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AIDS education in schools - awareness, attitudes
and opinions atnong educators, theology students
and health professionals

c. P. JAMESON, P. H. GLOVER

Abstract A project was undertaken in Graham.stown to
assess the level of AIDS awareness, attitudes
towards AIDS and opinions as to how and whether
education programm.es for schoolchildren should
be planned. Opinions were canvassed initially by
m.eans of a questionnaire to three groups of pro­
fessionals who could becom.e involved in AIDS
education programm.es: student teachers and lec­
turers in the Deparonent of Education at Rhodes
University, theology students at the local
Theological College and health care professionals
at Settlers' Hospital. Each group was then asked
to attend a lecture about AIDS at which slides
were shown of actual cases of the disease and its
com.plications. A slightly m.odified version of the
original questionnaire was then adm.inistered after
6 weeks to assess any changes in awareness, atti­
tudes and opinions. The study did not attem.pt to
establish the pennanence ofany such changes.
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DS education programmes have to overcome a
number of obstacles: (z) the belief held by many
that 'it cannot happen to me'; (iz) resistance to

change in parrems of behaviour;',2 (iiz) the difficulties of
reaching (both literally and figuratively) the target audi­
ence;' and, worst of all, (iv) the fact that there is so little
time.";

It is becoming increasingly evident that for AIDS
education programmes to be effective, they must have
schools as their locus and schoolchildren as their
focus. _,7 One way of approaching this problem would be
to educate teachers so that they could educate pupils
continually and as a marrer of course, rather than send
health educators into schools on an ad hoc basis. Pupils
might be more responsive to someone they already knew
and trusted. Besides this, teachers are trained in teach­
ing skills which health educators might lack. A pro­
gramme to educate and involve teachers would be more
cost-effective than the employment of a cadre of itiner­
ant health educatOrs to educate pupils individually or in
small groups (although such programmes can be valu­
able). A teacher involvement model acknowledges that
AIDS education must be multi-faceted, providing factu­
al information, encouraging appropriate general and
specific behaviour parrerns and fostering appropriate
attitudes. Teachers may need to be convinced that if
effective AIDS education is holistic and therefore an
essential parr of general education, the proper place for
it is in the hands of the classroom teacher. The principle
behind this approach may already be in place given that
a required component of 'general teacher' training is
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pupil guidance and coun elling.· Bur thi i a senSlQve
is ue and mere official force is unlikely ro solve the
problem. This study sugge tome potential solutions
which can be incorporated into effective AIDS educa­
tion models.

A urvey was carried out in Grahamsrown between
April and November, 1991. The objectives of the study
were to evaluate by means of a questionnaire current
awarene , arritude and opinions among samples of
student teachers, their lecturers, theology students and
nursing and medical staff. They were given a formal lec­
ture which was both comprehen ive and frank and then
presented with ample opportunity ro a k questions.
Their basic knowledge, attitudes and opinions were re­
evaluated after a minimum of 6 weeks to ascertain the
durability of the lecture information and to minimise the
effect of the lecturer's perceived attitudes. Ideally a
longer delay'would have been preferable. However for
practical reasons this was not possible, besides which
there was no way of controlling for the possibility that
influences other than the lecture would become more
significant if there were a longer delay.

The questionnaire addressed the following: (z) level
of informedness and awareness abour the condition; (iz)
reported attitudes to the condition; (iiz) opinions abour
the role of the teacher or health educator in education;
(iv) how an AIDS programme hould be implemented
in the classroom; and (v) whether by way of formal edu­
cation programmes during school or after classroom
hours. Participants were also asked whether: (z) pupils
would react better to people they knew than ro Out­

siders; (iz) how the parents should be involved; and (iiz)
their opinions on the future of AIDS and the problems
that they foresaw.

Subjects and methods
The subjects were divided into 5 groups: student teach­
ers, their lecturers, theology students, practising teachers
and health care professionals. Each group comprised
people of all race groups with ages ranging from 18 to
50 years. More than half of all participants were parents.
Information on each group is given in Table I. The
health care professionals included untrained staff, staff
nurses, nursing sisters and doctors. The theology stu­
dents were mature students, many of them married with
children.

The lecture included details abour the history of the
condition, the cause of the disease and the clinical pat­
tern and complications that might occur. Mention was
made of the fact that at present there was no cure and
no cure could be expected in the near future. The fact­
ual content of the lecture was supported by overhead
transparencies; it lasted for 1 hour and was followed by
24 slides of patients at varying stages of the illness and
with various manifestations of the condition (content
and slide details in Appendix 1). The audience was
warned that some of the slide would be upserting to the
uninitiated. A full hour or more was allowed for ques­
tions and di cussion, and active participation by the
audience wa encouraged.
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TABLEt. (+18%); 100% knew the cause (+21 %); 57% knew the
Participants in survey' routes of transmission (+11 %); 37% knew the panem
Group No. Composition Profession the disease mighr follow (+13%) and 73% now realised

1 18 Female Nurses
thar there was no cure (+32%).

2 26 Female and male Nursing and health TABLE 11.
care professionals Awareness of participants (%)

3 7 Female Nursing sisters
Awareness of the condition Initial Repeat4 11 Female and male Student teachers -

primary school What the acronym stands for
5 30 Female and male Black teachers Health care worker (HCW) 60 80

upgrading their Teachers (T) 60 70
qualifications from Priests (P) 85 83
2nd to 3rd year - -

Total 64 82
diplomas The cause

6 23 Female and male Student teachers - HCW 78 .100
secondary school T 79 100

7 9 Female and male University lecturers P 81 100
8 26 Female and male Theology students - -
9 6 Female Private school Total 79 100

teachers Transmission
HCW 43 64

"156 participants in survey; 104 answered both questionnaires. T 44 53
P 54 54

- -
Limitations Total 46 57

Pattern of disease
One group of 30 students filled in the questionnaires HCW 28 43
bur could nor anend the lecrure because of reaching T 17 39
commitmenrs. For this reason they were nor given the p 35 25
second questionnaire. Their lecturers were invired to - -

Total 24 37
anend the lecrure bur nor all could manage this. They Treatment
were given the second questionnaire only. Both these HCW 65 77
groups' opinions were analysed as their opinions are of T 56 73
interest. One hundred and four respondents answered P 59 67
both questionnaires and anended the lecrure. - -

Total 59 73

Results

Awareness (Table IT)
All participants were aware of the condition. Initially
only 64% were aware of what the acronym AIDS stood
for and 79% thar a virus caused the disease. Only 46%
knew how it was transmitted and of these only 24%
knew that there is a latent phase followed by an active
disease phase. With regard to treatment 41 % did not
know that there is no curative treatment available. One
musr conclude that although the term AIDS is widely
publicised and well known, thc actual mechanism of the
disease is poorly understood. Even among health care
professionals the levels of knowledge were lower than
expecred.

Six weeks after the lecture there was a noticeable
improvement in the level of awareness. At this time 82%
of respondents knew whar the letters AIDS stood for

Attitudes (Table Ill)
The participanrs were asked whar their anitude would
be to sharing accommodation with an AIDS sufferer.
The question was repeated in the second questionnaire.
In addition they were asked whar their anitude would be
to a friend who contracted AIDS. Inirially 27% of
respondents admitted that rhey would feel negative
towards patienrs with AIDS, while 53% felt positive and
20% neutral. After the lecrure and discussion 15% felt
negative and 69% positive; 15% remained neutral. As a
result of comments made after administration of the first
questionnaire a question was added that asked the par­
ticipants what their attitude would be toward a close
friend who had contracred AIDS. This response was
positive for 82% and neutral for 16%, while only 2% felt
negative. Overall this represented a dramatic change in
reponed anitudes, which is considered in greater detail
in the discussion. .

TABLE lit.
Attitudes to AIDS patients (%)

Initial Repeat

Negative Positive Neutral Negative Positive Neutral

Total

11
16
8

15

18
29
8

16

72
17
88

96

92

822

17
14
4

15

1882
67
92

4
o

Attitudes to sharing accommodation with an AIDS patient
HCW 27 55 18
T 34 36 30
P 4 96

Total 27 53 20

Attitudes to a friend with AIDS
HCW
T
P
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TABLE IV.
Role of teachers (%)

Education (Tables IV and V)
On the initial questionnaire 79% of respondents replied
positively when asked whether they would be interested
in participating in an education programme. When
asked to rank in importance certain aspects which might
be included in an AIDS education programme the ini­
tial weighted averages were: (I) medical aspects 44%;
(il) moral 28%; (iil) psychological 16%; (iv) sociological
8%; and (v) economic 4%. Six weeks later the pattern
had changed to: (1) moral 39%; (il) medical 27%; (iil)
sociological 25%; (iv) psychological 8%; and (v) eco­
nomic 1%. There was a difference of opinion between
participants who felt that education was best undertaken
by health educators (33%) and those who felt that the
class teacher should be primarily responsible (49%).
However, all felt that it should be a team effort. A
majority (68%) felt that AIDS education should be part
of the fonnal curriculum and that the topic would lend
itself to a multimedia approach (e.g. videos, lectures
with slides and. posters) together with infonnal group
discussions. Respondents to the initial questionnaire felt
that the pupils would respond better to insiders such as
class teachers (48%) than to outsiders (18%). About
30% felt that peer group leaders should be involved. In
the second questionnaire 43% felt that pupils would
respond best to insiders, 18% to outsiders and 31 % to
peer leaders. In the second questionnaire 14% opted for
a mixed approach. .

Int~rest in participating'
HCWs
Teachers
Priests

86
76
88

Initial Repeat

79

Moral issues (Tables VI and VII)
The participants were asked whether AIDS education
for children should focus on moral issues such as the
eschewing of promiscuity, casual sex and sex outside
monogamous relationships or, alternatively, on safer
sexual practices such as the use of condoms. Initially
62% felt that safe sex should be the focus while 36% felt
that moral issues should dominate. The second time
65% felt that issues of monogamy and changes in
behaviour patterns should be emphasised while only
25% favoured talk of and instruction in safe sex and
moral issues; 12% favoured a focus on safe sex alone
and 38% education on moral issues alone. On the sec­
ond questionnaire 'moral issues' rose from 38% to 64%
of the sample, and 'education about safe sex' from 12%
to 30%; a mixed approach was favoured by only 6%. It
was felt by 91 % of respondents to the first questionnaire
that parents should be included in the AIDS education
programme either by asking for their consent to teach
their children in the classroom or by discussing the sub­
ject with them at PTA meetings.

Initially 32% felt that AIDS education should begin
in the 12 - 16-year age group, and 29% felt that all
pupils over 8 years of age should be included. Only 15%
felt that the 8 - 12-year-olds were the age group to focus
on and 24% said that one should only educate the over­
16s. In the second questionnaire those who favoured 8 ­
12-year-olds as the priority group increased from 15%
to 62%, those who favoured the 12 - 16 group
decreased from 32% to 7% and those the over-l 6 group
from 24% to 3%. In the second questionnaire 23% of
participants suggested that the age at which education
should begin was under 8 years! It is interesting to note
that after the lecture there was a strong opinion shift
towards education at lower ages. This notion is in keep­
ing with opinions emanating from the World Health
Organisation.

Education to focus on
Safe sex 62 25
Lifestyle changes 36 65
Both 2 10

Perception of the preferred fdcus
of parents

Safe sex 12 30
Lifestyle changes 38 64
Both 50 5

Age to start education
<8 28
8 - 12 15 62
13 - 16 32 7
Over 16 24 3
All 29

Role of the teachers
Total

Primary 49 50
Co-ordinating a programme 38
Secondary to other educators 51 12

HCWs
Primary 44 55
Co-ordinating a programme 30
Secondary to other educators 49 15

Teachers
Primary 51 50
Co-ordinating a programme 41
Secondary to other educators 49 9

Priests
Primary 58 65
Co-ordinating a programme 30
Secondary to other educators 42 5

*Asked only once - by completing the second questionnaire they demonstrated
willingness to participate

TABLE VI.
Total focus of educational programmes (%)

Initial Repeat

TABLEV.
Implementation of education programme (%)

Initial Repeat

HCW T P Total HCW T P Total

Part of formal curriculum 84 59 80 68 81 41 77 61
Part of informal curriculum 16 41 20 28 19 59 23 36

Multimedia 63 71 74 65 80 76 92 83
Learning from insiders 44 53 54 48 44 47 48 43
Learning from outsiders, 15 20 25 18 9 36 12 18
e.g. health educators
Learning from peers 41 27 21 30 47 17 43 31
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TABLE VII.

Focus on education programmes (%)

Initial Repeat

HCW Teachers Priests HCW Teachers Priests

Education to focus on
Safe sex 71 61 46 33 12 33
Lifestyle 29 35 54 52 79 63
Both 4 15 9 4

Preferred focus of parents
Safe sex 18 8 11 38 9 33
Lifestyle 18 41 26 56 82 63
Both 64 51 63 6 9 4

Priority age for education
<8 3 8 21

8 - 12 16 28 21 53 36 38
13 - 16 54 38 37 40 34 21
Over 16 30 33 42 34 22 20

The future
The majority of respondents felt that AIDS education
could successfully prevent the spread of AIDS (85%).
After the formal lecture this figure rose to 92%. Most
respondents felt that unless some form of intervention
programme was mounted soon, the future would be
characterised by 'many deaths', 'disaster' and 'many
innocent victims'. This indicated a strong positive belief
in the value of education as a means of changing the
gloomy prognosis.

The problems with AIDS education were seen as the
results of 'cultural differences', 'AIDS being used as a
political tool', 'illiteracy', 'indifference on the part of the
public', 'lack of morals', 'narrow-mindedness' and the
'absence of sex education in schools'.

It was felt that there was a need to educate parents,
teachers and pupils and that AIDS education should be
continuous. The majority of respondents favoured
explicit AIDS education programmes and felt that chil­
dren should be encouraged to talk freely about sex and
AIDS in school. This finding corroborates that of
Robinson7 who surveyed parents, teachers and pupils in
three private South African schools.

Discussion
It was obvious that participants in this study were
enthusiastic about participating and question time after
the formal lecture typically lasted an hour or more. After
the programme there was a marked improvement in
awareness of the facts about AIDS although it was also
obvious to the authors that one lecture was not suffi­
cient for full assimilation of all the facts. This demon­
strated the need for AIDS awareness programmes to be
continuous since attirude changes are even more elusive
than knowledge recall.

Although a significant proportion of the sample was
committed to education per se, all participants felt that
education was a critical factor in the fight against AIDS.
It was interesting that with more information the some­
what negative initial attirude to dealing with AIDS suf­
ferers improved. This suggests that fear of AIDS is the
result of ignorance and that education would relieve the
anxiety caused by having to deal with the unknown.
Similarly after the lecture there was a more positive atti­
rude on the part of the teachers to teaching their pupils
about AIDS. From these indications one is drawn to the
conclusion that AIDS education programmes are essen­
tial in the fight against AIDS for more than the mere

imparting of knowledge about its spread. After discus­
sion it was accepted by most of those attending the for­
mal presentations that education should begin with chil­
dren, particularly those in the 8 - 12-year age group, a
group which is generally not sexually active but is begin­
ning to take an active interest in the subject. The recom­
mendations by the WHO were that funding be directed
at education of children below the age of 12 years.
Therefore by implication it was accepted that once chil­
dren or young adults became sexually active it was: (1)
much more difficult to alter their panerns of sexual
behaviour;" and (il) in certain cases it would even be too
late because the moment a person becomes sexually
active he or she becomes vulnerable to the disease. It
was felt that in this group it was meaningful to see edu­
cation as a means of altering accepted sexual mores, in
contrast to the education approach aimed at that sector
of the population which was already sexually active and
for whom the only meaningful education would be
encouragement to practise 'safe sex'.'"

Finally it was interesting that almost all participants
felt that an active education programme could success­
fully avert the threatening AIDS crisis. IQ Even if this per­
ception starts out as an expression of hope rather than
rational judgement and even if it might be seen as a
'natural' view for the sample chosen, the considerable
shift in viewpoint is both significant and encouraging.

REFERENCES

1. Friedland RH, Jankelowitz SK, De Beer M, ec al. Perceptions and
knowledge about acquired immune deficiency syndrome among
srodems in university residences. S Afr Med] 1990; 79: 149-154.

2. Do Buono BA, Zinner SH, Daaman M, McCormack WM. Sexual
behaviour in college women in 1975, 1986 and 1989. N Engl] Med
1990; 322; 821-825.

3. Padayachee GN. Evaluation of AIDS prevention programmes ­
the key to success. S Afr Med] 1991; 80: 310-311.

4. Padayachee G " Schall R Short-term preclictions of the prevalence
of human immunodeficiency virus infection among the black popu­
lation in South Africa. S Afr Med] 1990; 77: 329-333.

5. Schoub BD. The AIDS epidemic in South Africa - perceptions
and realities. S Afr Med] 1990; 77: 607-608.

6. Mathews C, Kuhn L, Metcalf CA, Joubert G, Cameron NA.
Knowledge, artirodes and beliefs about AIDS in township scbool
srodems in Cape Town. S Afr Med] 1990; 78: 511-516.

7. Robinson M. An investigation into pupils' knowledge of and arti­
rodes towards AIDS: a survey of four private schools. Masters' the­
sis, Rhodes Universiry.

8. Criceria for che Evaluacion of Souch African Qualificacions for
ElIlploylllem in Education. Department of Education and Culrure
(House of Assembly). Hansard Parliamemary Reporrs 1991; 29:
(11.4.1.6).

9. Hendricks M. Underestimation of AIDS - there's nothing to be
optimistic about. S Afr Med] 1988: 73: 573-574.

10. Africa's growing Aids Crisis. NewScienrisc 1991; Nov: 38-41.



_------------------------------'-6-7-9-
HISTORY OF MEDICINE

Appendix 1
Lecture. There was a lecture lasting 30 minutes which
included information on the following topics: Cause of
disease, transmission, clinical manifestations, treatment,
and mode of death.

Video. There was a 20-minute excerpt from a video
on AIDS.

Slides. There were 20 slides covering the following

subjects: demography; clinical stages of the disease and
progression; fungal infections; dermatitis; mandibular
abscess; lymphoma glands; Kaposi's sarcoma; systemic
manifestations - loss of weight, septicaemia, epidermol­
ysis in a baby and Stevens-Johnson drug reaction; genital
warts; genital condylomata; theories about vaccines; and
safe sex - the relative risks of sexual practices.

The National Health Services Conunission, 1942 - 1944
- its origins and outcome

D. HARRISON

Abstract An analysis of the origins and outcome of the
GluckInan Commission is relevant to the current
health service debate in South Africa. Funda­
mental to the report's recommendations was the
establishment of a unitary health service responsi­
ble for all health care functions within the Union
of South Africa. On this proposal rested the suc­
cess of the other key recommendations.

The sequence of events following the publica­
tion of the report demonstrated that piecemeal
re5itructuring, determined primarily by political
considerations, failed. Unless policy-makers today
are committed to a unitary health system with
democratic control, current initiatives to restruc­
ture health services will probably remain paro­
chial, contributing little to the improvement of
health care for all South Africans.

S AIr Med J 1993; 83: 679-684.

N ineteen ninety-two marks the fiftieth anniversary
of the appointment of the National Health
Services (Gluckman) Commission. Its report

was released in 1944 and is widely regarded as the most
comprehensive overview of the South African health ser-
vices and health status yet published. .

While the details of the report are obviously dated, it
remains a valuable resource document for two reasons:
(i) an analysis of the origins and impact ofthe National
Health Services Commission helps place current health
policy in historical perspective; and (ii) the report
attempted to move beyond broad policy guidelines and
offer concrete proposals for transformation of the health
service from local to national. Today, many of the
recommendations would be considered impracticable,
but they do provide a springboard to help breach the
gap between generally accepted principles and detailed
implementation.

The Gluckman Report'S fundamental proposal was
that a unitary national health service (NHS) be estab­
lished in South Africa. Such an NHS would ensure free
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provision of health services to all people in the Union,
and would be financed by a national health tax. It fur­
ther envisaged the creation of a separate Ministry
for Health whose functions would be exercised by a
national health board (department) with strong regional
powers. The foundation of the NHS would be health
centres that provided complete primary health care to
the communities they served. Democratic interests
would be protected by representation of the community
and non-government organisations in health service
management at local, regional and national levels.
Similarly, health personnel would be represented at all
three levels of policy-making. Local authorities would be
responsible for non-personal health services, but would
answer to provincial authorities. l This paper explores
the origins of the National Health Services Commission
and its impact on South African health policy in the
light of each key recommendation.

NHS

A state health service
The South Africa Act of 1909 failed to provide for cen­
tralised public health administration. Almost three
decades later, the Deputy Chief Health Officer of the
Union, H. S. Gear, reflected that 'confusion, ineffi­
ciency, inertia and extravagance are all to be laid at the
door of this illogical division of public health duties'. 2

Some co-ordination of preventive health measures
was achieved through the Public Health Act of 1919,
although public health would have become from 'A to
Z, a Union responsibility' had the Public Health Bill of
1919 been passed 'without material mutilation'.'

In 1920, George Hills, M.P., proposed to Parliament
that a Select Committee be appointed to consider a
comprehensive free state medical service. But, following
hot on the heels of the influenza epidemic, the proposal
was coldly received by an assembly preoccupied with
the control of contagious diseases (Cape Times, 13 July
1920). Public health officials, however, continued to
agitate for a state health system which brought 'preven­
tative and curative medicine ... together and practised
in harmony'. ',5

The cause received a significant boost in September
1931 when the president of the MASA, Francis Napier,
made an impassioned plea for a unitary medical service
administered by the State. He argued that it would
'meet the needs of the whole population, rich and poor'
and allow for co-ordination of preventive and curative


