson, Phillips, White, & Shorroeks, 1989) Zimbabwe, 14%

(Wilson, Greenspan, & Wilson, 1989) Zimbabwe, 14% (Wilson, Sibanda, Greenspan, &

Wilson, 1989) Zimbabwe, 26% (Mathews, Kuhn, & Metcalf, 1990) South Africa, 25%

(Govender, Bhana, & Pillay, 1992) South Africa, 41% (Kaplan & Worm, 1993) South

Africa, 12% (Romero-Daza, 1994) Lesotho, "many" (Irwin, Bertrand, Mibandumba, &

Mbuyi, 1991) Zaire, 5% (Stewart & Richter, 1995) Sierra Leone.

In relation to the issue of whether traditional healers can cure HIV, the percentage

of those believing this is idea is given, as is the country of study: 15% (Wilson, Sinbanda,

Greenspan, & Wilson, 1989) Zimbabwe, 12% (Wilson, Greenspan, & Wilson, 1989)

Zimbabwe, 5.0% (Romero-Daza, 1994) Lesotho. The studies that examined the issue of

whether HIV is a result of witchcraft, the percentage of those believing this idea is given, as

is the country of study: 22% (witchcraft) and 24% (being cursed) (Konde-Lule, Berkley, &

Downing, 1989) Uganda, 2.0% of the participants believed H1Vwas a result of witchcraft

(Mathews, Kuhn, & Metcalf, 1990) Zimbabwe, one person in a focus group study believed

HIV was caused by witchcraft (Irwin, Bertrand, Mibandumba, & Mbuyi, 1991) Zaire.

Ninety-one percent of teenagers in high schools in Zimbabwe believed HIV was caused by
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witchcraft (Kasule et al. (1997).

Only one study was found that addressed the issue of living in the city. Pitts,

Wilson, Phillips, White, and Shorrocks (1989) asked their participants if they thought

"living in Harare increases my chance of getting AIDS." Twenty-seven percent of the

participants believed this statement to be true.

Though comparisons carmot readily be drawn between these studies as they were

conducted in different countries, using different populations, and were done in a variety of

years spanning from 1987 to 1995, it is clear that issues such as "is there a cure for

HIV!AIDS" is an area that there seems to be a general lack of knowledge for the

participants of those studies. However, this could be because there is also cultural

knowledge about traditional healers and their abilities to cure diseases in Zimbabwe, Africa,

and other parts of the world. Moreover, traditional healers in Zimbabwe and many parts of

Africa have been actively working on developing ways to reduce and manage the symptoms

of AIDS and have been successful at this endeavor (World Health Organization, 2001;

King, 2002). Therefore, there some confusion over if traditional healers are able to cure

HIV!AIDS clients may exist.

Though as mentioned above, transmission is dealt with in a separate section of this

chapter, it is relevant to point out here that the counselors also have high level of basic

knowledge of how HJV/AIDS is and is not transmitted. That is, all of the counselors thought

that AIDS can be transmitted through vaginal, oral, and anal sex, and that there was no or

little chance of acquiring HIV/AIDS through counseling clients, shaking hands, sharing

towels or soap, masturbating, mosquito bites, or touching someone with HIV/AIDS.



SECTION THREE
SPECIFIC KNOWLEDGE AREAS: THE INTERVIEW

The questionnaire data shows that the counselors had a high level of general

HI V/AIDS knowledge when compared to health workers in other studies. The interview

was then used to gage how much in-depth knowledge the counselors had about HIV/AIDS

in relation to the Zimbabwe scenario. Several specific areas of counselor knowledge

emerged from the data: complexity of theHIV problem in Zimbabwe, culture; gender;

intersection of gender, children and family; economy and poverty; governmentipolitics.

Each of these areas is addressed below. The data in this section of counselor knowledge is

first examined in the context of themes, and then it is examined in the context of themes

identified in relation to specific questions about HI V/AIDS.

Knowledge of the Complexity of the HIV/AIDS Situation in Zimbabwe

In Zimbabwe HIV!AIDS is an extremely complex situation with a number

of factors impacting on the epidemic (Zimbabwe National AIDS Co-ordination Program,

1999; Njelesani, 2002; Southern African Development Community, 2003). The counselors

were able to identif' HIV/AIDS as a multifaceted problem:

I think it's a tragedy. I think it's a huge problem that could have been averted to
some extent several years ago.... I think it's a combination of factors, partly that
they focused entirely on the women, initially, which I think was a mistake and
partly because of the usual approach all around the world, which was fear based. I
think that's failed in most countries. I think the whole education campaign wasn't
effective here at all. I think that has perhaps now changed and has improved.., the
government failed to acknowledge the problem so the virus spread and it is
destroying the economy and creating poverty. (Mary)

It [HIV/AIDS] is affecting Zimbabwe economically, socially and also physically- so
the health sector is also affected in that there are no drugs.... Also you will find out
that we have a lot of orphans who need help. (Themba)
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It is a problem, it is a major public health problem, not only for Zimbabwe, but for
the whole Southern and Eastern African region... .Almost everybody is aware of the
long terms consequences. There are long term consequences for the next 75 years.
(Yegan)

There are many problems associated with HIV/AIDS. There is this feeling of
hopelessness, there is unproductive labor. I think in the future it will cause a lot of
political tension because most of the children now do not have much access to
education so they will not be able to be employed so there will be a lot of discord
and dissent among the population.... H1V/AIDS has created a lot of social
economic problems. (Chemist)

Knowledge of Culture/Tradition and HIV/AIDS

The questionnaire data indicated the counselors are generally knowledgeable about

"Western" perspectives of HIV/AIDS and the interview revealed they were also

knowledgeable about local perspectives as well. The counselors were asked "What are

some of the traditional ideas about AIDS?" Four of the counselors, Mary, Beauty, Chemist,

and Sally stated that some people in Zimbabwe believe that HP//AIDS may be caused by

cosmological forces. For example:

They may say it is evil spirits, or that the ancestral spirits were angry, actually some
people believe these things. Anytime you are ill tradition says you have dome
something wrong, so you have to appease your ancestors, or it is a vengeful spirits.
Any time someone dies of HIV/AIDS they try to find a reason and those are the
kinds of reasons they find (Mary)

the cultural thing in particular that witchcraft can set upon you a particularly bad
omen, and that's because you've done something in the ancestors' eyes that is
unforgivable. Or some family member definitely wants you out of the way.
(Beauty)

that is how they think, and any time someone dies of HIV/AIDS they say it is
witchcraft. (Chemist)

Hickson and Mokhobo (1992) identifi cultural practices and beliefs in Africa that

may present obstacles to combating HI\T. One of these beliefs is that witchcraft causes
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prevention in Zimbabwe. They note though that some culture beliefs, such as "runyoka,"

help prevent the spread of HIV. Nyakudya (1998) disclosed that the tradition of wife

inheritance in Zimbabwe spreads HIV. United National Integrated Information Regional

Network (2003) informs that aspects of traditional culture, subservient female roles, and

poverty in Africa are helping to spread HIV.

Themba and Ephraim identified that HIV/AIDS may be related to a decline in

traditional ways of behavior:

Some believe that there are traditional herbs that can cure or cause AIDS. A
culturalist would say cross culture practices in sexual relationships is contributing to
the spread of HIV/AIDS (Themba)

Well the traditionalists say we have AIDS because we are moving away from our
traditional values. (Ephraim)

Themba and Chemist reported that some cultural ideas around HI V/AIDS were related to

both cosmological beliefs (God and "runyoka") and to traditional values/morals around

sexuality.

They would say that people have AIDS because they were immoral at one time or
another, they would say it was "runyoka." People here pretend that AiDS is for your
neighbor, but not you, that is the scenario here in Zimbabwe. (Themba)

Yea, the very clear one is that it's a punishment from God for being homosexual.
You know, the old idea that they are punished. And then there's the thought that
it's some sort of message from God that they are not happy with what's going on in
Africa. People are saying that we've done wrong and God is angry with us about it.
(Chemist)

Yegan and Chipo both relayed that traditional ideas around HIV/AIIDS are fading:

I think most of those ideas are gone now. I think most people know AIDS is real or
that it can not be cured. By this time I think all traditional healers know it is real and
they can't cure it. There were one or two traditional healers in Harare claiming they
had a cure and they were making lost of money. With so many grannies looking
after grandchildren I think most people know the truth.. . .1 think many people
believed that it had to do with a punishment, I think "runyoka" was being promoted



by the traditional healers, but hardly now.... The head of ZINTHA [Zimbabwe
National Traditional Healers Association] Dr. Chavaduka, is on the board of the
National AIDS Council, so ideas are shifting. (Yegan)

In the past they [traditional healers] used to think AIDS is mere witchcraft but now
that thinking is of the past. There is been very wide spread
Education on AIDS in Zimbabwe. (Chipo)

The Center for Reproductive Law and Policy (1997) reported that the Zimbabwe National

Traditional Healers Association is advocating for the modification of certain cultural

practices that may spread HIV. Therefore it is likely that traditional ideas about HI V/AIDS

are shifting. The comments below from Beauty and Yegan denoted as well that HIV/AIDS

was creating changes in culture:

HIV/AIDS empowers us to break cultural barriers. Because unless we break those
barriers we will never solve this issue. So I don't have problems talking about sex
with my clients, even my mother now even though it is taboo, but families are
actually disappearing the brothers and sisters are dying simply because we fear to
talk about HIVIAIDS and sexuality. I know that there is a lot of resistance but now
it is our responsibility to talk about issues of sexuality. We would benefit a lot more
if we discussed HIV!AIDS issues. (Beauty)

It is actually a revolution in changing the women's role in society. Because of she
takes charge of sex and demands the husband to use a condom that has implications
at lost of other relationships that that goes on between then. That means the cultural
way of being a woman, her perception of being a woman in the Shona culture has
broken down. (Yegan)

Knowledge of Gender and HI V/AIDS

The data suggested that women have little power in their relationship with males

and this makes them vulnerable to becoming infected with HIV. Mary, Beauty, and Chipo,

all females reported:

I guess there is an unfairness about a women being infected because her husband
philanders and there probably a great deal of anger and resentment about that.
(Mary)

I work amongst professionals, Black and White, and in the Shona culture, here is
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not generally not accepted, even among some of my professional colleagues, that
they question their husbands or buck authority in any way and so sometimes they
say you don't know what it is like [because the counselor is from a different
culture]. Men can actually ignore the question from their partners and this is their
way of refusing to do anything they have been asked to and so I feel that until there
is bigger strides made in terms of female empowerment across the traditional
society and that is just not going to go away. (Beauty)

I think women are due to circumstances of being female are more vulnerable to
getting HIV. (Chipo)

Two of the male counselors, Themba and Chemist, also expressed the idea that the lack of

equality between men and women puts women at risk for H1V infection.

Despite the fact that people know HIV there are people still getting infected, so
there are a lot of dynamics involved around HIV/AIDS. Like gender imbalance,
unequal sexual relationships, so yeah were are sort of failing [to control HIV].
(Themba)

The biggest challenge here has to do with empowering women clients so that they
can be in charge and be more assertive, and have control in their lives. That is the
biggest challenge, we have so many clients that are living risky lives and they can
not do anything, they need to be given skills. They can not negotiate condom use.
They know the condom works, but they do not have the power to use the condom.
That is the big challenge. (Chemist)

Sibanda (2000) implied that men may be the driving force of HIV epidemic in Zimbabwe.

According to Whelan (1999) gender differences are at the root of the political,

social, and economic factors that drive the HIV/AIDS epidemic. Mataure, Ray, Forman,

and Scalway (2001) reveal that in Zimbabwe males have more sexual partners than females

and it is usually males that decided whether or not to have sex or to use a condom. They

also reported that both men and women in Zimbabwe believe that the male has the right to

have sex, to have multiple partners, or that male sexual urges cannot be controlled.

Tichagwa (2003) informs that for numerous reason women in Zimbabwe are more

vulnerable to HTV infection than men. Tichagwa specified that female anatomy, socio-

cultural factors inherent in Zimbabwe's patriarchal society, and female economic
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deprivation all contribute to female vulnerability to HIV.

Knowledge of the Intersection of Gender, Children, Families, and
HI V/AIDS

In the case of gender, children, families, and HIV the data was very intertwined.

Sally and Chipo, both females, saw young girls being victimized by men and that

victimization lead to girls acquiring 11W.

Some people think that having sex with a virgin or young girl will take away
HJV/AJDS, so young girls can be raped. But that only spreads the virus and the
young girls are vulnerable that way. (Sally)

Some girls are being lured by older men, or being abused by family members like
uncles, and then they contract the AIDS virus. It is rare for a youth to be infected
by another youth. Usually it is an adult who passes it on to a youth. (Chipo)

Since 80% of HIV infected youth are female (The Centre for Reproductive Law and Policy,

1997), it appears that older men may be infecting younger girls. The United Nations

(200 ib) and Sibanda (2000) both reported that some Zimbabwean men believe in the myth

that having sex with a virgin will cure them of HIV/A11)S.

Themba, Yegan, and Chemist, all males, though recognizing there is a problem of

the girls being vulnerable to 11W, also spoke about it in terms that it was a choice a girl was

making to have sugar daddies or to be prostitutes, as opposed to the girl/female being

victimized, as the female counselors' perceived girls to be:

Many girls in [name of town suppIied have sugar daddies. Yeah I have heard of
girls having sugar daddies. You know it is the military here in [name of town
supplied] and they go with the local girls. The old art of trading goes on here. Girls
trade sex for things they need like school fees. (Themba)

I know some families that don't have money to send all the kids to school so they
send the boys to schools. The females are failing to get educated and it is a vicious
cycle because these females are then left to some how support themselves, and
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Mataure, Ray, Forman, and Scalway (2001) relay that in Zimbabwe girls are more

likely to be withdrawn from school than boys in order to take on household chores and care

of sick family members. Leach and Machakanja (2001) identified that girls in Zimbabwe

get involved with sugar daddies in order to, for example, pay for school fees and school

uniforms, and have money for bus fares. Padian et al. (2002) reported that in a study of

seventy-one 16-19 year old Zimbabwean females, the counselors reported that two-thirds of

their friends were involved with older men, and that having boyfliends more then five years

older then themselves was the norm. Chinake (2002) informs that of the 1,326 young

women Zimbabwean participants in his/her study, 42% had partners that were between 5 to

9 years older then themselves.

All of the counselors made reference to AIDS orphans and how it is destroying

families. For example:

As of now we have over 900,000 orphans... there are actually about 2,000
deaths/week, there are so many broken families. (Themba)

And of course you've got, having lost that group in the 45 to 50 year olds, you do
have a lot of AIDS orphans around. You've got a lot grandparents looking after
kids, and it just gets too much for them. So we see in the bereavement side.
Grandparents who are facing bereavement overload from losing all their kids and
they have to bring up the numerous grandchildren themselves and because they tend
to be economically in a bad way they can't help them. You often have orphan head
of families taking care of themselves. I think you can spot the kids everywhere in
the streets, everywhere you look you can see them and the health service cannot
cope, just cannot cope. (Beauty)

Oh [think with the death of so many young people it is destroying families in
Zimbabwe. The kind of the problems is it is causing is so many orphans. Here
some of the children do not have parents now because they died already. That is a
big problem. (Ephraim).

AIDS orphans, that is, children whose parents have died of HP!, are themselves a national

epidemic in Zimbabwe. These orphans are having a profoundly devastating impact on the
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Zimbabwe's social and economic infrastructure (UNAJDS, 2002). United Nations Children

Fund (2003) reported that there are an estimated 600,000 AIDS orphans in Zimbabwe.

Catholic Relief Services (2002) estimates there are 900,000 AIDS orphans, the Irish Red

Cross (2002) estimated the numbers a of AIDS orphans are 782, 000. It could be that many

AIDS orphans have died between 2002 and 2003 and that may account for the lower United

Nations Children Fund estimate.

Knowledge of Economy, Poverty, and HIV/AIDS

Beauty and Yegan spoke of how the HIV/AIDS epidemic is causing a serious

shortage of skilled personnel and this is impacting on the economy. They report that the

shortage exist because artisans and professional are both dying of AIDS and leaving the

country as well (brain drain) because the economy is so poor.

The business and economic angle of AIDS has taken out the middle income layer
here and it continues to do that..... a lot of the companies are in a bad way because
they also lost that whole skills group in the middle who were their higher artisans
and they are constantly having to being in new people so economically AIDS has
definitely affected the country in terms of potential to recover. That is the one thing
that is very obvious. (Beauty)

The life expectancy has been drastically reduced. Now it is also killing people who
are developing systems, people who are suppose to be in the forefront of developing
the country. So economically we will suffer and we are suffering because when you
get these young engineers dying, young doctors dying, than you know it will take a
long time to produce these professionals. At the same time the political situation
does not help either, because the very skilled young people are also leaving the
country for UK, for Canada, for USA. (Yegan)

Haccker (2002) relayed that HIV/AIDS is a major factor impacting on economic

development in Southern Africa. The Food and Agricultural Organization said that

Zimbabwe could lose 23% of its agricultural workers within the next two decades (2003).

Furthermore, The World Bank (2001) revealed that the economy in Zimbabwe continued to
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orphans. In addition, Mataure, Ray, Forman, and Scalway (2001) informed that the

professional class in Zimbabwe is being decimated by AIDS and that many professionals

are leaving the country for employment opportunities outside of Zimbabwe.

Themba and Chemist shared that unemployment in Zimbabwe is forcing people

into the commercial sex trade:

We are seeing unemployment, economic issues in Zimbabwe, and also the housing
problem, there are lots of issues that force people into indulge in risky sexual
behaviors. (Themba)

We are in touch with people who are commercial sex workers. They will tell you
they try other alternatives, like I hope you know our economic situation in
Zimbabwe is very bad. So you have people who are trying to implement income
supplementing strategies. When they don't succeed, they say the money setting up
this project was a waste, so they try other things that will create new income. By
the end of the day they need to eat so they say 'I will go back to my old ways even
though it is dangerous, but I don't have any other alternative.' So sometimes if you
look at the news [negative news stories about commercial sex workers] it is pure
abuse because they are not empowered enough. (Chemist)

According to United States AID (2003) unemployment in Zimbabwe is 70%. As a result of

unemployment women and girls are forced to engage in transactional sex for food or cash

(Lynch and Williams, 2002). Mataure, Ray, Forrnan, and Scaiway (2001) said that poverty

in Zimbabwe is forcing women into both short and long term "sexual situations" (p. 6).

Chemist and Chipo remark that poverty is associated with the spread of HIV in

Zimbabwe:

I am not saying HIV is caused by poverty, but that poverty [is] precipitating people
to HIV infection because of survival reasons. I think poverty is a key factor in the
spread of AIDS.... HIV!AIDS has created a lot of social economic problems. There
are many problems associated with HIV/AIDS.... AIDS is spreading a lot because
of poverty. (Chemist)

Poverty is the major driving force of the epidemic. (Chipo)

Themba and Chemist link poverty and their inability for AIDS patients to obtain antivirals.
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prices have been greatly slashed, but still most people in Zimbabwe can not afford
them. (Themba)

We also have the problem of medication because most of our people can not access
the drug because they are expensive. The price has been reduced from $40,000 to
$4,000 but very few people can still afford them. Also those who can afford them,
the drug is not always available. (Chemist)

Makiwa (2003) also informs that AIDS drugs are scarce, that antivirals are only available at

35 centers in Zimbabwe and that most can not afford the cost of the AIDS drugs.

Yegan indicated that people are so poverty stricken that they would actually

rather get food than antivirals and that the health care system needs to be "jacked up"

(revitalized).

Talking to clients they say I don't want the antivirals I need food arid I want to get
antibiotics if I am sick.... Our whole health system needs to be jacked up. (Yegan)

Mary also speaks about the deteriorating health care system:

This is about more than AIDS. This is about our health system collapsing and there
is very little support for ill people who are poor, and that is the majority here now
[meaning the poor]. So I think that is where I would out the focus, getting the heath
system up and running again and doing decent nursing and caring. (Mary)

United States AID (2003) reports that 60% of the Zimbabwe population lives on less than

$1 per day and that inflation reached 107%. United Nations Office for the Coordination of

Humanitarian Affairs (2003) reported that 5.5 million people in Zimbabwe are in need of

food aid and that 7.2 million Zimbabweans are in need of humanitarian assistance.

Zimbabwe's current total population is believed to be approximately 11,376,676

(Mongabay, 2003). United States AID (2003) states that the health sector in Zimbabwe is

unable to cope with the AIDS crisis. Zeilg (2002) informs that Zimbabwe's health care

system has been destroyed by World Bank policies, the AIDS epidemic, and the crisis in

Zimbabwe.



Knowledge of Government/Politics and HJV/AIDS

Mary and Themba relay how they believe the Zimbabwean government and/or

politics may have impacted on the spread of HJV epidemic in Zimbabwe:

I think our government could have gotten on board [about WV] many, many years
ago, and that it was an epidemic waiting to happen. I think, initially, they could
have put a lot more effort and money into providing counseling, and I think it's
taken probably about fifteen years for them to even acknowledge the relevance of
counseling in regards to this problem.... Speaking with the Minister of Health back
in 1991, when I discussed this issue of counseling, and he pooh poohed it and
minimized the whole role of counseling, and I still believe with very good
counseling you can make a major difference both in terms of adaptation to the virus
and ways of living and owning your own responsibility with sexuality, as we well as
maintaining your health. ... I also think the education campaign has failed. I think
that's failed in most countries. I think the whole education campaign wasn't
effective here at all. I think that has perhaps now changed and has improved.
(Mary)

It is very difficult to contain the virus because there are many issues that have to be
addressed [in regard to HIV], and I am afraid some of them are political issues.
(Themba)

Chemist believes that HIV will create future political unrest:

I think in the future it [HJV] will cause a lot of political tension because most of the
children now do not have much access to education so they will not be able to be
employed so there will be a lot of discord and dissent among the population. So
there are a number of problems that people are facing. (Chemist)

Beauty states economic and political issues and the brain drain will cause Zimbabwe to have

a problem recovering from the AIDS epidemic:

Economically, this country, which politically is on its knees, has a very, is having a
great problem, to recover from AIDS because the manipulated political and
economic problems. When and if things come right we've lost that whole
professional group because of death to AIDS or they have left the country. (Beauty)

Summers (2000) identified that the AIDS epidemic in Zimbabwe would lead to

political destabilization and that AIDS in Africa impacts on the stability of the entire world.

Mataure, Ray, Forman, and Scalway (2001) reported that though the government developed



and launched a national AIDS policy, bureaucracy and the economic crisis have prevented

the policy from being well implemented. United Nations AIDS (2001) explains

Zimbabwe's response to the epidemic is slow and that the steps that were taken to combat

the epidemic were hampered by both a lack of resources and coordination, and by taking

only a health approach to the problem. Kansteiner (2001) reports that the HJV crisis is

rooted in government policy, deficient fiscal planning; rampant government spending on,

for example, the war in the Congo; and the fast track land reform program. Khogali (2003)

informs that Zimbabwe's government's violent take over of White owned commercial farms

has led people to be more susceptible to HIV because it has resulted in widespread hunger

and malnourishment. Malnutrition leads people with HIV more vulnerable to the effects of

the virus.

Counselors Answers to Specific Questions about HI V/AIDS

The counselors were asked several questions to examine the status of their

knowledge on HIV in Zimbabwe. One of the questions was "Besides counseling, what are

some of the other solutions to the AIDS problem in Zimbabwe?" Mary, Themba, Yegan,

and Chipo all said that antivirals would do a lot to help with the problem:

I think throwing more money at the problems is a good idea. But, I think bringing in
cheap antivirals is a good option. (Mary)

The antivirals will help to a certain extent and there are lots of other things that
need to be put in place. The problem of opportunistic infections, the availability of
drugs. (Yegan)

Themba and Chipo pointed out that there needs to be an improvement in the

housing situation:
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We are seeing unemployment, economic issues, and also the housing problem. So I
think we have to address many things here. (Themba)

Access to medication, improved diet, and access to decent accommodation are
major issues that need to be improved. (Chipo)

Themba, Beauty, Yegan, Ephraim, and Sally thought an upturn in the economy would

improve the HW/AIDS situation in Zimbabwe.

It is very difficult; there are many issues that have to be addressed. We
[Zimbabweans] are saying how can we empower our people economically.
(Themba)

I think the health system needs to be jacked up, and if the economy were turned
around we wouldn't have so many people living in poverty, people not turning to
prostitution for survival. (Beauty)

Again the counselors show their in-depth understanding of the HIV/AIDS situation

in Zimbabwe and repeat the themes of poverty, gender, and economy, antivirals. Two new

ideas surfaced, that is "throwing more money at the problems" and housing. Housing is a

hold over problem of Rhodesia, at least for Non-White Zimbabweans. With the removal of

the Rhodesian pass laws and other restrictions that prevented Non-White Zimbabweans

from migrating, Zimbabweans migrated from the rural areas to the cities (World Bank,

1996). Furthermore, a class of professional Non-White workers was growing and they also

were in need of housing in Zimbabwe's cities and towns.

Mary and Sally both thought youth education would be an important part of the

solution to the AIDS crisis:

Continuing awareness in schools, I think the actual teenage situation is a difficult
one. Teens explore their sexuality and I am not sure how open this will be dealt
with in our schools, which is a pity. It is pretty archaic in terms of sex education.
(Mary)

Teach the youth morals. (Sally)

The education of Zimbabwean youth around HIV has been a priority since 1993



101

when they established that all children grades 3 and up receive H[V/AIDS education once a

week. However, the program was apparently a failure. United Nations Educational and

Scientific Organization in conjunction with the Ministry of Higher Education and

Technology has been active in helping build an HIVIAIDS education program for

Zimbabwe schools by working with teachers in training in Zimbabwe (UNESCO, 2003).

Zimbabwe Teachers Association and American Federation of Teachers are working together

in an effort to educate teachers and students about HIV (The Communicative Initiative,

2001).

The counselors were asked "So how could you, if possible at all, tentatively identify

a client who has issues around HI V/AIDS but they haven't revealed that to you." The

counselors pointed out that it is difficult to tell if a client has HIV unless the physical

symptoms were present:

Generally you can not tell. You might suspect if they have physical symptoms, like
losing weight or being thin, having many illnesses, being weak. (Ephraim)

Often unless they have had HIV for several years you can't tell. Then we say that
the client is losing weight, having diarrhea, or TB. I feel sad and pitiful. Then you
can tell. (Sally)

Identification of people with HIV/AIDS can be done from presented opportunistic
infections that the person may have or have been treated in the past. There are
related illnesses like TB, herpes, descriptions of other symptoms, long illness etc.
(Chipo)

The counselors were accurate in their view that unless a person has symptoms of

AIDS that it is not possible to tell a client is infected with HIV (UN AIDS, 2001; The Body,

2003).

When the counselors were asked, "How comfortable do you feel about discussing

issues of human sexuality with clients from a culture different from your own?" seven of the

counselors reported that they thought it was easier to talk about matters of human sexuality
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with people from other cultures than with clients of the same cultures of themselves.

Beauty, Yegan, and Ephraim said:

That is interesting because I think that sometimes it makes it easier if you are not
from the same culture. You know what I'll often do is I'll say I'm from a different
culture from you and I am wondering how it will be for you if we discuss issues of
sexuality. Clients usually say that they are happy to talk about sexuality and
sometimes people will say that actually prefer discussing it with you because you
are not from my culture so you won't judge them. There are not the boundaries
about talking about sex with someone you're your own culture. I think once you've
got that out of the way some people ware more open to discuss about sexuality.
(Beauty)

I think it depends if you are people of the same culture, I think that is the most
difficult part, because both you are aware about what your culture says about sex.
And that could be a handicap.... I think I would be very free to talk about sex with
other cultures because I do not know the culture of the other party. I think the same
thing with people revealing themselves; I may reveal myself to a person of a
different culture. (Yegan)

It is easier to talk to a person from another culture about sex. (Ephraim)

The eighth counselor, Chemist, responded:

I understand that we have to talk about sexuality in different ways but we are facing
life and death issues and we are not only interested in saving a community, but a
country, Africa and the world. We should actually break the taboo and prejudices
that separate us. The Muslims in Zimbabwe are very strict about talking about sex,
but from the statistic we have in Zimbabwe, it is clear HIV/AIDS is all of our
cultures. HIV has no respect for culture, no respect for age, no respect for gender,
and no respect for race no respect for whatever, it has no respect for politicians, or
the rich. When doing HW//AIDS counseling there is no reason to hide behind
cultural barriers about sex. (Chemist)

The researcher was unable to locate any information on this topic. However, the

researcher relays a similar experience in her interview with Yegan:

I think that some else I spoke with had a similar idea [that it is easier to talk about
sex cross-culturally then intra-culturally and that has been my experience too]. I
taught at Allan Wilson and Prince Edward School and I found that the students
were very willing to talk to me and said they would rather talk with me than
someone from their own culture or family because they thought they would be
judged because they know all the taboos so I think that what you are saying, some
other people have experienced that too. (researcher)
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The counselors were asked "I'm wondering aie there any areas about HIV!A1IDS or

HIV/AIDS counseling you would like more information about." Most of the counselors

wanted information on various aspects of counseling. For example, Chemist and Chipo

both wanted more information on bereavement counseling and counseling children

Yes [there is], I think most of the HIV/AIDS counseling is concenirated on just pre
and post test counseling, but we are having problems with people who are dying so
I think there should be a drive toward more bereavement counseling and the
counseling of children in difficult circumstances. I think that is very important.
(Chemist)

How do you counsel children of a client who is on his death bed and prepare them
for the apparent death they are faced with. This is a problem especially with
younger children. (Chipo)

Ephraim and Sally indicated that they wanted more informationon developing their

counseling skills.

The area that I know that I have problems with is when one come and learns they
are HIV positive; it is hard for me to tell them [that they are HIV positive].
(Ephraim)

More information on counseling, more courses on counseling are needed. (Sally)

Mary and Beauty stated that they would like more information on AIDS drugs:

Obviously the treatment methods of triple therapies versus other intervention.
(Mary)

I think that there is a possibility of the drugs coming in now to Zimbabwe and
maybe because we've never been able to use those drugs because of their
expense.... I'm sure I'll have to read all the stuff about the drugs etc. etc. and how
they work and the side effects and remind myself even more because there is the
possibility of them coming in. (Beauty)

Mary and Themba stated they would like to have access to the most recent information

about HIV/AIDS:

Ah, well just be in touch with recent research, you know there has been a lotta good
stuff about breast feeding, total breast feeding versus mixed feeding. I think it's
just maintaining the cutting edge on research that interests me and also any kind of
changes any kind of passing with the virus itself I can see that children,
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particularly, and also adults, are just living longer and longer with this virus and I
don't think it's entirely treatment based, because the treatments here are few and far
between. And I think good nutrition plays a part but it isn't everything, so I am just
interested in the changing nature of the virus itself. (Mary)

I can say that I need to be well furnished with new initiatives or things coming out...
It's like there are ever new information about HIV/AIDS coming Out each and
every year, so I may say that I still need to get in touch with people who have new
sorts of information. (Themba)

Yegan pointed out that there was an area of knowledge that was missing in the literature on

the psychological aspects of HIV on the individual.

Yes I think it is the whole area of knowledge that is missing, there is a whole lot we
don't know, like how does the client process that they have H1V positive when they
are told that. They get so disappointed and depressed. How do they cope? I think
there is a lot we don't know that I think is important for us to know. So that we
have full knowledge of the whole dimension. I don't think we have adequate
knowledge of their life on a day to day base. How do they cope and
psychologically what are they do? Will this help others? I don't know? (Yegan)

Ibanga and Zamani (2001) contend that there has been little acknowledgment in that mental

health issues are important clinical issues both with regards to the progression of the disease

and the mental health of the HIV positive client. This could account for Yegan perceptions

that there is an area of knowledge missing in regard to the psychology of the HIV positive

clients.

SECTION THREE SUMMARY

Results of Part Three of the questionnaire revealed that the counselors were in the

Western context very knowledgeable about HIV/AIDS particularly in comparison to other

counselors and health care workers that participated in knowledge studies that were

reviewed for this study. The counselors appeared to be also more knowledgeable in the

Western context in relation to other Zimbabweans that have participated in knowledge
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studies. The areas that the counselors seemed to have less awareness about were on condom

use, the use of herbs during sexual intercourse, and whether or not traditional healers could

cure AIDS. At the time of the study there was research taking place in Zimbabwe that

addressed the use of treating HJV/AIDS with traditional medicines. This research was done

in partnership between the Zimbabwe National Traditional Healers Association and World

Health Organization. This research was well reported in the media in Zimbabwe, and this

may account for the perceptions of some of the counselors.

In regard to the interview, the counselors indicted that they were also

knowledgeable in the local context about HIV/AIDS. The counselors recognized that

culture, gender issues, unemployment, the economic crisis, housing, political instability,

HIV!AIDS education, and the availability and affordability of HJV/AJDS therapies were all

issues that impacted on the 11W/AIDS epidemic and that had to be addressed in conjunction

in order help stem the epidemic. The data from the interview also suggests that male and

female counselors viewed the girls differently. That is, the females saw the girls as being

victimized by being forced into sexual activity, where as the male counselors saw them as

vulnerable and making a choice to have sugar daddies or becoming prostitutes. The

counselors' identified that they would like to receive continues updated information on

HIV/AIDS related issues, particularly around the following areas:

General counseling skills

Bereavement counseling

Child Counseling

Antivirals

Parent to Child transmission of 11W

The counselors all thought that it was easier to speak about issues of human sexuality cross-
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culturally rather than intra-culturally. They attributed this to the fact that cross-culturally

the counselor and client are both unaware of cultural taboos that may otherwise hinder the

counseling process. Appendix L contains a summary of the meaning units/themes of

qualitative data this section.

SECTION FOUR
COUNSELORS' KNOWLEDGE ABOUT THE TRANSMISSION OF
HI V/AIDS

The Questionnaire

In Part Four of the questionnaire counselors were asked to evaluate the level of risk

of 20 particular behaviors in regard to the transmission of HIV. The counselors could

choose between either "High Risk," "Medium Risk," or "Low or No Risk" to representa

particular behavior in relation to catching or transmitting HIV. A scale was established to

assess the knowledge level of the counselors and the questionnaire was treated as a "test."

As with the data from Part Three of the questionnaire, it may be important to keep in mind

that some of the counselors in this study may have traditional or local knowledge, in this

case about the transmission of HIV/AIDS, that may differ from Western based knowledge

about the transmission of HI V/AIDS. The results of the questionnaire though will be

analyzed based on Western knowledge about HIV/AIDS so that comparisons can be made

with other studies. For example, in relation the transmission of HIV, oral sex would be

considered a "Low risk" transmission activity.

The data from Part Four of the questionnaire was treated in the same fashion as the

data from Part Three of the questionnaire. That is, a scale traditionally used in academic
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settings was established to assess the knowledge level of the counselors and the

questionnaire was treated as a test:

90 - 100% = High levels of general knowledge of HIV/A1DS

80 - 89% Above average levels of general knowledge of HIV/AIDS

70 - 79% = Average levels of general knowledge of H1V/AIDS

60 - 69% = Below average levels of general knowledge of HI V/AIDS

59 % - below = Inadequate knowledge of H1V/A]DS

Chemist answered each question "correctly" (100%), Beauty missed one question (95%),

Chipo missed two questions (90%), Yegan and Sally missed three questions (85%), and

Mary, Themba, and Ephraim missed six questions (70%) As mentioned previously, all of

the counselors had high levels of basic HIV/AIDS transmission knowledge. That is, though

all of the counselors were not sure of the risk levels involved, they all indicated that AIDS

can be transmitted through vaginal, oral, and anal sex (questions 1, 7, and 18), and that

there was no or little chance of acquiring HIV/AJDS through counseling clients, shaking

hands, sharing towels or soap, masturbating, mosquito bites, or touching someone with

HIV/AJDS (questions 2, 5, 6, 14, 16, and 17).

In regard to having more in-depth knowledge about risk levels associated with a

particular behavior and other potential transmission behaviors, all the counselors had

average to high levels of HI V/AIDS transmission knowledge. Three of the counselors had

high levels of transmission knowledge, and two of the counselors had above average levels

of transmission knowledge. How the counselors responded to the questions is discussed

below.

The counselors were in general knowledgeable about the how HIV/ATDS is and is

not transmitted. In regard to sexually related behaviors, all the counselors identified both
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vaginal and anal sex as being high risk behaviors (questions I and 7). Though studies

indicated that oral sex is generally a low risk sexual activity (Sheeley, 2002; Senterfitt,

2000), Mary, Themba, Beauty, Yegan, Chemist, and Sally believed that oral sex was a high

risk activity (question 18). On the other hand, Ephraim and Chipo thought it was a low risk

activity. The risk level of oral sex has also been controversial in the scientific community,

and until the advent of HW, oral sex has not been accepted as normal sexual activity in the

Shona culture. Therefore older or more traditional Zimbabweans may perceive oral sex as a

high risk activity even if it is not. Oral sex now is used among Zimbabwean youth as a way

of preventing pregnancy, reducing the risk of HIV, and "remaining" a virgin (personal

communication, 0. Mazodze, January, 2003). Masturbating and touching were identified

by all counselors as being no or low risk activities (questions 14 and 17). Seven counselors

were able to identify that kissing on the lips was a low or no risk activity, but one counselor,

Ephraim, thought kissing in the lips was a high risk activity (question 10). In regard to

deep/French kissing, Chemist, Sally, and Chipo thought that it was a no or low risk

behavior; Mary and Yegan thought it was a medium risk activity; and Themba, Beauty, and

Ephraim thought it was a high risk behavior (question 11). Like oral sex, deep/French

kissing has not been accepted among traditionalist in the Shona culture as normal sexual

behavior. Therefore, older or more traditional Zimbabweans may also perceive deep kissing

as a high risk activity even if it is not.

All counselors identified that counseling HP//AIDS clients, shaking hands, sharing

towels or soap, and being bitten by a mosquito were no or low risk situations in

transmitting/catching HP/ (questions 2, 5, 6, and 16). Seven counselors identified using

public toilets and sitting next to someone with HP//AIDS was no or low risk behaviors and

in each case Ephraim thought those were high risk activities (questions 19 and 20). Seven
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counselors were aware that spit/sneezes/coughs and sharing cigarettes were no or low risk

behaviors. However, Ephraim thought there was a medium risk associated with

spit/sneezes/coughs and Mary thought sharing cigarettes was a high risk behavior (questions

13 and 15). Six counselors responded that giving blood was a no or low risk activity, and

two counselors, Yegan and Epbraim responded giving blood was a high risk activity

(question 8). The counselors were less sure about the risk level involved in being bitten by

someone with HIV/AJDS (question 3). Themba, Beauty, Chemist, Sally, and Chipo thought

that bites are low or no risk. Mary, Yegan, and Ephraim thought being bitten by someone

who has HIV/AIDS represented a medium risk. Beauty, Yegan, Chemist, and Ephraim

believed sharing toothbrushes was a no or low risk activity; Mary and Chipo thought it was

a medium risk activity; and Themba and Sally thought sharing toothbrushes was a high risk

activity (question 9). This is a point that in Zimbabwe there has been confusion about. The

media in Zimbabwe at first said it was no/low risk, then medium risk/high risk, then said it

was not that risky, so it does not surprise me to see the variety of answers on this question.

Seven counselors thought that sharing needles was a high risk activity, but one counselor,

Themba, thought sharing needles was a no or low risk activity (question 4). In the case of

question 12, that is the risk level of being unhygienic, the counselors were most divided in

regard to their answers. Mary believed that being unhygienic was a high risk behavior;

Themba, Ephraim, and Sally said being unhygienic was a medium level risk; Beauty,

Chermist and Chipo said it was a no or low risk behavior; and Yegan wrote "unhygienic

about what?" The researcher purposefully asked this question because she heard this term

used in relation to sexual activity in Zimbabwe. For example, unhygienic may be used to

define someone (usually female) who has multiple sex partners or does certain types of

sexual activities, the term could be used in relation to having sex with a woman when she is
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menstruating, the term could be used in reference to someone who is believed not wash

their genitals thoroughly, or simply someone who does not take care of their grooming or

keep their bodily environment clean and tidy. I think the multiple definitions of the use of

unhygienic in Zimbabwe may have caused the counselors some confusion in how to answer

this question.

All in all these counselors were knowledgeable about how HIV is and is not

transmitted. In comparison to other health professionals from around the world in the

studies that were reviewed for this research, the counselors in this study are highly

knowledgeable. Unlike other health care workers, these counselors for the most part knew

that towels, toilets, social contact, handshaking, kissing, coughs and sneezes, mosquito

bites, and masturbation did not transmit HIV. In contrast to other studies conducted in

Zimbabwe, these counselors were also very knowledgeable. For the most part, unlike other

Zimbabweans in general participating in knowledge and attitude studies, the counselors in

this study did not subscribe to the beliefs that HIV was transmitted through

witchcraft/magic, poor hygiene, donating blood, sharing cigarettes, touching, and sitting

next to someone with HIV. In the studies reviewed for this research, mosquito bites, social

contact, towels, and toilets were the modes of transmissions most often reported as being

forms of transmission when they are not, yet the counselors in this study generally thought

that Hil/ was not transmitted in those manners. The majority of the answers considered

incorrect according to the Western perspectives about transmission were given by the eldest

counselor in the study. This counselor is located in a rural area. However, his female

counterpart missed only three questions. Age, location of counselor, and even one's access

to information and levels of academic training do not appear to have impacted on these

counselors knowledge of HP//AIDS transmission.
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The Interview

The interview revealed little in regard to the counselors' knowledge of the

transmission of HIV. Since the questionnaire results showed the counselors were vety

knowledge in this area the researcher did not specifically ask the counselors questionson

transmission. The data that were captured on transmission though reveals that the three

counselors that spoke of transmission were knowledgeable on the point.

Condoms can really help to reduce the transmission of HIV if used properly. You also
need a latex condom, not a skin condom, to make an effective bamer to the HIV
virus. Skin condoms allow the virus to pass through them. (Yegan)

Most transmission of HIV in Zimbabwe is through heterosexual contact followed by
mother to child transmission. There is also some transmission through homosexuality
and lesbianism, but the greatest for of transmission is through heterosexual partners.
(Chemist)

Mother to child transmission is very high form of transmission, but heterosexual
contact is the highest form of transmission in Zimbabwe. (Sally)

SECTION FOUR SUMMARY

With the exception of Counselor Six, Ephraim, the counselors were generally

knowledgeable in a Western context about how HIV is transmitted. This is particularly true

when the counselors' results are compared to the results of other health workers outside of

Zimbabwe and other Zimbabweans in general. The areas that the counselors were least

knowledgeable were in regard to how easily HFV is transmitted through bites, French (deep)

kissing, oral sex, and through the sharing of toothbrushes. The counselors' lack of

knowledge in these areas may be related to either misinformation in local media campaigns,

or the counselors limited knowledge, and experiences with, and taboos around, French

kissing, and oral sex. Appendix M contains a summary of the meaning units/themes of
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qualitative data this section.

SECTION FIVE

COUNSELORS' BELIEFS ABOUT THE ORIGIN OF HIV/AIDS

The Questionnaire

The data from Part Three of the questionnaire showed that though counselors agreed in

some points in regard to their beliefs about the origin of AIDS, in other aspects they were

varied in their beliefs. All of the counselors believed that AIDS exists (question 24). Seven

of the counselors did not believe that AIDS was a punishment from God for immoral

behavior (question 16). However, one counselor, Ephraim, thought maybe AIDS was a

punishment from God. Seven of the counselors did not believe that HIV/AIDS was caused

by magic or evil spirits (question 21). However, one counselor, Ephraim, believed it was

possible that HIVIAIDS was caused by evil spirits or magic. In regard to the counselors

beliefs if there was or was not a relationship between the origin of AIDS and homosexuality

(question 24), Sally thought HIV/AIDS was originally caused by homosexuality in the

United States, Yegan thought maybe it was, and the rest of the counselors did not believe

that HIV/AIDS was originally caused by homosexuality in the United States.

Question 31 asked the counselors to respond to the idea that HIV does not cause

AIDS. One counselor, Chemist, thought that HIV did not cause AIDS; Themba, Beauty,

Yegan, Ephraim, Sally, and Chipo thought that HIV did cause AIDS; and one counselor

did not know if HIV causes AIDS. The counselors were asked if they believed HIV/AIDS

originated in Africa (question 33). Mary agreed, but Themba, Yegan, and Chemist

disagreed, and Beauty, Ephraim, and Sally reported that they did not know if HJV/AIDS
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originated in Africa. Question 12 asked the counselors if theywere sure about where or

how HIVIAIDS originated. Themba, Beauty, and Chipo were unsure, Mary, Yegan,

Chemist, and Sally were sure, and Ephraim did not know what to think what the where and

how HJV/AIDS originated. In regard to question 17, Themba, Beauty, Chemist, and

Ephraim believed that it has not been established where or how HIV/AIDS originated,

Yegan and Chipo thought maybe where and how HIV/AIDS originated had not been

established, and Mary and Sally thought that where and how HIV/AIDS originated was well

established.

These counselors do not appear to perceive the origin of AIDS as something found

in the realm of cosmology, that is, a result of witchcraft, evil spirits, magic, or a punishment

from God. With the exception of Sally who thought homosexuality was the cause of

HIV/AIDS and Yegan who thought maybe HIV/A1DS was caused by homosexuality, in

general the counselors did not think homosexuality was the cause of HIV/AIDS. All of the

counselors believed that AJDS did exist, the majority (6) of counselors thought that HJV

caused AIDS and at least half of the counselors thought that where and how HIV/AIDS

originated was not really established. Only one counselor believed that HIV originated in

Africa.

The beliefs the counselors had about the origin of HWIA1DS show differences

between their perceptions and the perceptions that Zimbabweans at large may hold.

According to Simmons (2002) Zimbabweans in general subscribe to the following beliefs

around the origin of HIV/AIDS: HIV/AIDS does not really exist, HIV does not cause

AIDS, HIV/AIDS was developed in a laboratory unintentionally or intentionally, one's diet

cause HIV/AIDS, and HIV/AIDS is "runyoka" or other diseases that already exists, HIV is a

result of the breakdown of cultural and tradition, HIV is a result of Western influences, HIV
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occurs because people from different racial or ethnic groups are having sexual relationships

(this is believed to dirty the blood of each person in the couple). Since the source of his

data was unclear, the researcher inquired as to the source of the data, and no response was

received.

Taylor (2002) also reported this belief of "dirty blood." Sixty five percent of the

238 University of Zimbabwe students in Pitts, Wilson, Phillips, White, and Shorrocks

(1989) study believed that the cause of AIDS was known. In one study of 2,109 Harare

residents, two percent of the counselors believed HIV was a result of witchcraft (Moyo et

al., 1993). Layer, Borne, Kok, and Woelk (1997) found that older and uneducated farm

workers, particularly females, were likely to believe that AIDS was a result of divine or

ancestral intervention, or perceived it as a disease that has always existed in the community.

King (2002) in a generalized statement reported that few traditional healers in Africa

consider AIDS and African disease

The difference of counselors' perceptions around the origin of AIDS as compared to

Zimbabwean perceptions in general may be the result of the training all of these counselors

have had in HIV/AIDS counseling. However, since little literature actually exists about the

perceptions of Zimbabweans in general around the origin of HIV/ATDS and the information

from two of the sources Pitts, Wilson, Phillips, White, and Shorrocks (1989) and Simmons

(2002) at face value do not seem very reliable, only assumptions can be made about this

possible difference between the perceptions of counselors in this study compared to

Zimbabweans perceptions in general.
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The Interview

The counselors were asked "There seems to disagreement among some scientist and

people in general about the origin of AIDS and what AIDS really is, How do you think

AIDS originated and what do you think AIDS really is?" The counselors in general

revealed that they held various beliefs about where AIDS/HIV originated. Their response

also indicated that there are a number of ideas that Zimbabweans believe about the origin of

H1V/AIDS and that there may be some argumentation over the question about the origin of

HI V/AIDS

AIDS comes from 11EV. WV has it origins in West Africa. I believe that it is a real
disease, not something from witchcraft that many Zimbabweans believe. (Mary)

I have never really taken a side on that dispute, but AIDS is a horrendous cause of
death for various people on many continents. To me it is more important how to
deal with it then where it came from. I don't think I've every really got into the
debate, it's more how on earth do you get rid of it as opposed to how and where it
came from. (Beauty)

There are a number of schools of thought in terms of where HIV came from, but we
in Zimbabwe are not that worried about that now. What worries us is how do we
control the virus? Some say it was brought in by tourists, some say it was acquired
from monkeys, you know there are a number of theories and some still believe that
is not a disease at all. There was an argument that that HI\T/AIDS is America's way
of discouraging us from having sex. Not so long ago many people believed that.
But now I think we do not worry about actually where and how the virus came
because it is not very conclusive, it is also a very difficult question, but what
worries us the most is how we get rid of this. (Chemist)

I have come to a stage where it does not matter anymore where AIDS came from
but that we need to deal with it. (Chipo)

In trying to understand what the counselors thought about how HIV/AIDS

originated in Zimbabwe, the counselors were asked, "How did HI\T/AIDS come to

Zimbabwe in the first place?" There seemed to be no consensus as to how AIDS originally

came to be in Zimbabwe, but the counselors' responses indicated that they believed men, in
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one way or another, were responsible. Sally believed that men brought HIV to Zimbabwe

through being promiscuous. Mary and Yegan imply that men brought HIV/AJDS to

Zimbabwe as it is men who are usually truck drivers, start wars and rape during war, and it

is usually a male decisionlability to migrate. Their answers showed that they do not believe

that HIV/AIDS originated in Zimbabwe:

Through sexual contact with drivers, long distance truckers cover several countries
and are known to have sexual partners en route. (Mary)

Some man brought it here through having so many sexual partners. (Sally)

Through migration and because of wars. Some people go to other countries and
bring HIV to Zimbabwe. (Yegan)

It may be a lack of knowledge thing. Also it may sound a bit strange but in this
country there is not a lot else to do but have sex. It's a cheaper form of
entertainment than a lot of the other things that one may wish to do. (Beauty)

Additionally, Yegan, Ephraim, and Chipo pointed out that it did not matter how AIDS came

to Zimbabwe, but what was important was to "fight" the disease. All counselors have

expressed the idea that the origin of AIDS is not important, but what is important is

controlling the disease.

I don't know where AIDS originated in Zimbabwe, but it does not matter. The
matter is that it is here and we have to fight it. (Yegan)

I don't know what is important for now is to fight and defeat it. (Ephraim)

It does not really matter how it came. (Chipo)

As with the questionnaire results, the counselors indicated that there are many

possible ideas and believes that themselves' and Zimbabweans in general have about the

origin of HI V/AIDS. Despite these differences, all the counselors agree that it was not

important how or where AIDS originated, but rather to be focused on managing the

epidemic.
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SECTION FIVE SUMMARY

The results indicated that all of the counselors believed AIDS actually exists. Six

counselors (Themba, Beauty, Yegan, Ephraim, Sally, and Chipo) specified that they

believed HIV caused AIDS, Mary indicated she did not know if HIV caused AIDS, and

Chemist thought HIV did not cause AIDS. Around the issue of HIV/AIDS originating in

Africa, four of the counselors, Themba, Yegan, Chemist, and Chipo, did not believe it

originated in Africa, Mary did believe HIV/AIDS originated in Africa, and Beauty,

Ephraim, and Sally were not sure what to believe about the origin of HIV/AIDS. Despite

the difference of opinions, the counselors agreed it was more important to try tomanage the

epidemic than be concerned with the origin of HJV/AIDS.

In response to how to HIV/AIDS come to Zimbabwe, the counselors agreed that it

came to Zimbabwe from an outside source. Most of the counselors explicitly or indirectly

implied that men may have brought HIV to Zimbabwe. With the exception of Counselor

Six, Epbraim, all the counselors thought that HIV/AIDS was not caused by some

cosmological force. The counselors indicated that there is a variety of beliefs in Zimbabwe

around the origin of HIV/AIDS. The counselors indicated it was more important to try to

manage the HIV/AIDS problem than be concerned with how AJDS came to Zimbabwe.

Appendix N contains a summary of the meaning units/themes of qualitative data this

section.



118

SECTION SIX
COUNSELORS' ATTITUDES TOWARDS PEOPLE WITH
HIV/AIDS AND THE HIV/AIDS EPIDEMIC IN ZIMBABWE

The Questionnaire

The attitudes of the counselors towards people with HIV or AIDS were examined in

Part Three of the questionnaire. Questions 1, 3, 5, 8, 10, 14, 18, 22, 24, and 26 all pertained

to attitudes. In question 1 the counselors were given the following the statement to consider

"People with loose sexual morals deserve to have 11W-AIDS." Seven of the counselors

indicated, "No," and one counselor, Ephraim, indicated, "1 don't know." All of the

counselors indicated that they were willing to work with 11W/AIDS clients (question 3).

All of the counselors disagreed with the idea that the names of 11W/AIDS patients should

be kept in a register for public viewing (question 5). All of the counselors disagreed with

the statements, "If a friend of mine had 11W/AIDS I would not maintain the friendship"

(question 8), and "if my spouse had 11W/AIDS I would leave him/her" (question 10). The

counselors all disagreed with the idea that people with HIV/A1DS should be quarantined

(question 14). In regard to questions 18, 22, and 24; in each case seven of the counselors

disagreed with the questions, and in each case one counselor, Ephraim, agreed with the

questions. These questions respectively are: "Most people who have AIDS only have

themselves to blame," "Children should be removed from parents who are 11W positive,"

and "HIV infected people should be marked." Tn question 26, six of the counselors

disagreed with the statement "I would not like to sit next to someone with 11W/AIDS" and

two counselors, Ephraim and Sally agreed with the statement. These two counselors were

employed in the rural areas at the same mission hospital.
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For questions 22 and 24, it was the same counselor, Epbraim, who agreed with the

statements. This same counselor believed that fly/AIDS could be caused by evil spirits or

magic, and thought maybe a traditional healer could cure fly/AIDS. Ephraim was also one

of the persons who denoted they would not like to sit next to someone with HW/AIDS.

This counselor also lacked some basic transmission knowledge that was recorded in Part

Four of the questionnaire. However, Ephraim was generally knowledge about HW/AIDS.

This counselor is the eldest of the counselors and located in a rural area. As such he may be

more apt to have a traditional perspective in regard to HIV/AIDS than the other counselors

in the study. In the case of this counselor, knowledge of HW/AJDS does notappear to have

impacted on his attitude towards people with fly or AIDS. Pambookian (1992), Kaplan

and Worm (1993), and Rimmerman and Sheffi (2002) found that contact with people with

HIV/AIDS was a better predictor of positive attitudes toward people with HIV/AIDS than

knowledge levels of HIV/AJDS were. The questionnaire did not address the counselors'

attitudes towards the AiDS epidemic in Zimbabwe.

The Interview

Counselors' Attitudes Toward People with HI V/AIDS

In attempting to further understand the attitudes of the counselors towards people

with HIV/AIDS, the counselors were asked, "What would you say are your attitudes toward

HIV/AJDS or people with HIV/AIDS?" Mary and Themba revealed that they had empathy

for people with HIV/AIDS:

I feel sincerely bad for them I have a lot of compassion, empathy, and even pity for
people with AIDS. (Mary)
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I have a positive supportive and empathetic attitude. (Themba)

Themba, Beauty, Yegan, and Sally expressed that they had positive attitudes toward people

with HIV/AIDS:

I have positive thoughts and feelings for Hill/AIDS a positive attitude (Beauty)

I have a positive attitude, I have even had HIV positive members ofmy family live
with me. (Yegan)

I have a positive attitude. (Sally)

Two counselors, Ephraim and Chemist, based on their remarks also indicated that they have

positive attitudes toward people with Hill/AIDS:

I accept and respect HIV/AIDS clients. (Ephraim)

When I look at a person with HIV/AIDS I see a person who is part of the
community. They are not special people; they are just like me, like you, like any
other person. They must be given equal treatment they must be treated like they are
people. (Chemist)

In trying to identify the attitudes that Zimbabwean counselors in general had about

HIV/AIDS clients the counselor were asked, "What do you think are Zimbabwean

counselor's attitudes toward HIV/AIDS or people who have HTV/AJDS?" The responses of

the counselors showed that the counselors believe most Zimbabwean counselors have

positive attitudes toward HIV/A1DS clients. Themba and Chemist reported that they

thought Zimbabwean counselors as a whole had supportive attitudes:

Have positive supportive and empathetic attitude. (Themba)

They are very supportive. They have gotten over their fears and other attitudes like
that. (Chemist)

Themba, Yegan, and Ephraim believed that they have positive attitudes:

I would say generally they are positive. (Yegan)

When you hear some other counselors talk, it is a problem that seems like it will

never go away and that gets bigger everyday and is overwhelming. But most
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counselors I know have a positive attitude and are not giving up. (Ephraim)

Beauty said:

Mostly compassionate and "thank god it is not me" some "I hope it is not me."
(Beauty)

Mary also brought in the ideas of "compassion" and "support:"

I hope they feel compassionate and are concerned to provide good support. (Mary)

Counselors' Attitudes Toward the HIV/AIDS Epidemic in Zimbabwe

Though the counselors were not specifically asked about their attitude toward the

AIDS epidemic in Zimbabwe, an image did emerge from the data. The counselors were

divided over their attitudes toward the HIV/AIDS epidemic in Zimbabwe. Mary, Beauty,

and Yegan believed that though 11W/AIDS presented a maj or crisis in Zimbabwe, that they

had hope that the epidemic could in the future be turned around. For example:

Until things improve [the problems in Zimbabwe], I don't see any hope with the
situation. If we can get some type of stable political situation. It worked in Uganda
because it did not have such a fragmented and volatile society that we have here.

I think the whole education campaign wasn't effective here at all. I think that
has perhaps now changed and has improved. (Mary)

I think people are doing their best. Probably what should be done now is to try as
much as possible to contain the virus so that they can prevent further infection. . -.
think the political system goes through stages in regard to a response. Even up to
now, there is this same denial about the problem. But I think the governments in
the Southern African region have done a lot to address the problem... change will
come. (Yegan)

Chemist stated that Zimbabwe was failing to stern the HIV/AIDS epidemic but that small

progress occurred:

I do think it is a problem; the problem is very big and even though we are by all
means trying to make some interventions. But we are sort of failing because the
problem has actually gong out of hand. This is my personal view that we are
failing. . . even though we are making minor strides. (Chemist)



122

Chipo was the only counselor who appeared to have no hope about the situation:

You come away from these conferences feeling hopeless because there isno
solution. ... We are failing to come up with the mechanism to unite knowledge and
behavior, so that the knowledge somebody has can be transmitted into positive
behavior change. You see people who acknowledge, they know the consequences of
having extra marital sex but still they will continue. So that is having its own impact
in that the results are that you have continuously have more new infections, you
continuously have a new resistance, you deal with a new epidemic, that is the
impact of the epidemic, the numbers of orphans, the number of people who need
care and the scenario does not get any different. (Chipo)

In attempting to make a comparison to other studies conducted in Zimbabwe that

addressed attitudes, it was found that two of the studies that were to address attitudes,

Adamchak, Mbizvo, and Tawanda (1990) and Nyachuru-Sihiangu and Ndlovu (1992), did

not actually refer to the counselors attitudes towards HW/AIDS or people with HIV/AIDS

in their results or discussion. Moyo, et al. (1993) investigated the knowledge of and

attitudes towards HIVIAII)S among 2,109 respondents in Harare. In this study

approximately one-quarter of the participants indicated they would not be supportive of

people with AIDS, that they would evict HIV positive renters, and would tiy to avoid

schoolmates, co-workers, and neighbors that had AIDS. Pitts, Jackson, and Wilson's

(1990) study of social workers knowledge and attitudes towards H1V/AIDS concluded that

of the fifty-three participants in their study the respondents overall denoted a positive

attitude towards PWA. Like counselors, most social workers would have some degree of

knowledge, training, and experience with people with HI V/AIDS. Since in most of studies

on knowledge and attitudes reviewed for this research have not indicated that knowledge

correlates with attitudes, some combination of knowledge, experience, contact, place of

employment, and training may account for the counselors and social workers positive

attitudes towards people with HIV/AIDS. No studies were found that indicated

participants' attitudes toward the HIV/AIDS epidemic/pandemic.
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SECTION SIX SUMMARY

With the exception of Counselor Six, Ephraim, the counselors in this study

indicated on the questionnaire and during the interview process that they had positive

attitudes towards people with HIV/AIDS. All of the counselors believed that counselors in

general in Zimbabwe had positive attitudes towards people with HI V/AIDS. Though from

his questionnaire answers Ephraim appeared to have negative attitudes toward people with

HIV/A]DS, he stated in the interview was accepting and respectful of his HIV/AIDS clients.

The counselors had a variety of thoughts about if the AIDS epidemic in Zimbabwe could be

turned around. All but Counselor Eight, Chipo, expressed the hope and belief that the

epidemic could be at some point be prevailed over. Appendix 0 contains a summary of the

meaning units/themes of qualitative data this section.

SECTION SEVEN
COUNSELORS' FEELINGS WHEN PROVIDING HIV!AIDS
COUNSELING

The Questionnaire

Part Five of the questionnaire asked counselors about the feelings (emotional

reactions) they experienced when counseling clients about HIV/AIDS. Questions 1 tol4

asked about specific feelings, question 15 asked the counselors to write in any other feelings

they experienced while counseling HIV/ATDS clients, and question 16 asked if they

experienced any particular feelings while counseling HIV/AIDS clients. Counselors could

respond to any of the following, "Yes," "Sometimes," "No," or "I don't know."

All of the counselors reported feeling empathy, compassion, and the desire to help
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in regard to their clients. All of the counselors stated that they were accepting of their

clients. Seven of the counselors did not feel threatened while counseling H[V/AIDS clients,

but Chipo indicated she sometimes felt threatened. Likewise, seven counselors reported that

they did not fear catching HI V/AIDS while counseling their clients and one counselor,

Yegan, reported sometimes that they feared catching AIDS from his clients. While six

counselors specified that while counseling HIV/AIDS clients they did not experience fears

of death and dying, two counselors, Chemist and Ephraim reported they did experience

fears about death and dying. Five counselors (Mary, Beauty, Chemist, Ephraim, and Chipo)

reported being sad; one counselor, Yegan, reported sometimes being sad; and two

counselors, Themba and Sally, reported that they did not feel sadness when counseling

HIV/AIDS clients. Three counselors, Beauty, Chemist, and Chipo, indicated they

experienced feelings of helplessness; two counselors Mary and Yegan, sometimes

experienced feeling helpless, and three counselors Themba, Ephraim, and Sally said they

did not experience feeling helpless. In regard to feelings of inadequacy, Beauty arid

Chemist said they experienced feelings of inadequacy, Mary, Themba, Yegan, and Chipo

said they sometimes felt inadequate, Ephraim and Sally were apparently unsure if they

experienced feeling inadequate when counseling HTV/AIDS clients. Chemist, Ephraim,

Chipo reported feeling anxiety when counseling HIV/AIDS clients, and Mary, Themba,

Beauty, Yegan, and Sally said they did not experience anxiety when counseling HIV/AIDS

clients.

When asked about feelings of conflict, Chemist and Ephraim indicated that they

experienced emotional conflict when counseling HIV/AIDS clients (Question Four). Yegan

reported that he sometimes experienced conflict; and Mary, Themba, Beauty, Sally, and

Chipo indicated they did not experience conflict when counseling HIV/AIS clients. Two
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counselors, Chemist and Ephraim, indicated they over-identified with HIV/AIDS clients

(question 12). Chipo reported that she sometimes experienced over-identification. Mary,

Themba, Beauty, and Yegan indicated that they did not over-identiQi with HI V/AIDS

clients. in regard to anger, Beauty, Chemist, and Ephraim reported that they experienced

anger when counseling HIV/ATDS clients. Mary, Yegan and Chipo reported that they

sometimes experienced anger, and Themba and Sally reported they did not experience anger

when counseling clients that had HIV/AIDS. In regard to other feelings the counselors

experienced, the counselors reported that they felt frustration, irritation, ambivalence, shock,

and remorse. None of the counselors reported they did not feel any particular feelings when

counseling HIV/AIDS clients.

The counselors had positive feelings for HP//AIDS clients. They all experienced

feeling empathy, compassion, and the desire to want to help their clients. All but one

counselor did not feel threatened by their HIV/AIDS clients, and only one counselor

indicated they feared getting HIV from their clients. The majority of the counselors (6) did

not experience fears of death and dying when counseling HIV/AIDS clients. The

counselors appear to feel comfortable with their clients. Since the counselors in this study

have positive attitudes towards people with HP//AIDS, these results are not surprising.

However, when taken in the larger context, these finding are unusual. This is becausemany

studies reviewed for this research showed that heath professionals have negative attitudes

toward people with HIV or AIDS. Even in the Zimbabwean studies that addressed

attitudes, only one study (Pitts, Jackson, & Wilson, 1990) indicated that Zimbabweans (in

this case, social workers) had a positive attitude towards people with HIV or AIDS.

These finding are also unusual in the sense that only two of the counselors

expressed they experienced fears of death and dying when counseling their HP//AIDS
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clients. Kiemle (1994, UK), Britton, Cimini, and Rak (1999, USA), and the lilY

Counselling Research and Evaluation Group (1999, South Africa), all inform that grief and

loss are central issue for lily/AIDS counselors because they create psychological stressors

for the HIV/AIDS counselor.

Zimbabwean counselors experience not only the loss of clients to AIDS but also the

loss of friends, family, neighbors, and colleagues. Another study indicated counselors in

Zambia also experienced multiple client and personal losses to AIDS (Baggaley, Suiwe,

Kelly, Macmillan & Ndovi, 1996). I have observed that Zimbabweans who have suffered

multiple HIV/A1DS losses, of which many Zimbabweans have, tend to view loss from

AIDS as a normal part of life. This attitude may be why only two counselors expressed they

experienced fears of death and dying when counseling their HIV/AIDS clients. Likewise,

having to constantly deal with death and dying may make death not as traumatic as it would

be otherwise.

The counselors expressed less fear of HIY/AIDS than participants of other studies

conducted both inside and outside of Zimbabwe. Besides the thirteen studies that were

reviewed in Chapter Two that indicated participants feared HIV/AIDS and people with lilY

or AIDS, seven additional studies gathered up for this research (PiUs, Wilson, Phillips,

White, & Shorrocks, 1989; Dow, & Knox, 1991; Kaplan & Worm, 1993; Pitts, Bowman,

& McMaster, 1995; Cartoux et al., 1998; Cok, Gray & Erserver, 2001) indicated that fear of

lilY was conirnon occurrence among health workers (nurses doctors, dentists), mental

health specialists, social workers, and the public at large. Peltzer and Dijker (2002) found

that Zimbabwean university students expressed a greater amount of fear towards people

with HIV/AII)S than university students in Uganda, South Africa, and Nigeria, but more

positive attitudes toward people with H1V/AIDS.
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Though most of the counselors in this study have much experience with HW/AIDS

clients and have a number of hours of training in HW/AIDS counseling, and several are

well known in the country for their counseling skills and professionalism, the counselors

still experienced feelings of helplessness (63%), inadequacy (90%), and anxiety (38%).

Apparently these feelings are not uncommon to HIVIAIDS counselors. Hunt (1997) looked

at counselors' experiences when thinking about working with people with HTV/AIDS. Hunt

found that 29% of the counselors in his study experienced feeling helplessness and 15%

experienced anxiety. The difference between the two studies is sample size, Hunt had 208

counselors and this study had eight. Hunt did not examine the feelings of counselors when

counseling HIV/AJDS clients, but rather while they were thinking about working with

people with HIV/AIDS. Only 54% of Hunt's sample had counselors that actually had ever

counseled HIV/A1DS clients. If Hunt's counselors had HIV/AIDS clients, the results may

have been very different in his study. In others words though there are discrepancies

between the findings, it is obvious that counselors have certain feelings about HIV/AIDS

counseling. Even counselors who never even counseled HIV/AIDS clients experienced

feelings of helplessness and anxiety when they just thought about counseling H1V/AIDS

clients. Baggaley et al. (1996, p. 11) identified that counselors in Zambian also "share

many of the anxieties of their clients." Capone et at. (1992) found that American counselors

experienced high levels of anxiety and frustration with HIV/AIDS clients.

Kiemle (1994) states that counselors go through a process of feeling and containing

the clients' depression, despair, and anxiety within themselves as clients project their

anxiety, depression, and despair onto the counselor in an attempt to psychologically

"survive and carry on" p. 35l). Farber (1994) identified a phenomenon of helplessness

among psychotherapist that counsel HIV/AIDS clients. Britton, Cimini, and Rak (1999)
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reported that one of the common feelings experienced by graduate student counselors

working with HIV clients is their ineptitude. Counselors' feelings of helplessness,

inadequacy, and anxiety seem to be a normal part of the emotional process for counselors

who counsel HIV/AIDS clients.

The counselors in this study also experienced conflict, over-identification with the

client, anger, frustration, remorse, irritation, and sadness while counseling their clients.

Britton, Cimini, and Rak (1999) suggested that some of the reasons graduate student

counselors frequently feel angry while counseling People with H1Vor AH)S is that the

counselors develop a growing awareness of the "profound violations" HIV/AIDS clients

regularly experience. In Hunt's (1997) study, 52% of the counselors experienced sadness

while counseling HIV/ATDS clients, 12% experienced anger, 5% experienced feeling

threatened, 2% experienced guilt (remorse) and 1% felt they over identified with the client.

The Interview

Thoughts and Feelings that Counselors Experience when Clients Reveal
They are HIV Positive

The counselors were asked, "When a client reveals they are HIV positive

what kinds of thoughts and feelings do you have?" The counselors reported that some of

the first thoughts they had revolved around how they could best help the client. Though

different ideas ran through the counselors' mind, they were all focused on the client's needs.

The counselors' responses revealed that they were aware of the physical, psychological, and

social issues that surround their HIV/AIDS clients. The counselors stated that they thought

about the health of the client and how to maintain client's health, about educating the client
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about HIV/AIDS, providing the client with hope, understanding the psychological frame of

mind of the client, identifying the client's current situation and what areas they may need

help with, what the client and themselves will experience, and how and if they can help.

Though all counselors stated that the first thing they thought about was how to help

the client, Mary, Beauty, and Chipo related that the first thoughts they had were of both the

client's physical health and of the client's family. Mary and Beauty also indicated that they

thought of how they would be impacted by the experience as well:

One of the first things I think about is how the client, their family, and myself will
be experiencing these plateaus of the client is in really good health and then dipping
down again. (Mary)

I kind of look at what their medical picture is at that point and try and work out how
we can keep them as well as possible. I see if I can get a picture of the family and
see who else might be affected by this. I sort of wonder how open they are going to
be with their spouse. That is really where I am, they have got a tough period ahead
of them. As a counselor it will be tough on me too. (Beauty)

When a client says they are HIV positive usually my first thoughts are of trying to
understand their current situation with their health and with their families and
communities, how the person must feeling, and which areas they might be
requesting for assistance. (Chipo)

Sally said she considered the psychological health of the client first:

Some clients think about killing themselves so I try to understand their moods.
(Sally)

The counselors also responded to how they felt when clients revealed to them that

they were HIV positive. The counselors expressed that they experienced both positive and

negative emotions. They felt hopeful, uplifted, useful, and had feelings of admiration for

the bravery of the client. The counselors were though more focused on the negative

emotional experiences they had. They reported feeling overwhelmed, horror, having

feelings of hopelessness, apprehension, fearful, sad, unsure of their ability to help; and one

counselor said the process can be tiring.
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The counselors revealed that they experienced self-doubt because they were

not sure if they were helpful. Themba, Chipo, and Sally stated despite their self-doubt that

they still try to be useful to the client. This seems to express the idea that the counselors

feel hopeful:

I use my skills to try and help or empower the person according to what he or she is
feeling. Sometimes I am not sure I can help though. (Themba)

I feel like I can be useful to the client but at the same time Ican feel
overwhelmed. (Chipo)

You know it is awful when someone has HIV. I feel sad for them when they say
they have AIDS. I am not always sure I can help so I can feel fearful. (Sally)

The counselors' responses above may have also indicated that they have conflicting

feelings about their abilities to be helpful. Chemist directly relayed his conflicting

emotions, and directly expressed a feeling of hope:

Personally I feel both hope and hopelessness. 'When a person comes, there are a lot
of feelings that come to my mind both positive and negative. HI V/AiDS raises a lot
of emotion in counselors some of the feelings are very positive and hopeful, some
are feelings of hopelessness. (Chemist)

Mary reported that her feelings depended on the appearance of the client in relation to the

physical manifestation of AIDS:

How I feel somewhat depends on their physical appearance and their emotional
state. I have to say if someone is looking ill already and they come in saying they
are positive my heart sinks because I know this is such a horrible, horrible disease.
They look horrifying. I feel sincerely bad for them and I think what a horrible
journey to have to take. But when they are asymptomatic and have an early
diagnosis and they are feeling well and they have the resources to be able to feed
themselves and they have a pretty good supportive family I feel very uplifted by it
and I have no real negative reaction that. (Mary)

Counselors' Feelings of Inadequacy

Though the counselors in this study are both trained and experienced in working
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with HIV/AIDS clients, all the counselors but one (Sally) experienced feelings of

inadequacy in relation to counseling HIV/AIDS clients. Sally answered that she ". . .was not

sure if she experienced feelings of inadequacy." Because of this it seemed useful to explore

why the counselors felt inadequate. The counselors were told: "Almost every counselor

taking part in the questionnaire said they experienced to one degree or another, anger,

helplessness, and inadequacy. So what do you think could be done to make counselors feel

more adequate as HIV/AIDS counselors?" The answers denoted that the counselors

believed that feelings of madequacy result mainly from a lack of training, counselors'

personal perceptions about their competency, lack of support for counselors, case overload

of counselors, and the variety of problems that are associated with HW/AIDS that their

clients experience. None of the counselors referred to their ovm experience of feeling

inadequate. Mary indicated that she did not have feelings of inadequacy, although on the

questionnaire this counselor did report that she "Sometimes" experienced feelings of

inadequacy when counseling HJV/AIDS clients.

Most of the counselors expressed the idea that feelings of inadequacy were a result

of a lack of training:

If counselors passed their training, their skills are adequate and they are enough.
Many counselors though are not trained that well so they could feel inadequate.
(Themba)

Because of the dynamic you are undergoing with HIV, I think people need to get
appropriate training. Personally I think we have some counselors with skills, but
many who do not have the skills. (Chemist)

Themba and Chipo spoke of how counselors' lack of experience and!or the complexity of

HIV/AIDS counseling may make counselors feel inadequate:

I think it has to do with attitudes, skill, or because they [counselors have a
problem they never faced before with a client. (Themba)
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The problem is when you are dealing with people's lives every case is unique and
different from the first one. A counselor is bound to feel inadequate because each
case is different so they may not know what to do. (Chipo)

Beauty replied that they believed inadequacy was a result of a lack of a support system for

AIDS counselors:

To make counselors feel more adequate, there should probably be some sort of
support system open to any AIDS agencies where people can, you know, get
together, mingle around. Just something. AIDS counseling is difficult so there
should attempt to build in a support system to help, but at the moment that doesn't
happen. (Beauty)

Sally believed that having too many difficult cases a day led to feelings of being

overwhelmed and inadequate:

I think the counselors must not have 3 or 4 difficult cases on the same day. This
could make the counselor feel inadequate because it is hard to take care of so much.
(Sally)

Counselors' Feelings of Anger

In the questionnaire results, Mary, Beauty, Yegan, Chemist, and Ephraim stated

that they experienced anger when counseling HIV/ADS clients. To try to understand the

context of the anger, the counselors were asked "Do you have any ideas about what would

make HIV/AIDS counselors feel angry while counseling HP//AIDS clients?" The

counselors, even the two counselors that indicated they did not experience anger (Themba

and Sally), were able to identify a number of reasons why anger would be experienced.

Beauty, Chemist, Sally, and Chipo reported that their feelings of anger derived from client

behavior. Similarly, in an American study half of the counselors also experienced anger

with client behavior (Capone, 1992). Mary, Sally, and Chipo expressed anger with the

processes that help to fuel the epidemic (government policy/practice, erroneous beliefs

about HP//AIDS, AIDS organizations that do not do the work they should be doing,
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individuals who knowingly spread HIV). This finding is similar to the findings of the South

African HJV Counselling Research and Evaluation Group (1999) who reported that "A

demanding and unresponsive bureaucracy generates a set of problematic stressors for

counselors at a level of daily work experience..." (p. 89). Themba, Beauty, Yegan, and

Chemist saw anger related to the counselors themselves. That is, counselors lack of skill

and training, isolation of counselors, lack of supervision arid support, counselors who have

HIV/AIDS as a personal issue, and the counselors' feelings of inadequacy. Beauty and

Chipo stated counselors can feel angry because there are innocent victims of HIV.

Anger seemed to be an important issue for the counselors and the counselors

seemed to be more willing to own up to their feelings of anger than there feelings of

inadequacy. Themba, Beauty, Chemist, Ephraim, Sally, and Chipo were able to talk about

their personal anger. However, Yegan remained detached from the emotion though in the

questionnaire he indicated that he "sometimes experienced anger." Mary, who expressed in

the questionnaire that she felt anger, stated in the interview that she did not experience

anger. Both counselors though readily identified where anger could be derived from.

Themba and Sally who indicated in the questionnaire that they did not experience anger,

related in the interview personal feelings of anger and spoke of how it is difficult sometimes

for them to contain the anger.

Themba, Yegan, Ephraim, and Chipo pointed out that the behavior of their clients

made them feel anger. For example:

sometimes if you are in the same sort of locality and this person [the client] you
know what he or she used to do or does. Maybe this person has affairs. If you are
not a very disciplined counselor, yeah, you may feel angry. I know you are wrong,
but that anger somehow comes in. I think sometimes it's natural that people feel
angry. (Themba)

You know any time with AIDS clients, sometimes as for me, when I can't get a
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client to understand and they act in a way that endangers others I get angry. Say
you have a couple, and the HIV positive husband refuses to tell his wife that he has
HIV. Other times the couple will blame each other for the HIV, no one wants to be
responsible and you have to listen to them argue. (Ephraim)

Mary, Yegan, and Chemist mentioned that a counselors' personal connection to HIV might

make them feel angry when counseling HP//AIDS clients. Chemist explained:

Some of the people, the counselors, also come from families were HIV/AIDS is a
problem and some of them are positive too. If they see people dying and having
problems they become angry because of transference and fears because it makes
them feel powerless because they know they will also die of AIDS and they have
many problems about AIDS. (Chemist)

Yegan and Chemist thought that a lack of counselor support lead to counselors

experiencing anger. The counselors shared:

Counselors have H1V knowledge but only basic counseling skills so they lack the
ability to provide adequate counseling services. They have no support service...
(Yegan)

HP//AIDS counselors should not be in isolation, but most are so they have no
support to help them with their own feelings. (Chemist)

Beauty and Chipo expressed anger because some clients knowingly infect others or that the

client themselves is an innocent victim. Chipo contributed:

When the person being counseled was infected unknowingly, and it may be
apparent that the person who infected them knew their status. A typical example is
that of a man who rapes a woman to be cleansed, or rapes a virgin girl or even
remarries after a spouse or lover has died of AIDS, and they know they are also
infected. This makes a counselor angry, or I do get angry. (Chipo)

Mary stated she feels no anger but believes that the anger could result from the

government's lack of response to the health crisis in Zimbabwe and organizations that do

very little despite the in flow of money into the organization:

I am not sure where the anger and inadequacy comes from, but I don't have an
answer for that because they are not really emotions that I personally experience.
One can get pretty angry though and fed up and annoyed at the government because
the health system has collapsed. We are doing an enormous amount that the
Ministry of Health should be doing. There are also AIDS organizations getting a lot
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of money, and it seems doing very little, so I think that is probably where a lot of
the anger is directed (Mary).

Counselors' Feelings of Helplessness

The questionnaire results indicated that five of the eight counselors (Mary, Themba,

Beauty, Yegan, and Chipo) experienced feelings of helplessness when counseling HIV/ADS

clients. In order to better understand this phenomenon, the counselors were asked, "What

about HIV/AIDS counseling makes counselors feel helpless?" The counselors responded

that feelings of helplessness came from working with clients with limited financial resources

because the client could not take care of themselves; from being in similar circumstances as

the client (that is HIV/AIDS is a personal issue for the counselor); the magnitude of the

problem; the overwhelming nature of the problem; knowing that the client will die no matter

what counseling you provide; and lack of training, supervision, and support services. The

HIV Counselling Research and Evaluation Group (1999) also related that counselors

experience stress in regard to the overwhelming nature of AIDS. This may have indicated

that the South African counselors in their study also felt a sense of being overwhelmed.

Chipo, who revealed on the questionnaire that she felt helpless, said during the

interview that she personally did not feel helpless or hopeless anymore because she was now

taking a live positively approach with her clients. Mary, who indicated on the questionnaire

that she "sometimes felt helpless" relayed in the interview that she did not experience

helplessness, but provided what seemed to be a personalized example of why counselors

would feel helpless. Likewise, Yegan indicated on the questionnaire that he "sometimes felt

helpless," but he was unable to personalize his answer.
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There seemed to be little in the way of well developed themes in regard to

helplessness but Yegan and Beauty specified that the magnitude and overwhelming aspect

of the problem is what made counselors feel hopeless. For example, Beauty said:

I think it is the magnitude of the problem that makes counselors' feel helpless. If
you think of one in four, I mean, the figures keep changing all the time, but they
only get worse. One in four, if you pick on any group and you think one in four
from this group and just think of the ripple effect of each of those people on their
families, parents, siblings....wham, wham, wham, I mean its one a week, two a
week, three a week, so they can't really do the grieving. ... Counselors can also
start feeling helpless because of their limited skills. (Beauty)

Chemist and Ephraim thought that counselors felt helpless because they knew their client

would die:

It can make you helpless and hopeless because you see that people have an infection
that can not be cured. (Chemist)

Because they know that sooner or later their client will die of AIDS. (Ephraim)

Of interest is that Mary spoke of counselor helplessness being related to clients with limited

income and an overall feeling of powerless in the face of systems you cannot control:

I think there is a sense of helplessness when working with a family of limited
resources and they do not have the capacity to make someone comfortable and pain
free. And yeah, I guess that, I guess you are pretty helpless to do anything about it
because systems and organizations are hard to target. (Mary)

Themba referred to counselors feeling helpless because like the client they may also have

HIV, and Sally thought a lack training and support for counselors made counselors feel

helpless.

Sometimes it's very difficult to carry on and you feel helpless because you are also
thinking about yourself and at the same time you want to try to encourage and help
the client. It's a bit difficult situation. Let's say I'm in the initial stage of knowing
that I am infected [with HI'V] and there is a person who is telling me her problems
about the- of the ailments coming out of being positive... saying I'm not coping up
with A, B, C, D and E... it's too difficult for me, it's too painful here and there and
I'm facing difficulties with my relatives and families; they are denying me and so
on. Yet you are also sort of thinking: "This is where I'm going." So many have
AIDS that there are a few counselors who can take it up and say, "Please, can I refer
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you to another counselor?" So you will feel helpless and try to help yet you need to
be helped yourself there. (Themba)

I think counselors get helpless because they do not have enough courses, and
having no one to discuss with, no supervisors to help. Ish ["Ish" is an expression
with no direct translation, but in this case may be interpreted as "for goodness
sakes"], we could meet other counselors at workshops to discuss these things.
(Sally)

Counselors' Feelings of Frustration

The counselors were not asked about their feelings of frustration in the

questionnaire. However, one counselor, Mary, wrote in that she experienced frustration, so

it seemed like "frustration" may be a fruitful area to explore. Exploring counselor

frustration could provide more information about the counselors' feelings and also

information about how to better train counselors to work with H1V!AIDS clients.

Therefore, the counselors were asked, "What part of the HIV/AI1)S counselingprocess is

the most frustrating for you?" All of the counselors except Yegan conveyed their

frustrations in terms of the client. The parts of HIV/AIDS counseling that the counselors

felt most frustrated with were the yo-yo effect of clients' health, clients that would not take

responsibility for their problems, clients' response to the results of an HJV test, youth clients

that did not take the situation seriously, lack of client progress, and lack of training.

Mary and Beauty spoke of that though everyone [the client, the family, and the

counselor is relieved when a client revives and regains health, it is frustrating to repeatedly

prepare for the death of the client and then the client rallies:

I think it does frustrate us (counselors) in that we can't predict when the client
might die and let the family know what is actually happening. We have made many
mistakes in preparing the families for imminent death, only to have the person rally
in a week's time and the person is out in the garden walking again. And it is that
yo-yoing, and it can be a nice thing for a counselor, a positive nice side to see the
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client revive, but you always know the end result will be death. (Mary)

Mary and Chemist felt frustrated when their clients acted irresponsibly. For example:

Giving the results whether the results are positive or negative. I say negative
because lots of times they say they are going to go out and celebrate that they are
not positive and that means getting a women, or sometimes a man. They don't
understand that they have to stay HIV negative, that they can easily become HIV
positive. (Chemist)

Ephraim and Sally felt frustrated when counseling the youth:

You can see some very young people being HIV positive and when you are talking
to them they are going about having sex with anyone even though they are HIV
positive. They can bring AIDS to their spouses or partners. (Ephraim)

I think continuing our counseling for the next generation because the youth don't
want to listen. (Sally)

Yegan thought that counselors would feel frustration from a lack of training:

Counselors get frustrated because of a lack of training. They can only address the
most basic educational issues, not really do counseling. When they have to do
counseling, then they can't. They don't know how to proceed. (Yegan)

Counselors' Personal Fears about HIV!AIDS

The counselors were asked if they had any personal fears about HI V/AIDS. The

counselors provided a variety of answers. Epbraim, Sally, and Chipo indicated that they

had personal fears about how HIV!A1DS may impact on them personally:

I don't want to get it. (Ephraim)

If one will die of AIDS, dying of AIDS is very hard. So that is kind of scary.
(Sally)

The more I lose close relatives I fear I will not be able to cope with the extended
family that I will have to support. (Chipo)

Yegan and Chemist saw fear in a broader context:

Well it is a public health problem that is created through sexual behavior, I think it
will change all the attitudes that we were brought up to know about. I think people
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will be scared, I think it HIV will give us an altogether different cultural meaning
because culture is changing because of HIV. (Yegan)

That if a cure is not found, Zimbabwe will be a graveyard. I don't want to see
Zimbabwe being robbed of its future generation; I don't want to see being a country
of orphans. I don't want to see Zimbabwe become and economically backward
country because all the educated people are wiped away. (Chemist)

Mary and Beauty said that they had no personal fears:

I don't have any. (Mary)

I am not afraid of picking it up I have one partner (husband) and I know our blood
transfusion services is one of the best in the world, so I do not have fears about that.
(Beauty)

The counselors did express some personal fears about HI V/AIDS. These fears

though do not seem to be related with catching HIV from their clients as indicated by the

questionnaire responses. This is an unusual finding because many studies showed that

health professionals have fears about catching HW from their clients.

SECTION SEVEN SUMMARY

All of the counselors were aware that they experienced particular feelings while

counseling HIV/AIDS clients. These feelings were both positive and negative. The

feelings in some cases were directed at the client, at other times at the counselors

themselves, or at the environment (political, social, cultural, and economic contexts).

Specifically, the positive feeling that were reported by one or more of the counselors were

hopeful, positive attitude, uplifted, usefullhelpful, and having feelings of admiration for the

client. The negative feelings that were reported by one or more of the counselors were over-

identification, conflict, anger, fear, sadness, helpless, inadequacy, anxiety, overwhelmed,

hopeless, apprehensive, frustration, horror, distress, unsure, irritation, ambivalence, shock,
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remorse, tiring, and trying.

It is not clear if the counselors experienced more negative or positive feelings or if

more negative feelings were reported because the questionnaire mainly focused on

identifying the counselors' negative feelings. Likewise, during the interview, anger,

helplessness, inadequacy, and frustration were focused on. However, during the interview

before examining counselors feelings of anger, helplessness, inadequacy, and frustration,

the counselors were asked, "When a client reveals they are HIV positive what kinds of

thoughts and feelings do you have?" In response to this question, the counselors reported

twice as many negative feelings as positive feelings when counseling HIV/AIDS clients. In

the study done by the HJV Counselling Research and Evaluation Group (1999) it appears

that the counselors in the study reported both positive and negative feelings and

experiences, but that they too reported more negative feelings and experiences than positive

ones. Though it may be unclear in this study whether counselors experience more negative

emotions/experiences than positive ones, it is clear that the Zimbabwean counselors in this

study had positive attitudes toward their HIV/AIDS clients and experienced a high degree of

comfort with their clients. This outcome may be because many of the negative feelings the

Zimbabwean counselors had were not directed at the clients.

Of concern is that though most of the counselors in this study have much

experience with HIV/AIDS clients and have a number of hours of training in HI V/AIDS

counseling, the counselors still experienced feelings of inadequacy, helplessness, and to

some degree anxiety. What about 11W/AIDS counseling makes seasoned counselors

experience inadequacy, helplessness, and anxiety? In the case of inadequacy, the

counselors identified that in general inadequacy results from a lack of training, supervision,

and support. However, these counselors appeared well trained, and most of them reported
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being in organizations where they receive some type of support. They did mention though

that most counselors in Zimbabwe are neither well trained nor supervised/supported.

Though seven of the counselors reported having experienced feelings of inadequacy and

one counselor reported they did not know if they experienced feelings of inadequacy, the

counselors did not discuss their own feelings of inadequacy, likewise, with helplessness.

The counselors though may have been revealing their own personal experiences with

helplessness (and inadequacy) but did not "own" the experiences. Perhaps in the face of

another counselor they were not willing to discuss their feelings of inadequacy and

helplessness? The researcher gets the feeling from counselors she knows, that some

counselors think they need to always to be perfect as counselors and in their personal lives,

because if they are not perfect or nearly perfect it is a sign of their inappropriateness to be a

counselor. This may account for South African counselors "resentment" of being

supervised, and their feelings of failure when their clients do not return for post-test

counseling (HIV Counselling Research and Evaluation Group, 1999). Similarly, counselors

in Tanzania (Gnnstead & Van der Straten, 2000) put too much pressure on themselves by

setting standards that would be difficult to reach, and believed they were failures if clients

did not change their behavior. Counselors themselves seem to contribute to this myth as

Paoli, Manongi, and Kleep (2002) reported that Tanzanian counselor reported that "bad

counselors" are counselors that can not get their clients to go for an HIV test.

Another concern or perhaps interest, would be that though Zimbabwean counselors'

are having to deal with death and dying on a regular basis in their professional and most

likely in their personal lives well, that only two counselors in the questionnaire expressed

they experienced fears of death and dying when counseling their MW/AIDS clients.

Likewise, in the interview, only three counselors, Mary, Beauty, and Chemist referred to the
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death of the client. Is there some encompassing theme in Zimbabwe that transcends cultural

groups were death is not discussed or not thought about? If so is there some "megaculture"

in Zimbabwe? Is it that death by HJV/AIDS has become a normal part of life, so death is

less of a shock or of less importance? Is the entire country, as Counselor Three, Beauty,

said, on "bereavement overload?" is this lack of recognition of death a defense mechanism?

Are these counselors just so sick and tried of death that they do not want to even talk about

it?

The counselors were more willing to talk about their feelings of anger, and

frustration. Most of the frustration counselors experienced was directed at the client. That

is, the clients behavior, reactions, beliefs, lack of responsibility, and the yo-yoing health of

the client. In regard to anger, all of the counselors stated either on the questionnaire or

during the interview, or during both, that they experienced anger. The counselors relayed

that the anger was derived from client behavior, the processes/environments that are fueling

the epidemic, the counselors themselves, and at the unfairness/injustice of having innocent

victims of HIV.

Mary and Beauty were the only counselors that did not express any personal fears

about HIV/AIDS. Ephraim, Sally, and Chipo expressed fear about HIV/AIDS, but this fear

was not directed at the client, but rather their own personal worries. Yegan and Chemist

had fears in relation to the impact of HIV in Zimbabwe in general.

Most of the findings in this section are unusuaL That is, the results in this section

are in general incongruent with the findings of other studies of healthcare workers

throughout the world, and to other Zimbabwean studies. There could be several

explanations for this. The counselors in this study have been specifically trained to work

with HIV/AIDS clients, they have a lot of experience with HJV/AIDS clients, and
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11W/AIDS is so prevalent in Zimbabwe, that Zimbahweans in general have experience with

HIV/AIDS and see the reality of HJV/AJDS every day. They may know through personal

experience that that you can not catch HIV from being in the same room as someone who

has HIV; and that people with 11W or AIDS are not "bad" people. With the exception of

two studies that were conducted in the late 1990's, the studies conducted with other

Zimbabweans were conducted in the latel98O's and early 1990's. If surveyed now, the

average Zimbabwean may have similar feelings and attitudes towards people with

11W/AIDS as do these counselors. Another point is that this study has only eight

counselors. With the exception of two studies that were reviewed, all the other studies were

survey studies only and they had large sample sizes. Examining the feelings of a large

sample of Zimbabwean counselors may produce very different results.

In conclusion, the counselors' responses signified that they were knowledgeable

about the issues that HIV/AIDS clients may present with and the potential emotional

experiences of HIV/A1DS clients. The counselors, with the exception of Sally, were

comfortable discussing issues of human sexuality with their clients. The counselors

identified a variety of feelings, both positive and negative when counseling HW/AIDS

clients. With the exception of Counselor Four (Yeagn), all of the counselors were able to

reflect on their own emotional experiences. Of all the counselors in this study, I was more

collegially close with Yegan both when I was in and outside of Zimbabwe. This may

account for what seems to be his reluctance to talk about his personal thoughts and feelings.

Appendix P contains a summary of the meaning units/themes of qualitative data this

section.
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SECTION EIGHT
COUNSELORS PERCEPTIONS AROUND HI V/AIDS
COUNSELING IN ZIMBABWE

This section examines areas that are related to HJV/AIDS counseling in Zimbabwe.

Counselor training, support, supervision, difficult aspects of the HIV/AIDS counseling

process, counseling techniques, and counselor meaning are all discussed. Additionally, a

list of activities that 11W/AIDS counselors in Zimbabwe do as part of their jobs is located in

Appendix Q. The data for this section was obtained from the interview only.

Counselor Training

Though the counselors were not asked any questions about counselor training in

particular, information obtained in the data collection process provided a picture of

HIV/AIDS counselor training in Zimbabwe. Mary was asked, "Do you think Zimbabwean

counselors as a whole are well prepared to deal with FIIV/AIDS counseling?" Mary

responded:

No because so many [counselors] are cranked out, they are not well trained. (Mary)

When Mary was asked, "You had mentioned that some organizations are getting money but

doing very little, can you talk about that a little?" Part of Mary's response was:

so it [counseling] has become a buzz word, and it is absolutely meaningless
because people have been put on these so called counseling courses, sometimes for
as little as a week or two, and call themselves counselors, and go out into the
community and call themselves counselors, and I think there is a lot of damage
being done. (Mary)

In response to, "If you could contribute to the development of 11W/AIDS counseling in

Zimbabwe, how would you enhance HIV/AIDS counseling," Mary revealed:

What I feel quite strongly about is . ... to improve the quality of counseling through
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the school of social work because the social workers that are coming out as fully
degreed social worker are really appalling as counselors. (Mary)

When Beauty was asked, "Do you think Zimbabwean counselors as a whole are well

prepared to deal with HIV/AIDS counseling" she relayed:

No. (Beauty)

When the question, "I know police officers, nurses, teachers have gone through this kind of

one to two week training, so what can be done to enhance that training?" was posed, Beauty

responded:

Yes, one of the issues is the level of training that people receive and I think it's not
good enough. So the quality of the care is not going to be good. (Beauty)

When Themba, Yegan, Chemist, Ephraim, and Chipo were asked "Do you think

Zimbabwean counselors as a whole are well prepared to deal with HIV/AIDS counseling"

they answered:

Generally not all of us but I think most professional counselors.., yes they are.
(Themba)

Yes, they have information about AIDS and basic counseling skills, but they need
further training, and they need additional support. They are able to do the job, but
obviously they need additional and continuous development. My experience is if
you train counselors for 2 or 3 weeks, for them to continue to develop confidence
they need to keep on coming back for follow up training. If you don't do that they
give up. They drop out, because they are challenged on a day-to-day bases. There
are new things coming on that they do not understand so if you want to retain HIV
counselors there has to be an ongoing support process, and continuingly training
them. (Yegan)

Generally they are [well trained but they lack support services so they can decline
in their skills and burn out. Not only in terms of financial support, but in terms of
staff development. Counseling is not seen as a profession, so the remuneration
level is pathetic. (Chemist)

Not as a whole. Some have attended seminars. Some are well prepared and some
are not. (Ephraim)

No because the numbers [of clientsj overwhelm the few counselors who are there,
this is why I was saying earlier we need to have enough counselors who could be
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placed in almost all communities to provide this service. (Chipo)

When asked, "So do you think most counselors in Zimbabwe have the necessary skills,"

Chemist answered:

Personally I think we have some counselors with skills, but many who do not have
the skills. Like we have a lot of nurses that are doing counseling but I think
counseling and nursing there is a difference between the two. They do counseling in
20 minutes including the HIV test. I think counseling should be 40 minutes to one
hour. I think the reason why many people do not come to collect their results is that
the quality of training is poor. So I think yeah we need to improve not only on the
personnel that are doing counseling, but also on the duration and quality of the
session itself. (Chemist)

Sally expressed two different ideas around counselor training. She thinks Zimbabwean

counselors are well trained:

Yes, I think they are well trained. (Sally)

but it appears she thinks she may not be well trained and lacked support:

I think I have not had enough courses, and having no one to discuss with, ish we
could meet other counselors at workshops to discuss these things. (Sally)

This comment from Sally is interesting. This perception might be because Sally lives and

works in a rural area and perhaps she views counselors in the townlcities as having more

opportunities for training and support. Most of the counselors agreed that while some

counselors were well prepared for HIV/AIDS counseling, counselors as a whole in

Zimbabwe are not that well trained or prepared. Mary mentions that this limited training for

counselors can result in counselors psychologically damaging clients. Richards (2000)

identified this problem of lack of training in Zimbabwe in relation to psychological damage

of clients. Yegan also mentions limited training time and thinks that since the counselors

have a good foundation in basic skills and HIV/AIDS knowledge that continued training

would enhance the counselors' abilities and the services the clients receive.
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It appears that HIV/AIDS counselors in Zimbabwe may be in need of both more

and ongoing training. This may be a key point as Maredza et al. (2002) found that

voluntary counseling and testing (VCT) counselors in Chitungwiza, Zimbabwe were doing

a lot more than providing HW pre and posttest counseling. Clients would frequent the VCT

center for counseling on such issues as bereavement, child abuse, domestic violence, family

planning, negotiating safe sex, and extended family issues, In essence the VCT center was

becoming a community counseling center though the counselors are trained only for pre and

post test HIV counseling. Kim, Marangwanda, and Kols (1997) found that single young

people attending 38 health centers felt that though they were respected by their counselor

that counselors can be judgmental and inpatient. Clients also identified that the counseling

session was rushed and was a question and answer session, with the counselor asking the

questions. They concluded that given the attitudes of the counselors single young people

may avoid heath facilities. Krabbendam, Kuiper, Wolfferxs, and Drew (1998) who

interviewed clients at two NGO counseling sites in Zimbabwe found that counseling given

once, as may be the case with VCT counseling, was found not to be effective. In one study,

Moyo et al. (2002) believes that a single session of counseling can be effective but he

revealed that his study had numerous limitations, one of them being it did not represent the

reality of the counseling dyad as the counselors in his study only counseled individuals of

the same gender. In reality it is an unlikely scenario that all dyads are all composed of same

gender. The counselors' responses and the few studies available seem to have indicated that

HIV/AIDS counselors in Zimbabwe may be in need of further training and professional

development.



Counselor Support

Counselor support services seemed to be an important issue for the counselors in

the study. The counselors were asked, "What support services are available to HIV/AI1)S

counselors in Zimbabwe?" Beauty, Yegan, and Chemist thought that there was little

support for counselors in general and spoke about counselors becoming "burned out." For

example:

There are limited training and support mechanisms that need to be developed.
Counselors here keep burning out and they are leaving because they do not have
support. (Yegan)

Mary and Beauty stated that they personally received support in their organization (they

work in the same organization). Beauty thought that counselors on the "ground" were not

getting the support that they need.

I think we are very lucky in our organization that we do have a great support system
for each other and I think that is why some of us have lasted so long in the
organization. ... We do have several AIDS networks here but they are not really
getting to the people on the ground. A lot of people on the ground are burning out
eventually... I think that in order to help them get through it that the network bodies
here should attempt to build in a support system to help people get through it if they
want the job done. (Beauty)

Mary's perception was that she was not really sure, but "guessed" counselors had some type

of support services available to them.

I would make an assumptions but I don't know if it is true or not. I would guess
there was some type of support at least within the organization because that is how
our organization does it. I also heard last week that [name withheld] is staring up a
support group for AIDS counselors, which is her own initiative. (Mary)

Ephraim thought not only were counselors not getting support, but that they

also were not sharing what resources they did have:

Counselors are not helped. Many of them are not sharing information or
discussing. (Ephraim)
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Ephraim is located in the same rural community as Sally, who believed that counselors in

Zimbabwe were receiving adequate support and training, but that she was not. Chipo, the

head of an organization that assists HIV/AIDS clients, expressed that in her organization

and at the voluntary counseling and testing centers (VCT) that counselors could receive

support and training. She mentioned that she was "frequently out of office at conferences

and other events" and said:

There are courses offered like at [name withheld because it is the organization
Counselor Eight is employed at] for renewing and enhancing one's skills. At the
VCT the coordinator arranges refresher courses for those doing counseling for
testing for HJV. Counselors also facilitate at workshops for training of the trainers
and this can also bee seen as a support system for them. (Chipo)

However, Themba and Chemist, who are also employed in the same organization as Chipo,

had a different perspective. Themba who works in a high density section within a small

town thought:

I have some support in my organization, but not in counseling. ... I think it would
be a very good idea to have a support system for counselors and also stress
management sort of refresher courses for to counselors because you know it has a
lot of stress. (Themba)

Chemist, who works with the same organization in a mid-sized town said:

I feel like for me there is no support network or system institutionally or
professionally. I do not think that HIV/AIDS counselors as a whole in Zimbabwe
are getting the support they need. Generally organizations lack support so the
counselor can decline in their skills and burnout. (Chemist)

In this study, the counselors perceived support as being training, supervision, and

the sharing of resources and information. In regard to the availability of information, Mary

was asked "So how easy is it for you to get updated information, or the most recent

information on your areas of interest?"

Its ok, obviously on the Internet that is one source that is pretty up-to-date, and true
libraries and things, and journals particularly, and we are linked with other AIl)S
organizations both in this country and outside. So we are linked with organizations
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that are really good in keeping us informed. So the information is there, its just a
matter of being interested enough to maintain. I noticed that a lot of my colleagues
are not the least interested, so they're way behind in their knowledge, but its there if
you wanted. There is no shortage of it at all. (Mary)

The responses seem indicated that counselors in large metropolitan areas may have

access to resources and information those counselors in mid to small sized towns, and in

rural areas to not have. Counselors may not be aware of the needs of counselors outside

their professional circles.

Beauty, Yegan, and Chemist referred to the occurrence of counselor burnout and

Themba mentioned the stress involved in being an HIV/AJDS counselor. Counselor

burnout and stress is not limited to HIV/AIDS counselors in Zimbabwe. Reports of

HJV/AIDS counselor burnout in Australia, Eritrea, Ghana, India, Kenya, Malawi, South

Africa, Thailand, and Zambia implied that burnout may be a common occurrence of

HIV/AJDS counselors, particularly those that lack counselor support and/or supervision

(AIl)S Analysis Africa, 1995; Boswell, Sangiwa, & Kamenga, 2002; Hargreaves et al.,

2002; Maria, Paranthaman, & Nanmozhi, 2002; and Taegtmeyeret al., 2002).

According to Miller (1995) "Burnout was first described in the literature by

Fredenburger (1973), whom identified a state of fatigue and frustration arising form

unrealistic demands on the personal resources of health and service workers" (p. 19). Since

at least I 987, stress and burnout have been identified as a problem with HIV/A]IDS care

workers (Gordin, Wiloughby, Levine, Gurel, & Neikl, 1987). Taegtmeyer et al. (2002) and

Guinan, McCallum, Painer, & Dykes (1991) indicated that theuse of supervision and

support could reduce burnout and increase the quality of the counseling services provided.
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Counselor Supervision

The question, "What support services are available to HIV/AIDS counselors in

Zimbabwe," also provides some insight into counselor supervision in Zimbabwe. The

counselors in general thought that counselors in Zimbabwe received inadequate supervision.

I cannot say I have much supervision because at [name withheld] in [name of town
withheld] part of supervision is done by the Ministry of Health, so supervision is
limited. No one comes and says 'how many clients did you have this month and so
on'. . .so there is really much supervision. (Themba)

Supervision is the most important factor. I don't know howl would survive if my
organization did not provide supervision. To me supervision would be the sharing
of information and techniques and suspected failure. (Beauty)

Supervision is an area that needs to be developed, we have been putting all our
focus as developing them as counselor but we have completely ignored mechanisms
of support. . .1 did develop a counselor supervisors course and delivered it to some
of my counselors that have been counseling for some time, they also counselor
clients but they also supervise junior counselors. . . (Yegan)

Well, some organizations send their staff for further training and doing a bachelor
degree but after training there is no support. They say you are already trained, you
do not need support now, just do your job. So, there is some training but no
supervision. (Chemist)

Themba thought supervision is a process that is rather didactic and involves a

supervisor asking questions and the supervisee providing the answers. Yegan and Chemist

view supervision as a form of support, Beauty's view of supervision, appears to be a peer

supervision model as opposed to supervision with an evaluation component.

Little is actually known about counselor supervision in Zimbabwe, or in Africa at

large. In the Zimbabwe context Richards (1998, 2000, 2001, 2003) appears to be the only

individual to be publishing or presenting information in the area of counselor supervision.

There appears to have been only one other article (Kleintjes & Swartz, 1996) that

specifically addressed counselor supervision in Africa, and it focused on South Africa.
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The lack of supervision of HIV/AIDS counselors is not surprising as Boswell,

Sangria, and Kamenga (2002) who observed VCT sites in Australia, Eritrea, Kenya, South

Africa, Thailand, Zambia, and Zimbabwe, reported that there was a lack of supervision and

support services for VCT counselors. Hargreaves et al. (2002) evaluated VCT services in

Lilongwe, Malawi and found that VCT counselors lack regular supervision and support

services. Taegtmeyer et al. (2002) reported that in Kenya VCT counselors experienced

burnout and recommended that counselors attend regular support sessions with

knowledgeable counselors. Maria, Paranthaman, and Nanmozhi (2002) reported that VCT

counselors experienced rapid burnout and that counselors would benefit from supervision.

Difficult Aspects of the HIV/AIDS Counseling Process

In the questionnaire the counselors were not asked about what aspects of the

HIV/AIDS counseling process was difficult for them. However, the question, "what part of

the HIV/A1DS counseling process is the most difficult for you," could lead to a greater

understanding of the counselors experience as HIV/AIDS counselors, the level of

counselors H1V/AIDS knowledge, emotions counselors experienced, and could also identify

parts of the HJV/AIDS counseling process that counselors had a difficult time with.

Knowing the most difficult part of the HIV/AIDS counseling process can provide insight

into the how supervisors can best help their supervisees, and can be areas that supervisors

pay attention to while reviewing counselors tapes and transcripts, or during live supervision.

The counselors were very forthcoming in regard to the difficult aspects of

H[V/AIDS counseling. They seemed to be eager to talk about the difficulties they

experienced when counseling HIV/AIDS clients. This eagerness may be related to a lack of
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supervision and support services available to counselors in Zimbabwe.

Four counselors, Themba, Beauty, Yegan, Chemist, and Sally, mentioned that the

initial aspects of the counseling process were the most difficult for them. They spoke about

the difficulty of getting through the denial stage with the client, how hard it is to breech the

topic of HIV, and building the counseling relationship with the client. Themba and Beauty

said:

Well, when I have my counseling sessions, the initial sort of counseling session is
not difficult but it's very tricky because that's when you want to build that sort of
friendship and building trust with the client and so on but the other sort of sessions
after the initial sessions I don't feel any problems with that. (Themba)

I suppose what's the most trying is when they first come and you're tiying to get to
grips with what they know, what they suspect, what you know, and what you
suspect. So it is that initial period when you kind of play a bit of a game which I
find probably the most hard to get the client to be concrete. (Beauty)

Kinnell (1998) pointed out it was in the early sessions that counselors in his study had the

most difficult time with. In Kinnell' s case specifically the counselors had difficulty with the

risk assessment process. That is, identifying the client's behavior that are putting him/her or

others at risk for HJ'V infectionlreinfection. This procedure would be carried out in the

initial sessions of the counseling process. This difficulty in identify client's risk behaviors

maybe related to discomfort related to speaking about matters of sexuality.

In this study, one counselor, Sally, mentioned that she found it difficult to talk to

male clients about sexual issues. In the study conducted by the HIV Counselling Research

and Evaluation Group (1999) and in Baggaley et al. (1996) the counselors reported being

uncomfortable in having to address issues of sexuality with their clients. Zimbabweans in

general are also hesitant to speak about issues of human sexuality. This anomaly may be a

result of an attitude or belief that counselors' experience, as Chemist said

Even though it is taboo [to talk about sexual related issues} unless we break those
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barriers we will never solve this issue of HIV. (Chemist)

It could be a matter of training. Yegan, who was involved in counselor training in

Zimbabwe stated:

.we encourage and train them [counselors] to feel ok to talk about sex. (Yegan)

It may also be related to the level of crisis/epidemic HP//AIDS is creating within a

particular country. For example, in reading and hearing both public and professional

opinions, it appears South Africa may in general be in the denial stage of HIV/AIDS crisis

that Zimbabwe has already been through.

Mary, Beauty, and Chemist mentioned that the later stages of the counseling were

most difficult. Chemist said the anger of the client in the later stages of the disease is

difficult to manage. Mary and Beauty both described the difficulty in dealing with the "yo-

yoing" health of the client in the later stages of the counseling process:

I think where you have those back-to-back set of illness and the very disturbing
physical manifestations of it. I find to eye it is very distressing. It looks horrible,
very horrible, and I know if is really awful for the people. I think that is the most
distressing and the fact that it carries on, it lingers, so it seems there is no end and I
think it is one of the situations where euthanasia seems quite appealing and it's that
winding down of lots of terrible things happening to the client that I can't bear.
That in itself is really hard, it is tiring and gives false hope, and it is exhausting for
the family. (Mary)

The later stage is harder too. It is really horrible to watch someone die. You get the
family ready and you're all prepared and they hit bottom and then they rally and
then, the family is prepared for them to die and then they are time for a while and
then they hit the bottom again. I think that constant up and down is really hard on
the family and so is quite hard for us because you are with the family through it, so
you go through it too. (Beauty)

Mary, Chemist, and Ephraim mentioned that counseling couples was the most difficult, and

Mary and Epbraim also mentioned the difficulty in counseling couples around the issue of

having children:

Well, particularly where you have the very difficult situation, where one partner
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being positive and one being negative. I think that's perhaps the most demanding
scenario and, and certainly trying to prevent the one partner from becoming
infected, and by making considered choices about children, and futures. (Mary)

One thing for me that is very difficult is when couples who come and have no child,
but want a child. Culture requires the couple to have a child. A couple always
wants to have a child, when they have failed there can be many problems for the
couple from their families. The people can divorce. (Ephraim)

Some of these findings are similar to the findings of the HIV Counselling Research and

Evaluation Group (1999). This research group reported that issues of HIV status disclosure,

discordant status of partners, and related partner issues in couples counseling were stress

points for counselors. Grinstead and Van der Straten (2000) also state that "some counselors

reported feeling overwhelmed by couples in counseling sessions. Many mentioned the

stresses of counseling serodiscordant couples. . ." (p. 641).

Themba, Yegan, Ephraim, and Chipo stated that trying to get clients to change their

risky behaviors could be difficult. Green (1996) found that helping people change their

sexual behavior a difficult process for counselors.

Yegan mentioned that counselors would be generally good in basic counseling

skills, but that have difficulty in handling the various problems that HIV clients have:

I think the most difficult part is the problem management. We need to take into
account that the problem is that the counselors have not had adequate time training.
Nearly 60% of them are nurses so they are fairly good in information and in

rapport, they are fairly good at probing and exploring, they are pretty good at
showing empathy. But when the problem has been identified, they do not know
what to do. (Yegan)

The findings revealed that in regard to the parts of the counseling session the

counselors had the most difficult time with, four of the counselors related that they had

difficulty with the early stages of the counseling process where there is denial or an

unwillingness of clients to discuss their HIV/AIDS status and related issues. Other areas of

difficulty the counselors identified are the later stages of the counseling process; having a
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couple with discordant HIV status; counseling HIV clients that wish to have children; when

clients have back-to-back illnesses; how clients in advanced stages of AIDS physically

appear; the lingering affect of HIV on the client, family and counselor, getting

clients/couples to make choices about their future; client anger; getting clients to stop

believing in their erroneous ideas about HIV/AIDS.

Counselor Techniques

In the course of the interview, several of the counselors identified some of the

teehmques that they or other counselors used during the counseling process. Themba

mentioned the use of encouragement:

...and you will find out that most of the time it is very much helping in trying to
encourage the person to make an informed decision. (Themba)

Beauty mentions using a cognitive behavior approach and being nonjudgmental (one of the

core conditions of counseling):

To try and maybe redirect the mind of the infected and affected and also to prepare
the ground for the person who wants to be tested.... Also, counseling is helping to
reunite the families that may have problems as per the problem of HIV and AIDS.
(Beauty)

So with HIV and AIDS you need to have a wider sort of knowledge on how to
tackle the issues of not blaming anyone, and not judging anyone. (Beauty)

Mary and Yegan mention the use of core conditions as well, that is confrontation and

empathy:

Then we will take the initiative and say "Have you considered that this may be
HIV" or "Have you considered then that you may be also infected and what do you
need to do about it?" (Mary)

Mary also mentions the use of genograms:

In the course of taking a genogram or taking a history and this becomes clear.
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Yegan, a counselor trainer, mentions empathy and several other techniques that counselors

in Zimbabwe are trained to use:

So they are fairly good in information and in rapport, they are fairly good at probing
and exploring, they are pretty good at showing empathy. (Yegan)

Sally, who is employed in a rural mission hospital also mention the idea ofproviding

education/information:

Education, like a puppet show, to let them go to be taught a moral life style. (Sally)

Of particular interest were three techniques that are not found in the westernized

view of counseling. Themba mentions "No Witch Hunting." This could be classified as a

core condition in counseling in the Zimbabwe context. Beauty interpreted this to generally

mean no fault finding. Though this technique may be related to being non-judgmental, it

has more depth to it as in the process of witch hunting, an entire community may be

frightened and turned upside down in the process of identif,'ing a witch or witches.

Previously good relationships among community members may be destroyed in the witch

hunting process.

.no witch hunting sort of fault-finding [with the client].... (Themba)

Beauty mentioned "Going Around the Corner" as a technique:

Yes, that's right, its all very lose and that's why you have to go around the corner
often, you drop lots of hints and they drop lots of hints and eventually get to it.
(Beauty)

Chemist spoke of "Mind Reading" as a technique:

Clients can have a hard time talking about HIV because of the taboos around it so
you may have to mind read the client. (Chemist)

This idea of "mind reading" as a technique may make a lot of sense in the Zimbabwe

context. If a client visits the traditional healer, the client may expect the healer to identify

the problem through mind reading or other supernatural methods (Mbiti, 1991).
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Counselor Meaning

A phenomenological study investigates lived experiences around a particular

phenomenon. In this case the phenomenon was the experience of HIV/ATDS counselors.

Though the study was originally designed to examine that knowledge and attitudes of

HW/AIDS counselors in Zimbabwe, the data also provided an illustration of the

experiences of HIV/AIDS counselors in Zimbabwe. These pictures are woven through the

results section. For example, when Chemist said:

I feel like for me there is no support network or system, institutionally or
professionally. I do not think that HIV/AIDS counselors as a whole in Zimbabwe
are getting the support they need. Generally organizations lack support so the
counselor can decline in their skills and burn out. (Chemist)

he described his experience in relation to the professional support he received as an

HIV/AIDS counselor.

The researcher wanted to know more than experiences though. The researcher was

also interested in knowing did the counselors find meaning in their role as H1V/AIDS

counselors? The researcher wondered about this because the job of the HIV/AIDS

counselor in Zimbabwe seems difficult at best. As such, could counselors find a sense of

fulfillment or meaning in their work, particularly since it appears that counselors may be

underpaid. For instance Beauty said:

I think that there is a possibility of the drugs coming in now to Zimbabwe and
maybe because we've never been able to use those drugs because of their expense.
Very, very few people have been able to afford them. I think they probably are
$50,000 Zimbabwe per month or more and my, my income, I work mornings only
and my income is $24,000 Zimbabwe per month so just to show you sort of a
ballpark figure. [At the time the currency exchange rate was 57.5 Zimbabwe dollars
to one USA dollar (Lions Club, 2002). Her salary was equivalent to USA
$4 17.00/month. Based on her job as the manager of the social workers in her
organization, she I believe was the third highest paid counselors in the study].
(Beauty)
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Chemist revealed:

Generally they are [well trained] but they lack support services so they can decline
in their skills and burn out. Not only in terms of financial support, but in terms of
staff development. Counseling is not seen as a profession, so the remuneration
level is pathetic. (Chemist)

According to Moyo et al. (2002) 34 VCT counselors at a site in Chitungungwiza who in

return for being trained as counselors for two weeks received a stipend the equivalent of US

$20.00/month for 16 hours of work/month over a period of two years. Under paying

HIV/AIDS counselors may occur in other parts of Africa as well as AIDS Analysis Africa

(1995) reported that salaries for health care workers in Ghana is so low that workers depend

on "gifts" from patients (hoping to get better health care) to augment their salaries. A

counselor in that Ghanaian study reported, "Really we are doing this [HIV/AJDS

counseling] voluntarily.... It is better if there is some kind of incentive. The danger is such

people burnout" (AIDS Analysis Africa; 1995, p. 15).

The question that seemed to have the most potential for answering the researcher's

query around meaning was, "So how do you think counseling then can help with the AIDS

problem?" The counselors were very forthcoming with their responses. Mary and Themba

thought that counseling could help the individual learn to live with the virus physically

(Mary) and psychologically (Themba).

.with very good counseling you can make a major difference both in terms of
adaptation to the virus and ways of living and owning your own responsibility with
sexuality, as we well as maintaining your health. (Mary)

Counseling helps in a lot of ways. To try and maybe redirect the mind of the
infected and affected and also to prepare the ground for the person who wants to be
tested. I think a person has to be prepared to get whatever is the outcome of the
testing. (Themba)

Mary also revealed:

Counseling can transform a client into someone who can tackle life head on again,
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it is very rewarding indeed. It feels great to see people regain their wholeness and
to be able to live as fully as possible until they die. (Mary)

When asked, "Did counseling HIV/AJDS client ever make you examine your personal

meaning of life," Mary said:

Yes, absolutely and I think this is why counselors in this job find it so appealing as
the regular reflections on life and death must make a big impact on their approach
to life, relationships, choices, etc. It is certainly why I feel so inspired in my job,
and why I feel it is not depressing. Rather it makes me appreciate every day really
as I know how easily it can be taken away. (Mary)

Beauty viewed counseling help in terms of the development of support systems for clients:

.you see what you can do in the practical side which is getting orphaned kids into
school, find an organization which will bring in meals on wheels or food parcels or
find accommodation for them where the landlord isn't going to evict. So, we set up
a support system as well as we can where we can work with the families, work with
the landlords, try and get organizations to back them up and then we will go and
then start trying to deal with the initial issues which are dying, leaving their children
behind, some of the issues are anger issues, and a lot of the other stuff in the
emotional arena.... But we don't have the money or, we don't have the where-with-
all. Sometimes we feel we are in a helpless situation, we just feel helpless,
overwhelmed by every little thing. How can you possible help the, it is rather
difficult. It is rather helpless. I kind of feel though If I can make even the slightest
effort that even if I am just somebody to talk to them that that is better than nothing.
(Beauty)

Yegan and Ephraim saw counseling as a form of HIV prevention:

Counseling is one the important interventions that will help with the containment of
the virus.. ..Counseling will play the part of augmenting prevention
efforts... . Counseling will have one very import effect, it personalizes these
messages and it has an impact at the personal level. (Yegan)

It might be possible for someone HIV negative to be counseled to avoid getting
AIDS. When they are positive you can help them keep taking their medicines and
learn how to live a good and healthy life. (Ephraim)

Sally also found HIV!AIDS counseling meaningful. When asked if HIV/AIDS counseling

was as difficult and complex as it seemed and if she found HIV/AIDS counseling rewarding

Sally replied:

Yes is it complex. It is rewarding when clients have behavioral changes and they
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live positively. (Sally)

Chipo disagreed that counseling could be used as a form of prevention but did think it could

help people after they were infected to cope with their illness:

It does not seem to help before the fact of getting HIV. It does not change behavior.
Afterwards it helps people because they find out how to live their lives the best they
can and prepare the person for death. (Chipo)

Chipo also mentioned that counseling can "give a sign a hope and extended life." Chemist

similarly saw counseling being helpful in providing hope and information:

I think counseling would help not only with identifying issues that need to be dealt
with, but also it can give help to people living with H1V. For example, people who
are living with HIV/AIDS don't even know about HIV/AIDS. .. .Counseling can
give information, hope and refer them to institutions that can help them and I think
one of the most important things about counseling is that counseling should offer
information not only to people with HI V/AIDS, but to communities that have been
affected by HIV/AIDS So I think it is a very important vehicle for relaying
information. (Chemist)

Sally reiterated the idea that counseling can provide education/information and can be

comforting:

It will help by giving comfort and education to those who have HIV/AIDS. (Sally)

The counselors answered this question more passionately than other questions. The

counselors have found meaning in what they do. For example, they believe they can make a

major difference in the lives of those with WV/AIDS (Mary), reunite families (Themba),

help clients acquire and maintain the basic necessities of life such as shelter and food

(Beauty), contain and preventing the virus (Yegan), provide information and hope to

individuals and communities (Chemist), teach clients to use their medicines and learn how

to live a good and healthy life (Ephraim), give needed comfort and education (Sally), and

teach them how to live their life as an HIV positive person, extend life, and prepare clients

for death (Chipo).
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This sense of meaning in HIV/AIDS care workers has been reported by others as

well. Ross and Seeger (1988) and Bennett, Miller, and Ross (1995) identified that

HIV/AIDS workers gain a great deal of satisfaction from their work. Guinan, McCaIlum,

Painer, & Dykes (1991) and Hoffman (1997) identified that HIV/ATDS emotional-support

volunteers/counselors experienced both stressors and rewards in the course of their work.

Kleiber, Enzmann, and Gusy (1995) relayed that HIV/AIDS workers have greater sense of

personal and professional accomplishment than other workers in health care, such as those

who work with the elderly or cancer patients.

SECTION EIGHT SUMMARY

The findings indicated that these counselors' think that training, support, and

supervision of counselors in Zimbabwe is limited. This limited support may be the cause of

burnout in counselors in Zimbabwe. It appears, that like the data for this study pointed to,

other HIV/AIDS counselors in Africa also experience limited training time, lack of support

and supervision, and burnout.

The findings suggested that the early stage of the counseling process is the most

difficult part for the counselors. One way of making the initial sessions more easy for the

counselor to handle could be the use of techniques/concepts such as "Going Around the

Corner," "Mind Reading," and "No Witch Hunting." Other areas of difficulty are the later

stages of the counseling process, having a couple with discordant HIV results, and

counseling HIV clients that wish to have children. One counselor (Sally) had a difficult

time talking to clients about issues of human sexuality.

Zimbabwean HPI/AIDS counselors appear to be under extreme stress from their
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jobs as counselors on the professional, psychological, and economic levels. Despite this

siress, the counselors in this study have found meaning in providing HIV/AIDS counseling

to their clients. This sense of meaning and fulfillment may help HIV/AIDS counselors deal

with the stress of their jobs. Appendix R contains a summary of the meaning units/themes

of qualitative data this section.

CHAPTER SUMMARY

The counselors' responses signified that they were knowledgeable about

HIV/AIDS, how HIV is transmitted, and the issues that HIV/AIDS clients may present with.

They were able to qualify potential psychological and physical experiences of HI V/AIDS

clients. The counselors were able to identify that HIV/AIDS was a complex problem that

required a multisectoral solutions approach.

The counselors had positive attitudes toward HIV/AIDS clients and the AIDS

epidemic in Zimbabwe. The counselors experienced particular feelings, both positive and

negative, when counseling HIV/AIDS clients. The focus of these counselors was on

negative emotions. Of concern is that though most of the counselors in this study have

much experience with HIV/AIDS clients, and have a number of hours of training in

HJV/AIDS counseling, the counselors still experienced feelings of inadequacy, helplessness,

and to some degree anxiety when counseling HIV/AIDS clients.

Of interest is that with the exception of Sally, the counselors were comfortable

discussing issues of human sexuality with their clients. All of the counselors reported that

they were comfortable discussing issues of human sexuality cross-culturally. Another point

of interest would be that though Zimbabwean counselors' are having to deal with death and
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dying on a regular basis in their professional and most likely in their personal lives well, that

only two counselors in the questionnaire expressed they experienced fears of death and

dying when counseling their HIV/AIDS clients.

In regard to the origin of AIDS, the results indicated that all of the counselors

believed AiDS actually exists and the majority of counselors believed HJV caused AIDS.

Around the issue of did HIV/AIDS originate in Africa, half of the counselors (Themba,

Yegan, Chemist, and Chipo) did not believe HIV/AIDS originated in Africa. In response to

how to HIV/AIDS come to Zimbabwe, as a whole the counselors agreed that it came to

Zimbabwe from an outside source. With the exception of Counselor Six, Ephraim, all the

counselors thought that HIV/AIDS was not caused by a cosmological force.

In regard to what aspects of the HIV/AIDS counseling process the counselors found

most difficult, the findings suggested that the early stage of the counseling process is the

most difficult part for the counselors. One way of making the initial sessions easier for the

counselor to handle could be the use of techniques/concepts identified in this study. That is,

"Going Around the Corner," "Mind Reading," and "No Witch Hunting." Other areas of

difficulty are the later stages of the counseling process, having a couple with discordant HIV

results, and counseling HIV clients that wish to have children.

The findings revealed that these counselors think that training, support, and

supervision of counselors in Zimbabwe is limited. This limited support may be the cause of

burnout in counselors in Zimbabwe. Zimbabwean HIV/AIDS counselors appear to be

under extreme stress from their jobs as counselors on the professional, psychological, and

economic levels. Despite this stress, the counselors in this study have found meaning in

providing HIV/AIDS counseling to their clients.

In conclusion, some of the findings in this study are unusual, particularly around
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knowledge and attitudes. There could be several explanations for this. The counselors in

this study have been specifically trained to work with HIV/AIDS clients, they have a lot of

experience with HJV/AIDS clients, and HJV/AIDS is so prevalent in Zimbabwe that

Zimbabweans in general have experience with HIV/AIDS and see the reality of HIV/AIDS

every day. This personal and professional experiences would impact on their knowledge

and attitudes. The next chapter will focus on discussion and conclusions of the study.
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CHAPTER FIVE

CONCLUSIONS

Though HIV/AIDS counseling is perceived as an important function in curtailing

the AIDS pandemic, there appears to be comparatively little research based information

available on how HIV!AIDS counseling should be carried out, the knowledge and attitudes

of counselors towards HIV/AIDS, or the experiences of HIV/AIDS counselors. Therefore,

this study makes a vital contribution to the area of HIV/AIDS counseling particularly in a

Zimbabwean context.

The purpose of this study was to examine the knowledge and attitudes of eight

counselors in Zimbabwe as pertains to HIV/AIDS counseling. This study also addressed

the emotions the participants experienced while counseling fflV!AJDS clients, and the

perceptions that the participants' had around HIV/AIDS counseling in Zimbabwe. The final

chapter of this study summarizes the results and discussions of Chapter Four, addresses the

trustworthiness and limitations of the study, makes conclusions, and provides suggestions

for future studies.

SUMMARY OF THE RESULTS AND DISCUSSIONS

Though there seems to be no indication of exactly what counselors should know

about HJV/AIDS in order to work effectively with HIV/AIDS clients, the counselors in this

study appear to be more knowledgeable than counselors and other social service/health

professionals from around the world who have participated in HIV/AIDS knowledge and
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attitude studies. As the survey for this study was based on other HIV/AIDS knowledge and

attitude surveys, the same or similar types of information was asked of the counselors in this

study as was asked of other counselors and social service/health professionals in other

HIV/AIDS knowledge studies in Africa and around the world. For example: Can HIV be

passed from mother to baby? Can you get HIV/AIDS from coughs, sneezes, spit? Can

healthy looking people have HIV/AIDS? Is there is a cure for AIDS? Can being around

someone with HIV/AIDS give you HJV/AIDS? Do condoms help prevent the transmission

of HIV? Can kissing spread the HIV virus?

The survey indicated that most or all of the counselors knew for example: that HIV

posed a serious health threat to Zimbabwe, that just because someone looks healthy does not

mean they did not carry the HIV virus, that HIV can be passed from mother to baby, that

condoms can help prevent the spread of HIV, that eating certain foods do not cause AIDS,

that HJV/AIDS cannot be avoid by exercising, that you could not get HIV/ATDS just by

being around someone with HIV/A]DS, that even if a woman was large ("wakafüta") she

could still have HIV/ATDS, that AIDS was not caused by witchcrafl or evil spirits, and that

living in the city did not increase their chances of getting AIDS. Overall, the counselors in

this study rated above average to high levels of general HIV/AIDS knowledge and

knowledge about the transmission of HIV/AIDS. In general, counselors and other social

science/health workers that participated in the knowledge and attitude studies reviewed for

this study did not rate as high as the counselors in this study rated.

The qualitative part of the study indicated that the counselors had in-depth

knowledge about the various factors in Zimbabwe that contribute to the epidemic. The

counselors stated that the HIV!AIDS epidemic required a multisectoral solutions approach.

This indicates the counselors were aware that HJV/AIDS was an extremely complex
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that gender, poverty, culture, the local economy, and politics all impact on the epidemic.

The interview revealed the counselors were knowledgeable about both Western and

local perspectives about HIV/AIDS. For example, all of the counselors knew the about

various culturally held beliefs about HIV and cultural practices that may reduce or assist the

spread of HIV in Zimbabwe. At the same time these counselors were also aware that in

general, traditional beliefs about HIV/AIDS were fading and that the HIV epidemic had

created changes in local culture. The counselor acknowledged that tradition and culture

prevented women in Zimbabwe from having power in their relationship with males and this

powerlessness made women more vulnerable to becoming infected with HJV. However,

they also indicated that women's roles in society were changing as the HJV epidemic forced

women to take control over their lives.

The counselors were aware that the economic crisis in Zimbabwe was fueling the

HIV epidemic. The counselors stated that that unemployment in Zimbabwe was driving

people into the commercial sex trade. They recognized that poverty is associated with the

spread of HIV in Zimbabwe. The counselors also mentioned that individuals with

HIV/AJDS in Zimbabwe were unable to obtain AIDS drugs because the cost of the drugs

made them out of reach for most Zimbabweans. The counselors were aware that the health

care system was deteriorating and that further exacerbated the HIV epidemic because

equipment, services, and medicines were lacking and medical personal were leaving the

country. The counselors knew too that the HIV epidemic was causing a serious shortage of

skilled personal and that was impacting on the economy and general development of the

country.

The counselors thought the Zimbabwean government and/or politics may have
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impacted the spread of HTV epidemic in Zimbabwe. The more politically unstable the

government became the more difficult it was to fight the 11W epidemic. Some of the

counselors indicated this could lead to continued political unrest as more individuals

became homeless, unemployed, uneducated, and hungry. These issues would in turn further

fuel the HW epidemic. The counselors reported that the government's response to the

epidemic has been slow.

The counselors in the study may have possessed a degree of evasiveness around the

issue of the origin of HIV/AIDS, even when pressed for their thoughts. This may be

because it has been a heated topic of debate in Zimbabwe and Africa. Only one participant

was willing to express what they thought about the origin of HIV/AJDS. Another counselor

hinted at what he thought. Though this researcher agrees with the counselors in that the

origin of 11W is not that important in terms of the provision of counseling, I would have

liked to have learned more about what the counselors thought about the origin of HWIAIDS

through the interview.

Unlike most other studies reviewed for this research, the counselors in this study by

and large indicated that they had positive attitudes towards people with HIV/AII)S. It

would be important to maintain these attitudes as the literature review for this study

revealed health care workers/counselors that had negative and moralistic attitudes toward

people with HIV had clients that thought the health care workers were not sensitive to their

physical andlor psychological needs. The counselors also had hope and believed that the

epidemic could be at some point be prevailed over.

The emotions these counselors experienced when counseling 11W/AIDS clients

appeared to be more varied and complex than the other studies that spoke of counselors'

feelings indicated. Since this appears to be the first study world-wide that addresses in-



170

depth the counselors emotional experiences when counseling HIV/AIDS clients, it may

simply appear that these counselors had more varied and complex emotional experiences.

The counselors reported experiencing a wide variety of emotions related to

counseling HIV/AJDS clients, such as horror, frustration, hopeful, inadequacy, anger, and

useful. These sentiments in some cases were directed at the client, at other times at the

counselors themselves, or at the environment (political, social, cultural, and economic

contexts). The counselors reported experiencing more negative than positive emotions.

The negative feelings these counselors sometimes had towards their clients didnot seem to

impact on their attitudes pertaining to their clients, as their attitudes toward HI V/AIDS

clients remained positive. If necessary, these negative feelings may be in part managed

through the process of supervision and/or peer interaction and support.

It is troubling to this researcher that although these counselors were both educated

and experienced, the counselors all reported on the survey feeling inadequate when

counseling HIV/AIDS clients. When asked about their feelings of inadequacy during the

interview, the counselors said they did not experience feeling inadequate. The counselors

though were able to speak of inadequacy in relation to other counselors. Though the

researcher wanted to explore this area, but since it appeared this was a potentially sensitive

topic. she decided not to confront the counselors on this incongruency as she was worried it

may close down the researcher participant relationship. The counselors' response may be

related to the myth that some counselors believe about having to be perfect in their craft.

Another area of concern is that rural counselors in Zimbabwe may experience

isolation and have no one to vent their struggles, successes, and feelings with. Part of this

could be due to their isolation and it may also be due to professional "snobbery." That is,

that some counselors in Zimbabwe with professional qualifications may perceive para-



171

professional counselors in a negative light and so do not include them in professional

activities. It appears that rural counselors have the least access to further training, support,

or supervision. Likewise, counselors in high density townships and in small towns may also

be unable to tap into resources and sources of training, support, and supervision that

counselors in larger urban setting have, or that counselors in positions of authority have. It

would be important to provide more not less support and supervision for these counselors

because it appears some of them, that is, rural counselors and counselors in high density

townships, may have less training than counselors in other settings.

The role of the HIV/AIDS counselor in Zimbabwe appears to be complex, difficult,

and tiring. For example, the data suggest that the counselor acts as an educator; a resource

person; a nutritionist; prepares the client and family members for the death, burial, and

bereavement process; and also attends to the psychological needs of the client and family.

Counselors in Zimbabwe may be themselves experiencing multiple losses of family, friends,

and colleagues to AIDS, and could be HIV positive as well. The picture the findings paint

is that working as an HIV/AJDS counselor in Zimbabwe is not only extremely demanding

psychologically on the counselors, but also demanding in terms of developing both a

knowledge base and counseling skills to meet all the needs of the client.

The findings also suggest that most counselors in Zimbabwe are, if they are

fortunate, have only a few weeks of training for this very demanding job. Because of this

and the challenging and stressful nature of the job, HIV/AIDS counselors in Zimbabwe may

need a lot of support and continued training to carry out their jobs effectively. However,

based on the counselors' comments, it seems little advanced training exists in Zimbabwe

and even less is available in terms of support to Zimbabwean counselors. Moreover, the

data indicated that counselors may be lowly paid, not taken seriously as professionals, and
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are not recognized as professionals by the Zimbabwe Health Professions Council.

Though the job of HIV/AIDS counseling is difficult and counselors can easily

experience burnout, the counselors seemed to derive meaning from their work. Providing

counseling services to HIVIAIDS clients allowed the counselors to help others in significant

ways and provided the counselors with a sense of meaning and fulfillment in both their

professional and personal lives. In fact, helping the counselor find meaning in their work

may be valuable in the process of assisting counselors through difficult periods of their

professional lives.

TRUSTWORTHINESS OF THE STUDY

Since the main focus of the Model ifi mixed method strategy is on the qualitative

piece (Smith, 1997) it is important to focus on establishing the trustworthiness of the

qualitative portion of the study. This would be particularly true in this study because the

quantitative part was used more as an observation and for comparison, as opposed to being

for example, an independent piece of research that could stand alone as the quantitative

portion could in Model I and II.

In order to establish the trustworthiness of the study the researcher continuously

examined her experience as a student researcher as the research progressed. Additionally,

triangulation, external audits, thick descriptions, member checks, examining researcher's

biases, shifting conditions, and negative case analysis were used to establish trustworthiness

(Creswell, 1998; Lincoln & Guba, 1985). All of these techniques are discussed below.
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Examination of the Researchers' Experience as the Research Progressed

My experience during the research process, like any other experience, was

multifaceted. To illustrate this point, sometimes I was very tired of the whole process, and

at other moments exhilarated. Though initially I went into the research process confident of

my abilities to do the research and see the writing of the dissertation through to the end,

doubt and frustration crept in. I would get frustrated with my lack of experience as a

qualitative and mixed methods researcher. These frustrations led to me doubting my ability

to carry out this study to a conclusion. My lack of experience may have led me to make

mistakes that I was not aware of that may have impacted on the results of the study. For

example, my lack of experience with mixed methods designs may have led me to miss some

important information I may have otherwise captured from my participants. At times I was

doubtful if I would even finish the study because as the political and economic situation in

Zimbabwe deteriorated it became more and more difficult for me to communicate with the

participants. I found this inability to communicate with the participants frustrating and I

know the study could loss a degree trustworthy if I was unable to communicate with the

participants. My situation of having to work full time as a Lecturer teaching 4 to 5 classes a

term and related responsibilities such as community service and publication, particularly in

the first year, made me feel so overwhelmed most of the time in just trying to keep up with

my job that it seemed I never had the time to work on my dissertation except small bits at a

time. It seemed I would never finish. This working on the study in small bits had the

potential for me to miss out on some large pictures the data might have the potential to

create.

I also felt overwhelmed with the amount of data I had. Just transcribing the data



174

themselves was a major process. Notes, tapes, transcripts, and piles of cut up data were all

over my living room floor and at times the floor of my office as well. That was difficult not

only because it was overwhelming, but because I have a hard time functioning in a "messy"

environment. Though I do not think I did, I could see how the overwhelming nature of the

task may lead the researcher to make some rash choices about categorizing and analyzing

the data, or may attempt to short cut the process.

In regard to the participants in the study, sometimes I would feel frustrated when a

counselor would express an idea that I thought was shortsighted. For example, when

Counselor One expressed the idea that generally counselors in Zimbabwe were not

bothering to keep updated in their knowledge base when there was so much readily

available information on the Internet. I was not sure where the comment was coming from

as even some of the counselors in my study did not have internet access, but I was

suspicious because it seemed like a typical "Rhodie" comment. That is, some

former/current Rhodesians had/have no idea how the other 95% of the people in Zimbabwe

live. I felt like the counselor was out of touch with the reality of the lives of most

counselors/people in Zimbabwe. I did work at keeping my frustrations in check because I

wanted the counselors to trust me and feel comfortable with expressing themselves. It did

run through my mind that Counselor One had accepted me professionally, an alleged

"White" person, though I was married to a "Black" person. Since that acceptance from

White people in Zimbabwe towards myself was a very uncommon experience for me, it

made me think the remark may have other content behind it than may appear on the surface.

I could see though where in Zimbabwe racism, intentional or unintentional, may impact on

the research process. Counselor One's comments also made me think about how disjointed

the counseling profession in Zimbabwe is and how there is this elite class of counselors in
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Zimbabwe, of which I guess I belonged/belong to (here I am in another paradox). This

disjointedness may also impact on the study because these counselors would a times talk

about counselors and counseling in general in Zimbabwe when they may in reality have

only the remotest professional, economic, and social connections with other counselors in

Zimbabwe. This would have the potential to impact on the credibility of some of the

findings.

In an attempt to be not misinterpreted in regard to my comments about Counselor

One's remark, I really appreciated Counselor One in that she was someone I knew in a

professional context in Zimbabwe, and she had many insightful comments to make.

Counselor One was very articulate and had a mind of her own. As a whole, I derived a

great deal of comradeship from her and from all the counselors in the study. They made me

feel less homesick and I enjoyed their stories about what was going on in Zimbabwe. We

also shared experiences. When a counselor made a statement about something that I had

also experienced in counseling in Zimbabwe, I would share that experience. I think this

self-disclosure made the counselors more comfortable disclosing to me their thoughts and

experiences. It allowed for reciprocity (Wax, 1952) between the counselors and the

researcher. Hence, it could be interpreted that the counselors' responses may have been

more open and genuine.

The counselors were eager to share professional experiences, so I did not have to

make much of an effort to acquire information from them on the state of counseling in

Zimbabwe, it just flowed. The counselors seemed happy to share their professional

experiences. This comradeship made the counselors feel comfortable with me and view me

as an insider instead of an outsider. This comradeship and flow of information helped

provide the study with a rich data set. Only in regard to two aspects of the study were the
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counselors not open with me. Those two aspects are counselors' feelings of inadequacy,

and their thoughts about the origin of AIDS. I would have preferred the counselors to have

spoken more about their own feelings of inadequacy in order to make the data more

dependable. I would have liked to know what they thought about the origin of HIV/AJDS

as it may represent a perspective different from some of the ideas the academy likes to focus

on. Over all, I do think though it was a positive experience for the counselor and I know it

was for me. I say that because I found that I had many similar experiences and thoughts

about counseling in Zimbabwe as the counselors in the study did.

Though I had many of my own experiences related to counseling in Zimbabwe

validated, other experiences and beliefs the counselors reported that were different from my

own helped me acquire a greater understating of the counseling experience, the nature of

people, and even my own biases. For example, I found it interesting that one of the White

counselors indicated she was not sure about the origin of HI V/AIDS because most White

Zimbabweans I knew expressed the idea that it originated in Africa for various reasons,

usually reasons tinged with racism. I was astonished to find that some of the male

counselors expressed that they thought males had been responsible for bringing HI V/AIDS

to Zimbabwe and that they admitted that females in Zimbabwe were vulnerable to HIV

infection because males had more privileges than females. To me that implied that attitudes

toward gender may be changing.

I was impressed with the counselors' desires to have more counseling training and

to become more professionally active. It had been my experience that the counselors I

trained with in Zimbabwe were not very serious about being professional counselors and

only saw the training as a way of acquiring a better salary, or a job with different type of

responsibility than the one they currently had. The counseling profession in Zimbabwe has
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developed a lot over the last few years.

During the research process I gained from the interaction with my mentor who

made me look both at my research practice, helped me understand the finer aspects of

qualitative research, and who always said something that would make me examine myself.

Sometimes I liked what I came to see about myself, other times I did not! However, my

mentor was never judgmental towards me, even when I was judgmental about myself. That

role modeling helped me become a more nonjudgmental person that I had been. What I

learned from my mentor impacted on the research experience for both myself and the

participants. It helped me be more competent and confident as a researcher which I think

impacted positively on my relationship with the participants as I was more open to them and

their experiences. I think this is one reason why the data was so rich.

Towards the end of the study the euphoria of coming closer and closer to

completion of this dissertation provided me a sense of vitality I needed to carry on when all

I wanted to do was rest after six years of experiencing an unprecedented number of multiple

personal crisis (including divorce; identity issues; and the deaths of so many friends,

colleagues, and in-laws to AIDS), working to keep my family alive, my commitment to

motherhood and the parenting of three extraordinary children. I did though cany through

even when it seemed I was very stuck on how to talk about the trustworthiness of the study.

One of the ways I decided to establish the trustworthiness of the study was by triangulation.

Triangulation

Triangulation is the act of using multiple sources of information, including those

outside of the study, for the purpose of comparing and contrasting the findings of a
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particular study to other sources of information. The findings in this study are triangulated

with other research studies and sources of information. For example, when the researcher

compared Scott and Mercer's (1994) findings on culture and HIV/prevention, to the

findings of her own study (p. 72). In cases where the findings of this study were in

opposition to findings of other studies, possible explanations as to why that was, was

included in the analysis. For example, when the findings of this study that indicated most of

the counselors in this study did not express fears of death and dying (p. 99). In some cases

there were limited studies to triangulate with because many aspects of this study have either

not been addressed or well addressed in the literature. When this was the case, as with the

origin of HJV/AIDS (p. 90), it would be identified.

Janesick (1998) identified methodological triangulation, that is, ". . .the use of

multiple methods to study a single problem" (p. 46). The researcher used this type of

triangulation as well to compare the results of the survey and interview. For example, when

she compared the findings of both the survey and the interview in regard to the counselors'

attitudes towards their HIV/AIDS clients (p. 97). Furthermore, the use of methodological

triangulation provided a more in-depth understanding of the knowledge, attitudes, feelings,

and experiences of the HIV/AIDS counselors in the study. For example, the survey

provided a range of feelings based on the results of other studies that the counselors may

experience when counseling HIV/AIDS clients. However, the interview then provided an

opportunity for the counselors to explore their feelings at a greater depth and to identifi

other feelings that they experience when counseling HIV/AJDS clients. On the survey

Counselor Six indicted that he experienced anger when counseling clients. In the interview

he was able to say why he experienced the anger:

You know any time with AIDS clients, sometimes as for me, when I can't get a
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client to understand and they act in a way that endangers others I get angry. Say
you have a couple, and the HIV positive husband reftises to tell his wife that he has
HIV. Other times the couple will blame each other for the HIV, no one wants to be
responsible and you have to listen to them argue. (6)

A mixed method study may provide a better sense trustworthiness than either, say, a survey

or interview may have by itself.

External Auditing

Another technique I decided to use was "external auditing." External auditors act

as experts in assessing the accuracy of the product. In this case the findings were audited by

counselors in Zimbabwe that had no relationship to the study. For anonymity the names of

the auditors and the names of the organizations they work at have been withheld.

Counselors from an organization based in the rural areas that provides HIV/AIl)S

counseling wrote:

We had a staff meeting yesterday and I asked the team to look through your
document. None of our field staff are highly qualified counsellors.... Generally,
however, they felt that the document accurately summed up their feelings and
experience. In the communities they work in there are still strong cultural barriers
to talking about sex and taboo subjects. They did say they had some real anxieties
about talking with caregivers who are H1V positive and/or terminally ill. They said
that this was mainly because they felt anxious about the children's welfare and that
it was difficult to broach the subject with caregivers (eg re care arrangements for
children once the parent has died) because culturally this is taboo.

A counselor in a small town summed up the results of her own and four other counselors in

her organization, an NGO that provides HIV/AIDS counseling:

I am Sister [nursing sister], the Head of the Department for Home Based Care
department at [organization's name withheld] in HWANGE. Thank you for sharing
with us your Dissertation Research Summary on Relation to Zimbabwe and
HIV/AIDS counselling. It was indeed very interesting because you have certainly
picked up the reality on the ground! The four staff at the department agreed on most
of what you gathered from your interviewees. There's only one thing which is
almost an insignificant correction is the PARENTS TO CHILD TRANSMISSION



(you used Mother when in fact both parents are involved).

A counselor in a mid-size town employed at a VCT to train VCT counselors wrote:

I just have a few comments to make on the attitudes of counsellors:
*As counsellors there is a feeling of hopelessness due to the shortage of
support systems e.g ARV's for the clients.
*Also as counsellors infected with HIV it sometimes becomes a trigger issue to the
past losses of spouses, children etc.
*Again counsellors put the blame on clients due to the fact that they have been
infected by their spouses of loading it to the clients.

An individual in charge of the counseling services for an NGO in a large city (Bulawayo)

related:

In regard to the results of your study in general I think the resultsare representative
of the situation of counselling/counsellors in Zimbabwe. Most counsellors are
poorly trained but it is hard to talk about the quality of the services they provide
because no one really has studied that. I would agree though that counsellors in
Zimbabwe are generally knowledgeable about HIV/AIDS and have positive
attitudes about HIV. I think the counsellors in your study identified well that the
HIV situation in Zimbabwe is very much impacted by the economic and political
crisis.

A Professor of Counseling in Harare, Zimbabwe who is currently in the United States

wrote:

Great findings. They make sense to me.

The head of an organization in Harare that provides counseling services touched on a

number issues related to counseling/counselors in Zimbabwe:

no matter how dedicated an individual is to a 'cause' with an inflation rate of +-
300% remuneration is the bottom line! Currently there is no cash in the banks, the
majority of the population does not have access to credit card etc. as I'm sure to
witness commodities are scarce and only available at "black market rates" As a
result people just do it anyway for the love of it!

-most NGOs are affiliated to one of the major donors but will not accept any
proposal that indicates any figure for wages etc. the NGOs have to provide transport
allowances and some of "food" allowance to maintain counsellors
unfortunately these are taxable! Any sponsorship received locally is usually for
particular projects, building etc.
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the third issue which I feel is very pertinent is the use of counsellors as
psychologists!

a) The majority of Zimbabwe doesn't finish senior school due to finical constraints
let alone go to university. Therefore already there will be a shortage of trained
psychologists etc.

b) Psychologists will generally be in urban areas and the counselling trained
teachers etc. will be in the rural areas where the children need it most due to
problems they face. Therefore there are many more accessible counsellors in
proportion to psychologists. The counsellors are very respected as they perform
very separate duty to psychologist

c) The type of things that children go to a counsellor with would really be wasting
the time of a trained psychologist as often they require info on what to do about
things like

getting a birth certificate to go to school.
neglect - foodlclothes
relationship problems as a result of HIV pandemic and many kids living with

distant relatives etc

Thick Description

I also tried to develop thick description in order to enhance trustworthiness.

Though I limited the description of the counselors in this text because of confidentiality

issues, I was still able to provide a rich description of the participants. The description of

the counselors is found under the description of the participants in Chapter Three in the

Design of the Study section, in Chapter Four where the participants are described in the

both the Demographics of the Participants section and within the findings themselves,

within this Chapter, and in Appendix L.

The results also provide a thick description of the counselors' knowledge and

attitudes, their feelings, and experiences (please refer to Chapter Four for evidence of this

point). I think in this case the use of a mixed method approach allowed for a thicker

description than either the survey or interview could have provided on their own.
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Presenting the thoughts of the counselors that diverged from a developing theme

provides the reader with a richer understanding of the issue in question, and makes for a

thicker description than if only responses that echoed each other were presented. For

example, Counselor Seven, unlike the rest of the counselors in the study, thought counselors

in Zimbabwe as a whole were well trained (p. 116).

Member Checking

I also used "member checking" in establishing trustworthiness. Member checking

is when the researcher asks for the participants' views of the findings in regard to clearing

up potential misunderstandings about the findings and to verifying the results of the study.

In regard to verifying the information from the survey, I was able to do that in the course of

the interview. For example, I asked the participants, "What would you say are your

attitudes toward HIV/AIDS or people with H[V/AIDS," in order to verify the results of the

survey.

Initially after the interviews I was able to follow up with the counselors about

meanings, interpretation of the data, and collect additional information. In this first follow

up I was able to solicit member checks from all of the participants. For example, I said to

Counselor Eight, "... I got the feeling that you think females are being victimized and

thought that by being victimized they have a greater chance of becoming HIV positive?"

The counselor replied:

Yes, I think women are due to circumstances more vulnerable to getting HIV.
(Chipo)

However, as both the economy and political situation in Zimbabwe declined, I was not able

to remain in contact with all the participants. In the second round of member checks, I was
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only able to get informationlverify meaning with three of the counselors. For example I said

to Counselor Seven, "OK, I am wondering if participating in this study has in any way made

you think more about issues surrounding HIV/AIDS or your counseling practice?"

Counselor's Seven response was "No." The last time I tried to get member checks, I was

only able to get feedback from two of the counselors. For example I asked Counselor One,

"Based on what you said, it appears HIV/A]DS counseling is difficult and complex and it

seems you find HIV/AIDS counseling rewarding." Counselor One responded:

Yes it is difficult. I think what I was trying to say was that counselling and I mean
good counselling, rather than merely health advice, can make a significant
difference to people living with the virus, and when a counsellor sees that
adjustment take place in someone who may be ill and weak, and then transform into
someone who can tackle life head on again, it is very rewarding indeed. It feels
great to see people regain their wholeness and to be able to live as fully as
possible until they die. I also feel that their relationships, sexual, emotional,
supportive, can be enhanced by good counselling skills within the whole
family/support network, once all significant people are heard, their fears or
whatever, voiced etc.

Though perhaps not the strongest point in the process of establishing tmstworthiness,

member checking did provide feedback that indicated that, my understanding, particularly

my initial understanding of the data, seemed to make sense to the counselors.

Examining Potential Biases of the Researcher

In Chapter Three I was careful in examining my own potential biases as a

researcher so that I could add to the trustworthiness of the study. I discussed personal

aspects of myself I thought may impact on the findings. That is, my research epistemology,

my beliefs about the origin of HIV/AIDS, and my experience as a counselor in Zimbabwe.

In this chapter I addressed my experiences as student researcher that occurred during the

course of this study that may impact on the results of the study. I did this so that the reader
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could gather an understanding of potential biases of the researcher. By putting forward a

picture of my beliefs and experiences, I attempted to allow readers to identify any potential

bias that maybe inherent in the study.

Shifting Conditions

In regard to trustworthiness, I thought it would be important to address shifting

conditions. Since the study was conducted and the data analyzed and written up over a

period of two years it may be important to address shifting conditions of the phenomena.

Because of shifting political and economic conditions in Zimbabwe I had lost contact with

most of the counselors that were originally in the study. Counselor One surfaced in the

United Kingdom where she is now a master's degree student. She provided me with

additional feedback in regard to the rewards of counseling. Counselor Four surfaced in

Malawi and contacted me in regard to the African Counseling Network. He said he rarely

now has access to the Internet. I e-mailed him back in hopes of getting feedback on the

summary of the findings, and he has not yet responded. One counselor now working with a

different organization in Zimbabwe seemed to be interested in reading the section

summaries and providing me feedback if I could send him US$ 120 to cover his most recent

training cost. Though I would have like to provide him with the $120.00, I was unable to.

He ultimately did not provide any feedback. However, "external auditors" did provide

information that led me to believe that the situation in regard to the HIV/AIDS counselor

experience remained by and large unchanged, as did the attitudes of the counselors to

HIV/AIDS clients/situation. That is, counselors still lacked training, support, and

supervision, and still had positive attitudes towards HWIAIDS clients. For most people
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with HIV/AIDS, antiviral drugs are still difficult to obtain. With Zimbabwe deeper in chaos

and due to the time it took to can'yout and write up the study, it is possible that there could

be a shift in attitudes and feelings towards HIV/AJ1DS clients as these clients may be seen as

taking up too many precious resources in a time when more then half the people in the

country are facing starvation, This is pure conjecture on my part though.

Negative Case Analysis

In the final way I tried enhance the trustworthiness of the study, whenever a

negative case appeared, it was identified and a possible explanation given for the

occurrence. To provide an example of this, Counselor Six appeared to be knowledgeable

but unlike the other counselors in the study, had negative attitudes about people with

HIV/AIDS and thought that witchcraft could cause HIV/AJDS. I then provided a possible

explanation for this negative case (p. 87).

Lincoln and Guba's Criteria

Though intentionally avoiding Lincoln and Guba' s (1985) criteria of

trustworthiness (credibility, transferability, dependability, and confirmability) for qualitative

studies because of my belief it is an extension of positivism, my curiosity got the better of

me so I thought I would speak to it here.

In regard to "credibility" that Lincoln and Guba (1885) compare to "internal

validity," that is, were the findings accurately represented, I used triangulation, member

checking, and external auditors to establish what Lincoln and Guba defines as credibility.

Though member checking is the technique that would have provided the most legitimate
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the participants, the responses I did receive indicate that the data was accurately represented.

In relation to the concept "transferability" that Lincoln and Guba (1985) compared

to the positivistic construction "external validity," that is, can the findings be generalized to

other populations; I wonder can the findings of any qualitative study be generalized to any

other population since sample size of qualitative studies is so small? Moreover, the use in

this study of both "convenience" and "snowball" sampling further limits the transferability

of the study because the sampling was limited to a certain group of people who may,

because of the groups they belong to, have similar perspectives. If transferability is at all

possible, though it seems so problematic in relation to any qualitative study, this study may

have to some extent, transferability. This is because through triangulation and external

auditing the researcher has been able to establish that the findings of this study are similar to

findings from other studies. Taken in a more postmodern context transferability can be

viewed as the process of applying the study in a new context. That is the findings, methods,

and ideas are transferable. In this construction transferability and generalizability may

overlap or they may also be mutually exclusive. In this case, for a study to be transferable,

the methods, results, and ideas of the study would need to be well defined. In this study

detailed descriptions of the participants, research design, data collection and analysis

procedure, and the results were well defined so the study may be transferable to different

contexts.

Lincoln and Guba (1985) compare their third criteria "dependability" to

"reliability," that is, are the finding consistent and stable over time. In the more positivistic

sense of the term this is a bit difficult to answer, particularly because of political and

economic instability in Zimbabwe at this time. Likewise, I think transferability is
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problematic because nothing remains static. However, it does appear through the procedure

of using external auditors that the phenomena have remained relatively stable over a two

year period. In a more postmodem stance dependability could be viewed as can other

researchers using your research process in a similar setting arrive at the same or comparable

results. Until the process were actually duplicated it would be difficult to derive how

dependable the study may be, but since all aspects of the study have been well defined and

documented, the researcher could duplicated the research process and as such this study it

would have the potential to be dependable.

The final criterion, "confirmability," relates to the positivistic idea of "objectivity"

and requires the conformation of the findings by another. In the postmodern sense

conformability is still tied to objectivity, but an additional dimension is involved, that is, did

the researcher created a 'paper trail' so that the materials could be audited. In regard to

establishing conformability, I have been careful to indicate my personal and professional

experiences so that the reader could identif' any possible biases I may have that may distort

the data analysis. I have also used external auditors, member checking, negative case

analysis, and triangulation to confirm my results and in essence to challenge my objectivity.

I have provided a thick description of the research process both the 'scientific' and

'personal' processes that occurred. This thick description would help make it possible to

carry out a data audit.

LIMITATIONS OF THE STUDY

Though the study may have a degree of trustworthiness, there are factors that must

be considered in relation to the limitations of the study. One of these factors is
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Though external auditors and triangulation may help provide some generalizability to the

study, there were still only eight counselors. The study may have little or no generalizability

in that regard alone. The use of snowball and convenience sampling may limit

generalizability as well in that the participants of the study may have similar perspectives

since they were collegial with the researcher and came from organizations that may

prescribe to particular beliefs and practices. Generalizability is also limited in that the

indigenous counselors in the study were from the Shona ethnic group. Counselors from, for

example, the Ndebele indigenous group may have different perspectives about HIV/AIDS

and HIV/AIDS counseling, and different knowledge, attitudes, and feelings towards/about

HIV/AIDS. Since there were only two counselors in the study from rural areas this presents

another generalizability issue. If a study were conducted using participants only from or

mainly from the rural areas the results may be different as counselors in the rural areas may

be more tied to culturalllocal perceptions of, for instance, what is HIV/A]DS and other

beliefs related to HIV!AIDS, they may have less access to Western sources of knowledge,

and they may have different attitudes and feelings towards HIV/AIDS clients and

HIV/AIDS itself. Counselors in the rural areas may even have very different ideas about

how counseling is carried out, and how are HIV/AIDS clients managed than counselors in

non-rural areas.

This study was carried out over a period of two years. Mixed methods studies by

nature of what they are may take longer to carry out then conducting either a quantitative or

qualitative study. Participants in long term studies may burnout in the process of

participation and either drop out of the study or 'rush' to answer questions without giving

them much thought. They may be less inclined to provide much in the way of
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study. As mentioned earlier, in this case I started losing participants as time went on

because of the deteriorating political situation in Zimbabwe. If the process had been faster

this loss of participant feedback may not have happened.

Another issue to take into account is that the counselors in the study would be

considered elite in terms of their education, and professional experiences and background.

All of the counselors participating in this study except one were educated beyond high

school. They also all had qualifications in counseling and training in HIV/AI1)S

counseling. Most counselors in Zimbabwe are neither as educated nor as well trained, some

counselors may be illiterate. The perceptions of privileged counselors may be different than

the perceptions of those counselors who may not have the same level of privilege. If one

were to survey and interview para-professional counselors, they may identify themselves as

well trained andlor as professional counselors. They may also view themselves as being

competent, and they may be. Additionally, because counselors in Zimbabwe are not

organized, the counselors in this study may not be in touch with or know the experiences of

counselors outside their immediate professional circle. This privilege and disconnectedness

may be a limitation because the counselors in this study would a times talk about counselors

and counseling in general in Zimbabwe when they may in reality have only the remotest

professional, economic, and social connections with other counselors in Zimbabwe. Their

ideas about other counselors in Zimbabwe that are presented in this study may be biased by

their own particular professional, economic, and social standings.

An additional aspect to consider is that the literature review revealed relatively few

studies world wide related to counselors' knowledge of and attitudes towards HIV/AIDS.

Moreover, with the exception of the one counselors' knowledge of and attitudes towards
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HIV/AIDS studies that was based in Africa (Tanzania), the rest of the studies were based in

the United States or Israel. Therefore, the findings around knowledge, attitudes, and

feelings had few studies available with counselors as participants to compare and contrast

these findings with. In this case triangulation with the literature may have it limits.

Another limitation to the study is that it is not clear if the counselors experienced

more negative or positive feelings or if more negative feelings were reported because the

survey mainly focused on identifying the counselors' negative feelings. Though during the

interview the counselors reported more negative feelings, this may be circumstantial.

Additionally, HIV/AIDS counselors in Zimbabwe may experience more professional and

personal stress than H1V/AIDS counselors elsewhere, and this may in part account for their

negative feelings. These negative feelings, if necessary, may be in part managed through

the process of supervision, peer interaction, and counselor support.

Culture may also present another potential limitation on the study. In the Shona

culture there is a cultural norm of pleasing, being pleasant, warm, and cheerful. Because of

this some or all of the responses made by the Shona counselors in the study may reflect

what they thought I wanted to hear or would be pleased by; than what they experienced,

thought, or felt. This wanting to please the researcher is know as the "Hawthorn Effect"

and could occur with participants in any studies, but the effect may be more prevalent or

pronounced in cultures where there is a cultural norm to please others. Likewise, colonial

racial culture may be a factor as well because some of the participants in the studymay have

been 'trained' by the colonials to be extremely polite and pleasing towards people of

European descent. As a person who is generally perceived by others as a White person,

perhaps some of the participants acted in a particular way towards me, trying to please me

(it should be noted though that colonial race relations may have led to mistrust between
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individuals of different races so race may have had the opposite effect as some participants

may have felt like the could not be open with me since I was of a different race than them).

Triangulation and the use of external auditors though did provide feedback that indicated

the experiences, thoughts, and emotions reported by the counselors were genuine so the

impact of this cultural norm may be limited if it did impact on the study. The counselors

were aware of who I was, what my politics were, and that I, like some of them, experienced

oppression at the hands of some White Rhodesians/Zimbabweans, so I do not think mistrust

would be much of an issue, though individuals may still have responded in a guarded

manner.

CONCLUSIONS

The counselors in this study were in general very knowledgeable about HIV/A1DS,

had positive attitude towards people with HIV/AIDS, and believed that the AiDS epidemic

in Zimbabwe could be contained. Though these counselors are well trained, they reported

that most counselors in Zimbabwe are not. They also relayed that most counselors do not

have adequate support and supervision. Most of the counselors in the study reported they

also received little in support, supervision, or ongoing training. In regard to these

counselors, it appears that those who already possess the most training, education, and

resources, are more able to access continued training, education, and additional resources,

than counselors who are less trained, have less education, and have less resources. These

counselors with resources and opportunities may not be aware of the limited resources and

opportunities that other counselors in Zimbabwe have.

Counselors need to be provided with supervision and support systems to help them

cope with for example grief, bereavement, fear, and anger. Counselors who work with
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HIV/AIDS clients are more than just typical counselors as they deal with a variety of issues

that they need to be knowledgeable about. More so, VCT counselors in Zimbabwe appear

to be in the role of community counselors as well. Because of a lack of professional

qualifications, counselors in Zimbabwe seem to be underpaid. However, even counselors in

the study who are professional counselors perceived themselves as underpaid. Though the

counselors in this study have faith in the work of paraprofessional counselors, they

identified that they are under trained and lacked supervision and support.

The counselors in this study experienced a number of feelings both positive and

negative when counseling HIV/AIDS clients. Most of the feelings reported were negative.

These negative feelings are for the most part not directed toward the client. Counselors in

Zimbabwe could benefit from supervision and support groups to help them understand and

cope with their feelings.

The findings of this study appear to have a good degree of trustworthiness. Both

Creswell (1998) and Lincoln and Guba' s (1985) criteria for establishing trustworthiness

were used and the researcher was able to establish a good sense of trustworthiness using

both sets of criteria.

In conclusion, the HIV pandemic is undermining cultures, limiting genetic diversity

as entire family lineages are decimated, causing economic crisis, and precipitating political

conflict and the destabilization of countries on a variety of continents. Since counseling

appears to be the ability to be useful tool in the fight against HIV/AJDS, it is critical that

more research on HIV/AIDS counseling be conducted and HIV/AIDS counselors are

offered the training, support, and supervision they need to cany out their task effectively.
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SUGGESTIONS FOR FUTURE RESEARCH

With a dearth of literature on 11W/AIDS counseling in Zimbabwe, it would be easy

to identify an area to research. The findings of this study however provide some direction

for future research as it relates to 11W/AIDS counseling. For instance, since all the

counselors in the study experienced varying degrees of inadequacy when counseling

HIV/AIDS clients, it seems an important area to explore. For example, why do counselors

that are both trained and experienced as HIV/AIDS counselors feel inadequate when

counseling 11W/AIDS clients? Furthermore, why did the counselors acknowledge in the

survey that they experienced inadequacy when counseling HIV/AIDS clients, but were not

willing to "own" that experience during the interviews? Knowing the answers to these

questions could greatly enhance 11W/AIDS counselor training in Zimbabwe.

The sample of the study included counselors that would be viewed as professional

counselors. Most of them also belong to the group of "elite" counselors mentioned in this

chapter. That is, a group of counselors that have extensive counselor training and

11W/AIDS counseling and who have more opportunities that non-elite counselors for

additional training, and have access to information about HJVIAIDS that other counselors in

Zimbabwe may not have. Therefore, it would be important to examine the knowledge,

attitudes, feelings, and perspectives of para-professional counselors as well in order to get a

more fully developed picture of the situation of HW/AIDS counseling in Zimbabwe.

Similarly, examining the knowledge, attitudes, feelings, and perspectives counselors in rural

areas and counselors from various ethnic groups may also be relevant.

The counselors in this study did express that they experienced many negative

feelings while counseling 11W/AIDS clients. These emotional experiences left unchecked
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or unprocessed may diminish the counselor's ability to practice counseling, help their

clients, and they may impact on the counselors attitude toward the client. Managing the

counselor's emotions may be a serious consideration because HIV/AIDS clients will present

a myriad of emotions such as despondency, fear, grief, and rage that the counselor will have

to deal with besides their own personal emotions. It is also important for the counselor to

try to keep people from being infected, to keep HIV positive clients from reinfection, and to

help maintain the health of the client. If a counselor experiences negative feelings during

the counseling session, it may damage the counseling relationship, it may make the

counselor ineffective, and it could potentially be psychologically harmful for the client and

counselor. Therefore, it is suggested that more studies on the feelings counselors

experience while counseling HIV/AIDS clients are carried out. It would be essential that

studies address not only the feelings counselors' experience, but also to examine if andlor

how those feelings impact on the counseling process and outcome.

The counselors all thought that counselor support and supervision was limited in

Zimbabwe. This lack of support and supervision is not surprising because counseling is a

new profession in Zimbabwe. It is alarming though because support and supervision are

key elements in developing counselors' skills, giving HTV/AIDS counselors the information

they need to keep updated about RIV/AIDS, and in providing emotional support to

counselors that is basic to keeping counselors from "burning out." Studies need to be done

that look at how often counselors receive support and supervision services, and what is the

quality of these services. It would be important to know, for example, what types of

supervision and support are most effective for use with HIV/AIDS counselors in Zimbabwe

context.

In general the counselors in this study did not think that counselors with limited
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training could be effective because HIV/AIDS counseling is a complex and difficult

process. Since the majority of counselors in Zimbabwe have limited training, supervision,

and support, it may be important to know if that training has been effective by examining

the impact that counselors in Zimbabwe are having on their clients. Are the counselors

successful in their outcome? For a variety of reasons, many clients in Zimbabwe need to be

reached in a single counseling session. Since that is the case, are the counselors effective

enough to reach clients in a single session? What are the results of counseling sessions that

go awry because the counselor lacks the knowledge and skills? Could poor counseling

conditions impact on how clients interrupt their personal meaning of HIV/AIDS? Knowing

the answers to such questions can improve the HTV/AIDS counseling training, support, and

supervision proves in Zimbabwe and in turn enhances the ability of HIV/AIDS counseling

in Zimbabwe. Good counseling can prevent HW/AIDS infection and reinfection and offer

hope, support, and knowledge to those impacted by HIV/AIDS.

Just prior to coming to Zimbabwe the researcher started working with one of her

former high school student, who is now a traditional healer to develop counseling in a

context that may be useful in counseling clients that live their lives in a traditional cultural

context. The traditional healer would come to counseling workshops put on by the

researcher to learn about Westernized versions of mental health counseling and would also

help train the counselors in traditional methods of helping. It would be important to

continue such relationships between traditional healers and counselors and conduct research

to see how effective such combined approaches are and how effective are each approach on

their own with clients with various cultural orientations. This researcher has developed a

counselor supervision model (Release Counselor Supervision) and a form of therapy

(Liberation Therapy) for use in Southern Africa. Though both of those approaches have
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been published no knowledge exists on if they are being taught or used, and if so how have

individuals interpreted and practiced these approaches, and how effective are these

approaches if they are being used. For example, in Liberation Therapy the counselor allows

the client to use as many helpers as they need to help solve their problems. This is not

normally acceptable in the Westernized version of counseling and it may be considered

unethical to see a client who you know is seeing another counselor. However, in societies

where both the family and community may be actively involved in helping individuals, and

society values such relationships, it seems to make sense to allow the client to integrate any

helpers they like into the counseling process either working in conjunction with or

independently from the counselor. This may be particularly important for people with

HW/AJDS as they have so many needs, one counselor may not be able to meet them all.

For the counselor's well being, it may be best if the HIV/ATDS client has other counselors

they can work with and perhaps HIV/AIDS counselors could be specialized in various areas.

This researcher envisions a center where counselors with various specialties are located so

that clients would not have to travel to different places for services. It would be import to

know if this use of multiple helpers could play an important role in helping the client solve

their problems or if it may hinder the helping process.
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APPENDIX A

KNOWLEDGE OF AND ATTITUDES
TOWARDS HIV/AIDS QUESTIONNAIRE

This study will survey Zimbabwean counsellors' attitudes towards, and knowledge of
HP//AIDS. Your participation in the study is voluntary and you may refuse to answerany
question in the questionnaire below. All of your responses will remain confidential.

Part One

If you run out of space in answering a question, please continue your answer on another
piece of paper. Thank you.

1) Please write your initials here. Your initials will be your code for the research
project.

2) Please write your first name here.

3) Please write your telephone number, including country and city codes.

4) Please write your fax number, including country and city codes.

5) Please write in your e-mail address.

6) Please indicate your gender (male or female).

7) What is your age?

Part Two

The second part of the questionnaire will be kept separate from the information above

8) Where were you born? Country and Town! Village

9) What country do you live in now and how many years have you lived there?
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10) Where did you obtain your counsellor training? Was the training part of a degree
course such as nursing or law enforcement? List all sources of training.

11) List all qualifications in counselling/psychology (degrees, certificates, and certifications,
such as NBCC, SABCC, LPC).

12) List other qualifications.

13) How many years have you been practicing counselling?

14) What is your current position/job?

15) How many hours altogether of HW-AJDS counselling training have you had?
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Part Three
For each statement below tick Yes, Maybe, No, or I Don't Know

Yes Maybe No I

Don't

Know

1. People who have loose sexual morals deserve to have HIV-
AIDS

2. Traditional Healers can cure HIV-AIDS

3. I would prefer not to work with HIV-AIDS clients

4. I can avoid AIDS by exercising

5. Names of HIV-AIDS patients should be kept in a register for
public viewing

6. There is little that can be done to prevent the spread of HIV-
AIDS

7. HIV-AIDS poses a serious health threat to Zimbabwe

8. If a friend of mine had HIV-AIDS I would not maintain the
friendship

9. Just being around someone who has HIV-AIDS can give you
HIV-AIDS

10. If my spouse had HIV-AIDS I would leave him/her

11. Living in the city increases the chance of becoming HIV
positive

12. 1 am not sure what to believe about where or how HIV-
AIDS originated

13. Women who are large (wakafuta) do not have HIV-AIDS

14. People who have HIV-AIDS should be quarantined
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Part Three Continued
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For each statement below tick Yes, Maybe, No, or I Don't Maybe No
don't
know

15. AIDS does not exist

16. AIDS is something sent by God because of immoral
behavior

17. It is not established where or how HIV-AIDS originated

18. Most people who have AIDS have only themselves to
blame

19. Condoms can help prevent the spread of HI V-AIDS

20. HTV is passed from Mother to Baby

21. HIV-AIDS can be caused by magic or evil spirits

22. Children should be removed from parents who are HIV
positive

23. HIV-AIDS was originally caused by homosexuality in USA

24. HIV infected people should be marked

25. There is a cure for HIV-AIDS

26. I would not like to sit next to someone with HIV-AIDS

27. Latex condoms are better than skin condoms for protecting
against HIV infection

28. If a person looks healthy they can not have HI V-AIDS

29. Certain foods can cause HIV-AIDS

30. HIV does not cause AIDS
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Part Three Continued
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For each statement below tick Yes, Maybe, No, or I Don't
Know

Yes Maybe No I

don t

know

31. Having 'dry sex' (using herbs to make the vagina 'tight') is
more likely to spead HJV than sexthat is not dry.

32. HIV-AIDS originated in Africa
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Part Four
Please tick if you think the behaviors below are High Risk, Medium Risk, or Low! No
Risk behaviors in regard to transmitting/catching HI V-AIDS.

High
Risk

Medium
Risk

Low or
No Risk

1 Vaginal sex

2. Counseling HIV-AIDS Clients

3. Bitten by someone th HI V-AIDS

4. Sharing needles

5. Shaking hands

6. Sharing towel or soap

7. Anal sex

8. Giving blood

9. Sharing toothbrushes

10. Kissing on the lips

11. Deep/French kissing

12. Being unhygienic

13. SpitJsneezes/coughs

14. Masturbating

15. Sharing cigarettes

16. Mosquito bite



227

APPENDIX A CONTINUED

Psi,-t Four Continued
High
Risk

Medium
Risk

Low or
No Risk

17. Touching

18. Oral sex

19. Using public toilets

20. Sitting next to someone
with HI V/AIDS
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Part Five
Feelings about lilY-AIDS counseling
Please tick the feelings below that you may have experienced when counseling
clients that have HIY-AIDS.

Yes Sometimes No I don't
know

1. Desire to help

2. Empathy

3. Fear of catchmg HIV-AIDS

4. Inadequacy

5. Conflict

6. Anger

7. Sad

8. Compassion

9. Threatened

10. Anxiety

11. Helplessness

12. Over identification with
HIV-AIDS client
13. Unaccepting of the client

14. Fear of death and dying

15. Other feelings, please write them in:

16. I don't experience any particular
feelings when counseling HIV-AIDS
clients
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On OSU Letterhead

Date

Dear Colleagues,

233

Acquired Immunodeficiency Syndrome (AIDS) has reached epidemic proportions
in Zimbabwe. According to the World Health Organization (WHO) AIDS is the
number one killer in Zimbabwe. With around 2,000 people a week dying of AIDS
in Zimbabwe, the life expectancy of Zimbabweans is now 39 years.

Because you are a counsellor, I am asking your help in enhancing HI V/AIDS
counseling in Zimbabwe. Your participation in the study is voluntary and you may
refuse to answer any question. Only a few counselors will be part of this study, so
your participation is vital to the project.

The answers you provide are confidential. Though some of your response may
appear in my thesis, your identity will not be revealed in my thesis or other
writings/publications related to the research. The questionnaires, tape recordings,
and any faxes and e-mails will be destroyed once the information you have
provided has been summarized.

For this study I will need to you fill out the attached questionnaire and fax (USA
541.737.2040 Attention Kimberly Richards) ore-mail it back to me at
mearsk@ucs.orst.edu

After you have filled out the questionnaire, I will need to be able to telephone you
and speak with you for about an hour. After the telephone conversation, I may later
have follow up questions that I will need to contact you about. This contact could
be through the telephone, e-mail, fax or Internet, depending on what is most
convenient for you. After completing the questioner, telephone conversation, and
follow up questions, I will send you a check for USA $50.00. At today's exchange
rate that is about Zimbabwe $2 760.00. When you cash this check at the bank in
Zimbabwe, you will receive the money in Zimbabwe dollars unless you deposit it in
a foreign currency account that you may have.
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If you have any questions about the questioner, or any other aspect of the study,
please contact me at (USA) 541.753.9138. I can also be reached at
mearsk@ucs,orst,edu. My fax number is USA 541-737-2040 (attention Kimberly
Richards). My address is above. If you have any questions about your rights as a
research participant, please contact the IRB Coordinator, Oregon State University
Research Office at telephone: USA 541.737.3437. Or fax: USA 541.737.3093.
The IRB Coordinator can also be reached at:

IRB Coordinator
Oregon State University Research Office
Administration Building
Corvallis, OR, USA 973321

Thank you for your help. I appreciate your cooperation.

Sincerely,

Kimberly Richards NCC, SACC, PhD (cand.)
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TELEPHONE INTERVIEW QUESTIONS

Everyone who took the survey that I sent out thought that AIDS was a problem
in Zimbabwe, so what in general do you think about this problem?

2. What types of problems is AIDS creating in Zimbabwe?

How do you think counseling can help with the AIDS problem?

4. From your responses, you seem to be knowledgeable about HJV/AIDS
Are there any areas about 11W/AIDS or 11W/AIDS counseling you would
like more information about?

5. What areas of 11W/AIDS are you the most and least knowledgeable about?

6. What areas of 11W/AIDS counseling are you the most and least knowledgeable
about?

7. How could you, if it is possible, to tentatively identify a client who has
HW/AJDS as an issue if they have not disclosed this to you?

When a client reveals they are HW+ what kinds of thoughts and feelings to you
have. PM

Almost every counselor taking part in the survey said they experienced to one
degree or another:
Anger
Helplessness
and Inadequacy

10. What part of the HW/AIDS counseling process is the most difficult for you or other
counselors?
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11. What part of the RN/AIDS counseling process is the most frustrating for you?

12. I know you have done a lot to enhance HIV counseling in Zimbabwe, but how
wouki you continue to enhance RN/AIDS counseling?

13. How comfortable do you feel about discussing issues of human sexuality with
clients of the opposite sex? With clients from a different culture?

14. What support services are available to HIV/AIDS counselors in Zimbabwe? For
example, supervision, continuing education, support groups, etc?

15. Do you think Zimbabwe counselors as a whole are well prepared to deal with
HIV/AIDS counseling?

16. Besides counseling, what are some of the other solutions to the AIDS problem in
Zimbabwe?

17. There seems to disagreement among some scientist and people in general about the
origin of AIDS and what AIDS really is How do you think AIDS originated and
what do you think AiDS really is?

18. What are your personal fears about AIDS?

19. What are some traditional ideas about AIDS? What would a culturalist say about
AIDS?

20. Why is there secrecy around AIDS?

21. What do you think are Zimbabwean counselor's attitudes toward HJV/AIDS or
people who have HIV/AIDS?
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22. What would you say are your attitudes toward HIV/AIDS or people with
HIV/AIDS?

23. What are your beliefs about HI V/AIDS?

24. What would you say are the beliefs of Zimbabwean counselors in
general about HI V/AIDS

25. How did HIV/AIDS come to Zimbabwe in the first place?

26. Why do you think AIDS is spreading so much in Zimbabwe?
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PART THREE SURVEY RESULTS TALLY:
KNOWLEDGE AND ATTITUDES

Yes Maybe No I don't

know

1. People who have loose sexual morals deserve to have HIV-
AIDS

7 1

2. Traditional Healers can cure HIV-AIDS 1 7

3. 1 would prefer not to work with HIV-AIDS clients 8

4. I can avoid AIDS by exercising 8

5. Names of HIV-AIDS patients should be kept in a register
for public viewing

S

6. There is little that can be done to prevent the spread of
HIV-AIDS

1 7

7. HIV-AIDS poses a serious health threat to Zimbabwe 8

8. If a friend of mine had HIV-AIDS I would not maintain the
friendship

8

9. Just being around someone who has HIV-AJDS can give
you HIV-AIDS

8

10. If my spouse had HIV-AIDS I would leave him/her 8

11. Living in the city increases the chance of becoming HIV
positive

2 6

12. I am not sure what to believe about where or how HIV-
AIDS originated

2 5 1

13. Women who are large (wakafuta) do not have HIV-AIDS 8
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Yes Maybe No
don't

know

14. People who have HIV-AIDS should be quarantined 8

15. AIDS does not exist 8

16. AIDS is something sent by God because of immoral
behavior

1 7

17. It is not established where or how HIV-AIDS originated 4 2 2

18. Most people who have AIDS have only themselves to
blame

1 7

20. HIV is passed from Mother to Baby 7 1

21. HIV-AIDS can be caused by magic or evil spirits 1 7

22. Children should be removed from parents who are HIV
positive

1 7

23. HIV-AIDS was originally caused by homosexuality in USA 1 1 6

24. HIV infected people should be marked 1 7

25. There is a cure for HIV-AJDS 2 1 5

26. I would not like to sit next to someone with HIV-AIDS 2 6

27. Latex condoms are better than skin condoms for protecting
against HIV infection

2 3 1 2

28. If a person looks healthy they can not have HI V-AIDS 8

29. Certain foods can cause HIV-AIDS 8

30. HIV does not cause AIDS 1 6
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Yes Maybe No I

don't

know

31. Having 'dry sex' (using herbs to make the vagina 'tight') is 5 1 1 1

more likely to spread HIV than sex that is not dry.

32. HIV-AIDS originated in Africa 1 4 3
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PART FOUR SURVEY RESULTS TALLY: KNOWLEDGE OF
TRANSMISSION

High
Risk

Medium
Risk

Low or No
Risk

1. Vaginal sex 8

2. Counseling RIV-AIDS
Clients

8

3. Bitten by someone with
HIV-AIDS

3 5

4. Sharing needles 7 1

5. Shaking hands 8

6. Sharing towel or soap 8

7. Anal sex 8

8. Giving blood 2 6

9. Sharing toothbrushes 2 2 4

10. Kissing on the lips 1 7

11. Deep/French kissing 1 3 4

12. Being unhygienic 1 3 3*

13. Spit/sneezes/coughs 1 7
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14. Masturbating 8

15. Sharing cigarettes 1 7

16. Mosquito bite 8

17. Touching 8

18. Oral sex 6 2

19. Using public toilets 1 7

20. Sitting next to someone
th HI V/AIDS

1 7

* One counselor wrote "About what"
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PART FIVE SURVEY RESULTS TALLY: COUNSELORS
FEELINGS WHILE COUNSELING HIV/AIDS CLIENTS

Yes Sometimes No I don't
know

1. Desire to help 8

2. Empathy 8

3. Fear of catching HIV-AIDS 1 7

4. Inadequacy 2 5 2

5. Conflict 2 1 5

6. Anger 3 3 2

7.Sad 5 1 2

8. Compassion 8

9. Threatened 1 7

10. Anxiety 3 5

11. Helplessness 3 2 3

12. Over identification with
HIV-AIDS client

2 1 5

13. Unaccepting of the client 8

14. Fear of deathand dying 2 6

15. Other feelings, please write them in:

Frustration, irritation, Ambivalence,
shock, remorseful
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PREDETERMINED GENERAL CATEGORIES TO BE CODED

1 Knowledge about HI V/AIDS

2 Attitudes towards HIV/AIDS and people with 11W/AIDS

3 Beliefs about HIV/AIDS

4 Culturalltraditional beliefs/behaviors/practices that might impacton the
HIVJAIDS counselor.

5 Effectiveness of HW/AIDS counseling in Zimbabwe

6 Barriers to HIV/AJDS counseling in Zimbabwe

7 Practice/Techniques of 11W/AIDS counseling

8 Feelings



245

APPENDIX I

OPEN CODING SCHEME

1 - Al Access to information

2 AT Attitudes

3 AP Attitudes to PWALH

4B Behavior

4a BCL Client Behavior
4b - BCo Counselor Behavior
4c -Bse Sexual Behavior

5 BE Beliefs

6BL Blame

7CH Chaos

8 - CS Client Support

9 - CO Counseling

10 CB Counseling Barriers

11 CE Counseling Effectiveness

12 CP Counseling Practice/Technique

13 CSV Counselor Supervision

14 CSP Counselor Support

15 CT Counselor Training

16 C Counselors

17 CC Cross Cultural

18 CL Culture
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19P Denial

20 DH Difficultlhard

21- DV Development

22 ED Education

23EC Economy

24 - EF Effective

25En Enhance

26F Family

27 FG Feelings in General

28 FS Feeling in Specific:

28a - FSA Anger
28b FSAP Apprehensive
28c FSI Inadequacy
28dFSF Fear
28e FSH Helpless
28f FSH Hopeless
28gFSS Sad
28h FSFU Frustration
28iFSHF Hopeful
28j FSC Compassion
28k - FST Tragic
28 1 FSST Stress

29G Gender

30 GO Government

31 K Knowledge

32 L Live positively

33 M Morals/Morality
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34NGO Non Profit Organization

35-0 Origin

36 ORP Orphans

37-P Politics

38PO Poverty

39 PS HIV/AJDS Problem Size

40 PU Political unrest

41 S Secrecy

42SX Sex

43 SP Spreading

44 ST Stigma

45 T Testing

46TA Taboos

47 TE Techniques

48 - TR Traditional

49 TRN Transmission

50 Y Youths

51 W Witchcraft



APPENDIX J

AXIAL (COLLECTIVE) CODING CATEGORIES

Collective Category I: Poverty, Economy, Government, Politics.

Collective Category II: Counselor Supervision, Counselor Support, Counselor
Training, NGO, Education.

Collective Category ifi: Culture, Tradition, Witchcraft, Cross Cultural.

Collective Category IV: Counseling, Counseling Effectiveness, Counseling
Practice/techniques.

Collective Category V: Attitudes, Denial, Live Positively, Beliefs.

Collective Category VI: Knowledge, Attitudes, Denial, Live Positively, Beliefs

Collective Category VII: Feelings General, Fear, Sad, Tragic, Anger, Stressed,
Helpless, Hopeless, Compassion, Frustration, Hopeful
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DEMOGRAPHIC DATA

Participant 1 2 3 4 5 6 7 8
Age 45 33 46 51 30 30 59 31
Years
Gender F M F M M M F F
Birth Place Zim. Zim. Zim Zim. Zim. Zim. Zim. Zim.
Country Zim. Zim. Zim. Zim. Zim. Zim. Zim. Zim.
Residency______
Residency 45 33 46 51 30 30 59 31
Years
Place Zim. Zim. Zim. Zim. Zim Theo. Zim. Zim
counselor CON. CON. CON. UZ CON. Coil. New CON.
training Start

Cent.
Hours/Weeks 30H 160H 1OH 12W 160H 180H 116H 8W
HlVcoun.
training______
Years 15 3 20 17 6 3 3 9
experience
coun.
Type of Job Coun. HIV Coun. HIV HIV Coun. Coun. HIV

Coun. Coun. Coun. Coun.
& PP
Coun

Abbreviations: Addc = Addictions, Cent = Center, Cert = Certificate, Coil = College, CON =
CONNECT, Coun = Counseling, F = Female, Fam Family, M Male, PP'= Private PracticeTher. =
Therapy, Zim = Zimbabwe.
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MEANING UNITS THEMES

Category: Knowledge

Meaning Unit/Theme Summarized: Specific Knowledge Areas

Statements of knowledge about the complexity of the HI V/AIDS problem
It's a huge problem that could have been averted to some extent.
It's a combination of factors.
HIV/AIDS is affecting Zimbabwe economically, socially and also
physically.
It is a major public health problem, not only for Zimbabwe, but for
the whole Southern and Eastern African region.
There are long term consequences for the next 75 years.
There are many problems associated with H1V/AIDS:

feelings of hopelessness,
unproductive labor,
political tension,
children uneducated and unemployable,
discord and dissent among the population,
a lot of social economic problems.

Statements of the knowledge about culture and tradition related to local
beliefs/practices about H1V/AIDS

Some people think evil spirits cause HIV.
Healers believe ancestral spirits were angry and sent an epidemic.
It is believed by some that witchcraft used to infect someone with
HIV.

Culturalists think cross culture practices in sexual relationships is
contributing to the spread of HIV/AIDS.
Tradtionalist think we have AIDS because we are moving away
from our traditional values.
There is a belief that runyoka is the same as HIV/AIDS.
People are saying that we've done wrong and God is angry with us
about it.

I think most people know AIDS is real or that it can not be cured.
- In the past traditional healers used to think AIDS is mere

witchcraft.
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Statements of the knowledge about gender and HIV/AIDS
Unfairness about a women being infected because her husband
philanders.
Even professional educated women are not allowed to question
their husbands or buck authority in any way.

- Women are more vulnerable to getting HIV then men.
Lack of equality between men and women puts women at risk for
HIV infection.
Women cannot negotiate condom use even with their husbands.
Women need to be empowered so they can be more assertive and
have control in their lives.

Statements of the intersection of gender, children, families, and HI V/AIDS
Some people think that having sex with a virgin or young girl will
take away HIV/AIDS, so young girls can be raped.
Some girls are being lured by older men, or being abused by family
members like uncles, and then they contract the AIDS virus.
Families that don't have money to send all the kids to school so
they send the boys to schools.
Females are failing to get educated and are then left to some how
support themselves, and some turn to prostitution, marriage, or love
affairs with sugar daddies.
Girls trade sex for things they need like school fees.
Having lost that group in the 45 to 50 year olds there are a lot
grandparents looking after kids and it is to much for them.
Children are heading families and taking care of themselves.
There are street kids all over Zimbabwe because of HIV.
The death of young adults it is destroying families in Zimbabwe.

Statements of knowledge about the relationship between the economy, poverty,
and HW/AIDS

The epidemic is causing a serious shortage of skilled personnel and
this is impacts on the economy.
There is a brain drain by death of artisans and professional dying of
AIDS and because they leave the country.
The business and economic angle of AIDS has taken out the
middle income layer in Zimbabwe.
AIDS is killing people who are developing systems; people who
are suppose to be in the forefront of developing the country.
The life expectancy of Zimbabweans has been drastically reduced.
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At the same time because of the political very skilled young people
are also leaving the country for UK, for Canada, for USA.
Unemployment in Zimbabwe is forcing people into the commercial
sex trade.
The economic situation in Zimbabwe is so bad you have people
who are trying to implement income supplementing strategies and
for some womenlgirls that means being commercial sex workers.
Poverty precipitates people to HIV infection because of survival
reasons.

- The scarcity and cost of AIDS drugs is a major driving force of the
epidemic AIDS.

- People are so poverty stricken that they would rather get food than
antivirals.

- Our health system is collapsing and there is very little support for
ill people who are poor, and that is the majority here now.

Statements of knowledge about the relationship between Politics and
H1V/AIDS

- Our government could have gotten on board about HIV many,
many years ago.

- To contain the virus some of the issues that need to be addressed
are political issues.

- HIV will cause a lot of political tension in the future.
- Economic, political issues, and the brain drain will cause

Zimbabwe to have a problem recovering from the AIDS epidemic.

Statements of knowledge related to specific questions about HI V/AIDS
Question One: Besides counseling, what are some of the other solutions to

the AIDS problem in Zimbabwe'?
- I think throwing more money at the problems.

Making assessable inexpensive antivirals.
Provide cheap antivirals.

- Improve the unemployment, economic, and the housing problem.
Access to medication, improved diet, and access to decent
accommodation are needed.
The health system needs to be jacked up.
Turn the economy around.
Empower our people economically.
Continuing awareness in schools of HIV/AIDS.
Teach the youth morals.
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Question Two: So how could you, if possible at all, tentatively identify a
client who has issues around 11W/AIDS but they haven't
revealed that to you?

- Generally you can not tell. You might suspect if they have physical
symptoms, like losing weight or being thin, having many illnesses,
being weak.
Unless they have had 11W for several years you can't tell. Then we
say that the client is losing weight, having diarrhea, or TB.
Identification of people with 11W/AIDS can be done from
presented opportunistic infections like TB, herpes, descriptions of
other symptoms, long illness.

Qstion Three: How comfortable do you feel about discussing issues of
human sexuality with clients from a culture different from
your own?

Sometimes it makes it easier if you are not from the same culture...
There are not the boundaries about talking about sex with someone
you're your own culture.
It is most difficult to talk to people of your own culture because
both you are aware about what your culture says about sex.
It is easier to talk to a person from another culture about sex.
When doing HW//AIDS counseling there is no reason to hide
behind cultural barriers about sex.
It is easier to talk about matters of human sexuality with people
from other cultures than your own.
I think that some else I spoke with had a similar idea that it is easier
to talk about sex cross-culturally then intra-culturally.

Qstion Four: I'm wondering are there any areas about 11W/AIDS or
11W/AIDS counseling you would like more information
about?

- Bereavement counseling and the counsel children in difficult
circumstances.

- Counsel children of a client who is on his death bed.
- How to tell clients that they are HW positive.

More information on counseling.
Information on treatment methods of triple therapies versus other
intervention.

- Recent information such as on total breast feeding versus mixed
feeding
Information about new initiatives or things coming out.
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Psychoogica1 aspects of HW on the individual.
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MEANING UNITS THEMES

cgory: Transmission of HI V/AIDS

Meaning Unit/Theme Summarized: Knowledge of the Transmission of RTV/AIDS

Statement of knowledge of the transmission of HIV/AIDS in Zimbabwe
Most transmission of H1V in Zimbabwe is through heterosexual
contact followed by mother to child transmission. There is also
some transmission through homosexuality.

- Mother to child transmission is very high form of transmission, but
heterosexual contact is the highest form of transmission in
Zimbabwe.
Condoms can really help to reduce the transmission of 11W if used
properly. You also need a latex condom because Skin condoms
allow the virus to pass through them.
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MEANING UNITS THEMES

Category: Origin of AI1)S

Meaning UnitlTheme Summarized: Counselors beliefs about the origin of AIDS

Statement of counselors' beliefs about the origin of AIDS
AIDS comes from HIV.
HIV has it origins in West Africa.
I believe that it is a real disease, not something from
witchcraft that many Zimbabweans believe.

- To me it is more important how to deal with it then where
it came from.
There are a number of schools of thought in terms of where
HW came from, but we in Zimbabwe are not that worried
about that now. What worries us is how we control the
virus.
Some say it was brought in by tourists, some say it was
acquired from monkeys.
There was an argument that that HIV/AIDS is America's
way of discouraging us from having sex. Not so long ago
many people believed that.
I think we do not worry about actually where and how the
virus came because it is not very conclusive, it is also a
very difficult question, but what worries us the most is how
we get rid of it.
I have come to a stage where it does not matter anymore
where AIDS came from but that we need to deal with it.
HIV came to Zimbabwe through sexual contact with long
distance truckers who are known to have sexual partners en
route.

- Some man brought it to Zimbabwe by having so many
sexual partners.
Through migration and because of wars.
It may be a lack of knowledge thing.

- I don't know where AIDS originated in Zimbabwe, but
what matters is that it is here and we have to fight it.

- I don't know how HP! came to Zimbabwe, what is
important for now is to fight and defeat it.
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MEANING UNITS THEMES

Category: Attitudes

Meaning Unit/Theme Summarized: Counselors' attitudes towards HIV/AIDS clients

Statement of counselors' attitudes towards HIV/AII)S clients
- I feel sincerely bad for them. I have a lot of compassion,

empathy, and even pity for people with AIl)S.
- I have a positive supportive and empathetic attitude.

I have positive thoughts and feelings for HIVIAIDS a
positive attitude.

- I have a positive attitude, I have even had HIV positive
members of my family live with me.

- I have a positive attitude.
- I accept and respect HIV/AIDS clients.

When I look at a person with HIV/AIDS I see a person
who is part of the community. . . .They must be given equal
treatment they must be treated like they are people.

Meaning Unit/Theme Summarized: Others counselors' attitudes towards HTV/AIDS clients

Statement of what the participants thought others counselors' attitudes
towards HIV/AIDS clients would be.

- Have positive supportive and empathetic attitude.
- They are very supportive. They have gotten over their fears

and other attitudes like that.
- I would say generally they are positive.

Mostly compassionate and "thank god it is not me" some "I
hope it is not me."
I hope they feel compassionate and are concerned to
provide good support.

Meaning Unit/Theme Summarized: Counselors' attitudes towards the HP//AIDS epidemic
in Zimbabwe

Statement of what the participants thought others counselors' attitudes
towards HP//AIDS clients would be.

We still have some good people around that will continue
to make a very good impact.
I think people are doing their best.
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Even up to now there is denial about the problem. But
I think the governments in the Southern African region
have done a lot to address the problem... change will
come.

- Until things improve in Zimbabwe, I don't see any hope
with the situation unless we can get some type of stable
political situation.

- .... I think the whole education campaign wasn't effective
here at all. I think that has perhaps now changed and has
improved.
I do think it is a problem; the problem is very big and even
though we are by all means trying to make some
interventions. But we are sort of failing because the
problem has actually gong out of hand
You come away from these conferences feeling hopeless
because there is no solution. ... We are failing to come up
with the mechanism to unite knowledge and behavior, so
that the knowledge somebody has can be transmitted into
positive behavior change.
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MEANING UNITS THEMES

Category: Counselors Feelings

Meaning Unit'Theme Summarized: Feelings counselors experience when clients first reveal
they are HIV positive

Statements of first feelings counselors experience when client reveals their
HIV status:

Hopeful
Uplifted
Useful
Admiration for the bravery of the client
Overwhelmed
Horror

- Hopelessness
Apprehension
Fearful

- Sad
Unsure of their ability to help
Tired

Meaning UnitlTheme Summarized: Inadequacy

Statements of why counselors feel inadequate:
Many counselors though are not trained that well so they could
feel inadequate.

- Personally I think we have some counselors with skills, but many
who do not have the skills.

I think it has to do with attitudes, skill, or because counselors
have a problem they never faced before with a client

- A counselor is bound to feel inadequate because each case is
different so they may not know what to do.
Lack of counselor support.
Too many clients a day so counselor is overwhelmed.

Themes/Meaning Unit/Theme Summarized: Anger

Statements of why counselors feel angry
Client Behavior
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Process that fuel the epidemic:
government policy/practice, erroneous beliefs about
H1V/A1DS, AIDS organizations that are corrupt,
individuals who knowingly spread HIV.

Counselors lack of skills.
Counselors lack of support.
Counselors lack of supervision.
Isolation of counselors.
Counselors with HIV/AIDS as a personal issue.
Counselors' feelings of inadequacy.
Anger over innocent victims of HIV/AIDS.

Meaning Unit/Theme Summarized: Helplessness

Statements of why counselors feel helpless
- Working with clients with limited economic resources because

client cannot take care of themselves.
The magnitude of the HJV/AIDS problem.
Knowing the client will die no matter what you do.
Lack of training.
Lack of counselor support.
Lack of counselor supervision.

Meaning Unit/Theme Summarized: Frustration

Statements of why counselors feel Frustration
Yo-yoing effect of the client's health.
Clients that do not take responsibility for their problems
Clients' response to HIV test.
Youths who do not take the problem seriously.
Lack of client progress.
Lack of training.

Meaning Unit/Theme Summarized: Personal Fears

Statements of why counselors experience personal fear in relation to
HI V/AID S

- Fear of catching HIV.
Dying of AIDS.

- Having to support extended members because their caregivers died
of AIDS.

- Fear of culture changes.
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Decline of Zimbabwe because of deaths, orphan problem, loss of
educated people, country becoming backward.
I have no fears about HI V/AIDS.
I am not afraid of picking it up. I have one partner and our blood
transfusion service is one of the best in the world.
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ACTIVITIES OF HIV/AIDS COUNSELORS IN ZIMBABWE
IDENTIFIED IN THE DATA

Advising the client Rape counseling
Redirect the mind

Bereavement counseling Reunite families
Build hope

Child counseling
Crisis Counseling

Educate clientllandlordlcommunity/family
Emotional management

Family counseling
Feminist counseling
Food relief

Sexual/reproductive counseling
Stop finger pointing
Suicide prevention
Support in all areas

Give help
Give Information to individuals, families, people, and communities and HI V/AIDS
Giving comfort
Group counseling

Health management
Help the clients' mood
HIV Prevention
Holistic services
Hospice care

Identify client issues
Individual counseling

Maintain health of client

Orphan counseling

Prepare client to reveal their status to family members
Pretest-posttest counseling
Prevent psychological problems
Prevent re-infection
Problem management
Provide material assistance/sources
Provide referrals
Psycho-social support
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MEANING UNITS/THEMES

Category: Perceptions around HJV/AIDS Counseling in Zimbabwe

Meaning Unit/Theme Summarized: Counselor Training

Statements related to counselor training:
- Counselors are just cranked out so they are not well trained.

Courses typically are only 1-2 weeks long.
- Social workers are coming out as fully trained but have

appalling counseling skills.
- Counselors as a whole are not well prepared to deal with

H1V/AIDS counseling.
- The level of training people receive is not good so the

quality of care is not going to be good.
As a whole counselors are not prepared.

- Generally not all of us are well trained but I think most
professional counselors are.

- I think we have some counselors with skills, but many who
do not have the skills.

- Yes, I think they are well trained . . .1 think I have not had
enough courses.

Meaning Unit/Theme Summarized: Counselor Support

Statements related to counselor support
- There is limited support mechanisms. . . Counselors here keep

burning out.
Counselors are not getting support or sharing the resources they
have.
I feel for me there is no support institutionally or professionally. I
do not think that HIV/AIDS counselors as a whole in Zimbabwe
are getting the support they need.
I have some good support in my organization, but not in
counseling.
I get organizational support but counselor of the ground are not
getting support.. .a lot of counselors are burning out.
I would not make any assumptions. . .1 would guess there
was some type of support at least within organizations.

- There are course offered. . .also train the trainer workshop.
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Meaning Unit/Theme Summarized: Counselor Supervision

Statements Related to Counselor Supervision
- There is no supervision.
- Supervision is an area that needs to be developed.
- I cannot say I have much supervision.
- I do not know how I would survive if my organization did not offer

supervision.

Meaning Unit/Theme Summarized: Difficult Aspects of the HIV/AIl)S Counseling Process

Statements of difficult aspects of the H1V/AIDS counseling process
Later stages of the counseling process.

- Having a couple with discordant HIV status.
Counseling HIV clients that wish to have children.
When clients have back-to-back illnesses.

- How clients in advanced stages of AIDS physically appear.
The lingering affect of HTV on the client, family and counselor.
Getting clients/couples to make choices about their future.

- Client anger.
- Getting clients to stop believing in their erroneous ideas about

Hi V/AID S

Meaning Unit/Theme Summarized: Counselor Techniques

Statements of techniques HP//AIDS counselors in Zimbabwe use
Encouragement
Cognitive behavior approach

- Being nonjudgmental
confrontation and
empathy
genograms
Probing
Education
No Witch Hunting
Mind Reading
Going around the Corner

Meaning Unit/Theme Summarized: Counselor Meaning

Statements of counselor meaning obtained from counseling HP//AIDS
clients
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Counseling could help the individual learn to live with the virus
physically.
Provide meaning to counselors' life.
Even slightest efforts counselors make can help the client.
Development of support systems for clients to help them and their
families survive.
HIV prevention and education counselor do helps contains the
virus.
Counselors help HIV clients take care of themselves.

- Provides hope to clients.
Extends life of clients.




