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ABSTRACT

In a country with a high prevalence rate of HI\e thumber of adolescents living with HIV and AIDS
is steadily increasing in Zimbabwe. The NationaDAI Council (2011) reports that there are more
than one hundred and fifty thousand children livimigh HIV and AIDS who are below the age of
fifteen years. This emerging group of the populatias been receiving limited attention in previous
years. The study sought to explore coping mechanedopted by adolescents living with HIV and
AIDS in Chinhoyi. The study recruited HIV positiadolescents who are receiving antiretroviral
treatment was conducted at Chinhoyi Provincial ktagplocated in Mashonaland West Province.
Data collection included semi-structured in-deptheiviews, key informant interviews, and a
guestionnaire (Adapted adolescent version of KIDEPMA sample of 38 adolescents living with
HIV and AIDS aged between ten and nineteen yeaxgafs were selected through simple random
sampling from a possible one hundred and eightyvdio receive antiretroviral therapy at the
Provincial Hospital’'s Opportunistic Clinic. The tdis of the study indicate that adolescents living
with HIV and AIDS still face a multitude of challges in dealing with the demands that affect people
living with HIV and AIDS. Stigma and discriminatiowere reported to be the major issues of
concern. The majority of the adolescents havedo$tast one parent. The majority have indicated
that their families sometimes lack financial resesrto meet additional medical needs that are not
provided for free by public health institutions,dapurchasing a nutritional food as well as paying
school fees. Other challenges commonly experieim@dde fear of being attacked by opportunistic
infections, anxiety due to possibility of shortiée lexpectancy, inability to handle disclosure e&sin
relationships with the opposite sex, as well agsasgelating to marriage and having healthy babies.
The study revealed that adolescents living with HINd AIDS in Chinhoyi mainly use passive
methods of coping, whilst active coping mechanise also utilized. Additional unique, situation
specific coping mechanisms were also reportedsdt @ame out from the study that there are various
support mechanisms available to adolescents liwitlg HIV and AIDS in Chinhoyi provided from
state and non state actors. However, resourcedramts, both human and final, have limited the
effectiveness of these support mechanisms in asidgesomplex challenges that confront adolescents
living with HIV and AIDS in Chinhoyi. It was intesting to note that these adolescents are
developing skills and attitudes which assist theradpe with HIV and AIDS related demands in their
social environments. The study concludes that athanost adolescents are striving to successfully
cope, a lot still needs to support them because ctramunity environment is not yet fully
appreciative of their needs. Improvement in thevdej of service and increased tolerance by the
community has the potential to enhance the quafitife for adolescents living with HIV and AIDS.
The study informs interventions that promote healtdoping and better quality of service for
adolescents that are struggling with complexitigéving with HIV and AIDS.
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CHAPTER ONE

INTRODUCTION

Introduction to the Chapter

Adolescents comprise one of the most invisible jpetpmns infected by HIV (Human and
Immuno-Deficiency Syndrome) and AIDS (Acquired ImmoeDeficiency Syndrome).
Adolescents living with HIV and AIDS encounter emarus challenges as they attempt to
cope with the realities of living with HIV and AID®& the community. This chapter briefly
identifies the complex psychosocial issues thatemtents have to manage in relation to
living with HIV and AIDS in a Zimbabwean settinghis chapter discusses the statement of
the problem, the significance or rationale for asctthg the study as well the research

objectives, research questions and the conceptarakfvork.

1.2 Background to the Study

The first AIDS case was diagnosed in 1981 in théddnStates of America and the disease
has since spread to epidemic proportions arounevtnkel (Joint United Nations Programme
on HIV and AIDS (UNAIDS), 2011). By 1982, the Cenffor Disease Control (CDC) in
Atlanta, United States of America (USA) decidedt thiaough was known about the disease
to produce a provisional case definition (Huble@02). In Africa, doctors were coming
across patients with unusual symptoms. In Kigav@Rda) and Kinshasa (Zaire) there was
by 1980 an increase in AIDS related symptoms (Hyb2902). In 1983 HIV and AIDS
cases were reported in Zambia. According to thedidyer 200%pidemiological update,
UNAIDS estimates that globally 40.3 million childrand adults were living with HIV and
AIDS while 4.9 million new infections and 3.1 destbccurred in the year 2005 alone.

Furthermore, there are regional variances in Hlgvplence globally. Sub Saharan Africa
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bears the heaviest burden of the epidemic accaymtin28.5 million children and adults
(about 64%) of those living with HIV and AIDS gldhawhile about 97% of the AIDS

related deaths in 2005 alone occurred in this regio

UNAIDS (2006) notes that HIV infection is regardas a public health challenge that has
disproportionately affected children from pooresittp of the world. Globally, it is estimated
that the number of children living with HIV and Afrose to 3.1 million in 2011, while
deaths among children below fifteen years decli\&@rld Health Organization (WHO),
2013). About 1% lives in Europe and North Ameri¢at over 90% of HIV infected children
live in Sub Saharan Africa, (UNAIDS, 2006). Accardito Prendergast, Tudor-William,
Jeena, Burchett and Goulder (2007), an estin&@e@D0 children are born with HIV every
year in South Africa, as compared with around 86year in UK and 190 per year in the
USA. In Zimbabwe, an estimated one million adultsl @hildren are living with HIV: the
third largest burden in Southern Africa (NationdD& Council (NAC), 2010). The number
of children ( and adolescents) receiving antiratedvtherapy in Zimbabwe’s public health
institutions was 8627 in 2007 and increased to 83 id 2009. An estimated 15000 were
newly infected with HIV in 2009; the majority wakrough mother to child transmission,

(NAC, 2010).

HIV transmission to babies in Sub-Saharan Africthessecond most common mode of HIV
transmission after sex between men and women. Wpatcent of infections in babies and
young children are acquired through parent to chnddsmission, formerly known as mother
to child transmission, while the remaining 10%asiged by sexual abuse, blood transfusion,
and other exposure to infected blood. Elizabetrs&l&aediatric AIDS Foundation (EGPAF,
2010) notes that without treatment and protectronghly one third of children born with
HIV will acquire the virus before or during birtlt through breast feeding. Children under 15

account for more than 14% of AIDS-related deathsldwide. More than 1,000 children
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become infected with HIV each day — the vast mgjahrough mother-to-child transmission,
which can occur in the womb, during birth, or thygbubreastfeeding. More than 90% of the
2.5 million children living with HIV were born in #ica (Elizabeth Glaser Paediatric AIDS

Foundation, 2010).

Generally, the number of people receiving therapy grown thirteen-fold, more than five
million people in low- and middle-income countriesince 2004. Expanding access to
treatment has contributed to a 19% decline in deathong people living with HIV between
2004 and 2009 (UNAIDS, 2010). The results of suderventions have been remarkable
because people living with HIV and AIDS, particlyachildren have lived longer lives than
before. Orban, Stein, Koenig, Corner, Rexhouse,is@nd LaGrange (2009) contend that
with the combination antiretroviral therapy, HIVsdase has been transformed into a
manageable chronic illness. Long term survivorsveftical transmission of HIV have
therefore survived to adolescence and even beyeordthis reason, society finds itself with

adolescents living with HIV and AIDS, who becomspecial category of the population.

However, as they live in the mainstream societglestents living with HIV and AIDS face
serious challenges on a daily basis as they grapptave normal and fulfilling lives. The
challenges they face include stigma and discrinonatvithin the family and in society at
large, burden to take medication, stunted growificdlties in accessing education, reduced
school performance, hopelessness, low self regadl other mental health problems
(Jackson, 2002). Frequent iliness and hospitatinatis well as separation have deleterious
effects on HIV infected child’s social, cognitivacacommunicative development In addition,
adolescents living with HIV and AIDS have to grepwith family conflict, fear of death, as
well as instrumental problems in accessing healtre cservices, transport, food,
accommodation and other basic necessities. BashaKalgren, Schwartz, Lanier,

McDaniel, Smith and Nesheim (2001) also contend ¢hddren with HIV are at particular
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risk for psychological disturbance due to both direffects of HIV infection on the brain
structures involved in the regulation of emotioehaviour, cognition and indirect effects
related to coping with range of medical, psychalabiand social stressors associated with

HIV.

Jackson (2002) further posits that the need toimoodaisly take medication by the children
poses challenges with regards to adherence. Mareiinese long term survivors of HIV face
particular issues that affect young people generakpecially issues to do with sexuality.
Jackson (2002) posits that young people easily fimeimselves in situations where it is
difficult to adhere to strict sexual rules, evernhéy want to. Numerous pressures arise for
girls and boys to engage in sexual activity, net ldast being their emerging sexual desires.
These pressures are thus biological, social andogei@ in nature. A cause for concern is the
ability of the adolescents to cope with these dalesamanaging HIV disclosure when dating,

safer sex, marriage and prevention of parent tlol tlansmission (secondary prevention).

A significant number of these children have lostithparents to this deadly pandemic,
leaving them as orphans. Such a situation hasftrereomplicated their circumstances and
made their life more difficult and stressful doethe fact that they face enormous challenges

in meeting the demands of life as well as havimgytbasic needs met.

Coping with HIV and AIDS is a complex phenomenowaiving multiple interacting

variables. Paediatric HIV patients experience neagjective distress than their uninfected
peers as a result of developmental skills and taeynstressors associated with HIV infection
(Trad , Kentros, Solomon and Greeblatt, 1994). dindeavor to cope with HIV may prompt
social withdrawal, depression, loneliness, angenfusion, fear, numbness, and gquilt.

However, some of the pediatric patients have d@eelocognitive and behavioral skills to
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manage psychological stress and have thereforeimethaesilient in their attempt to cope

with HIV and AIDS.

It is still imperative to develop empirical evid®n with the view of getting a better
understanding of the enormity of the challengesadpeixperienced by these highly vulnerable
children, especially in a resource limited settiikg Zimbabwe. In addition, it is important
to ascertain the children’s feelings regardingrtkguation as well as their ability to cope, in
response to their predicament. In this regardjrggetan insight on the efficacy of the coping
strategies being employed by adolescents with Hi¥gyroom for the generation of new
knowledge which culminates into more effectiveatggies which may enhance their coping
capacities and psychosocial support interventisnssequently boosting the quality of their

lives for adolescents living with HIV and AIDS.

According to McLeod and Smith (2002), the psychalabdefinition of coping is the process
of managing taxing circumstances, expending effortsolve personal and interpersonal
problems, and seeking to master, minimize, reducéolerate stress or conflict. Dewaal
(1989) and Devereux (1993) also state that theequraf ‘coping’ and ‘coping strategies’ are
derived from the responses to the famines of th®4and 1980s in Africa. UNAIDS (1999)
has also posited that the term coping is now beomgmonly used in this era of HIV and
AIDS pandemic, reflecting that individuals, famdieand communities have somehow
developed the means to act in response to the sitieerof the pandemic. Adler and Carlson
(2009) note that it is the person who deals widséhproblems who define them as everyday
problems or major life events. They also argued tloping and adaptation are linked to a
range of psychological variables and social resgirStress therefore results when the ability
to deal with the events is not equal to the everstiouli. It should also be noted that failure
to cope may have serious health consequencestaphgsical and psychological level and

that some strategies of coping seem to be inhgrandtable or potentially self destructive.
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It should be noted that besides the long term garsiof HIV and AIDS, there is also a
cohort of adolescents or the behaviorally infecyedths who acquired HIV later in life
through sexual or drug risk behaviours (Orleaial, 2012). Cases of child sexual abuse have
also exposed some children to HIV infection. Desphe circumstances that led to the
transmission of HIV, patients in all these categ®rare homogeneously referred to as

adolescents living with HIV and AIDS.

Adolescents with HIV and AIDS are a special grougioh has been receiving less attention
in the past. However, focus on this group is insiregas programmes to cater for adolescents
living with HIV and AIDS are now being implemente&urthermore, there is limited
academic literature in this area, though acadenterest and scholarly information in this

subject is gradually evolving.

Adolescence is a developmental phase between obidijunder 10years) and adulthood
(over 19 years). This is according to World He&ttganization (WHO, 2010). This stage is
characterized by the physical, psychological armlasachanges at the individual level. Once
an adolescent’s HIV status is known, they are Uggsalbjected to stigma and discrimination
by the community. Stigma comprises a complex welaftéctive, institutional and social

forces that produce distress or other consequeihe¢sare detrimental to the adolescents’
wellbeing. Yet stigma and discrimination intenssfithe pain and suffering of adolescents
living with HIV, their families and caregivers. Theomplex psychological and social

challenges which adolescents living with HIV andD&l and the extent to which they are

coping with these challenges will be reviewed.

Chinhoyi Provincial Hospital is housed in Chinhaynder Makonde district. It is the largest
hospital with modern facilities within Mashonalamdest Province. The provincial is a

referral health care centre for patients that aesvd from the six districts in Mashonaland
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West. Mashonaland West province is head quarteare@hinhoyi town, which is located
about 115km North-West of Harare. According tortadonal population census of 2012, the

province has a population of 1 449 938, (ZimStad,2).

1.3 Statement of the Problem

NAC (2011) reports that there are over one hundretfifty thousand children under fifteen

years who are living with HIV and AIDS. This numbsrexpected to grow as more children
will survive into adolescence and even adulthoads tb improved access to antiretroviral
treatment. Adolescents have composite developmesiaés to deal with as they go through
transition from childhood to adulthood. Howeverpledcents who are living with HIV and

AIDS find themselves with more psychological andigbrealities as they gradually progress
to assume adult roles. These include the needritdlystconform to a complex treatment

regimen, as well as handling stigma and discrinonat the community among others.

Regrettably, there have been limited efforts deddio meeting the needs of this emerging
group in terms of programming and service provisiodimbabwe. This in part, is due to the
fact that most community and health systems in Saibaran Africa are not equipped to
address a host of clinical and psychosocial needsaflolescents with HIV and AIDS.
Furthermore, issues that affect adolescents livingy HIV are complex and not fully
understood in the Zimbabwean society and Chinhoyparticular. Adolescents living with
HIV and AIDS are therefore, emerging as a uniqud anplanned population and their
situation requires policy makers and service presgdio prioritize their health and social
support needs. Yet limited studies have been &mtws how adolescents living with HIV

and AIDS are coping with challenges they experiencbeir daily lives.

An appreciation of coping is important as it isezidive point of intervention in the trajectory

for adolescents who are living with HIV and AIDSnlgss a study is done to gain more
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insight into the life experiences of adolescentgng with HIV and AIDS, the situation
cannot continue unabated. Against this backgroutis study explore the coping

mechanisms adopted by adolescents living with Higl AIDS in Chinhoyi.

1.4 Aim of the Study

This study aims to explore the coping mechanisnopted by adolescents living with HIV

and AIDS in Chinhoyi.

1.4.1 Objectives of the Study
a) To understand the background circumstancesdolescents living with HIV and

AIDS in Chinhoyi

b) To examine the challenges that experienceddiojeacents who are living with HIV

and AIDS in Chinhoyi.

C) To establish the extent to which adolescentsdiwith HIV and AIDS in Chinhoyi

are coping with their condition.

d) To explore support mechanisms available toesbants living with HIV and AIDS in

Chinhoyi.

1.4.1 Research Questions

a) What are the demographic characteristics oeadents living with HIV and AIDS in
Chinhoyi?

b) What are the challenges that are experienceddojescents living with HIV and

AIDS in Chinhoyi?

b) What are the coping mechanisms used by adolessteimg with HIV and AIDS in

Chinhoyi?
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C) To what extent are adolescents living with Hid AIDS in Chinhoyi coping with

their condition?

e) What are the support mechanisms available tdescknts living with HIV in

Chinhoyi?

1.4 Justification of the Study

Most studies in Zimbabwe on adolescents with HI\d &iDS have focused on the clinical
aspects HIV and AIDS. A recent study conducted imk&abwe focused on chronic lung
disease by adolescents with delayed diagnosisrtitally acquired HIV infection (Ferrand,
Luethy , Bwakura, Mujuru, Miller and Corbett, 2012Dther studies focused on evidence-
based intervention for providing community supportHIV positive adolescents in Harare

(Mavhu, Berwick, Chirawu, Makamba, Copas, DiraWdllis, Laver, and Cowan, 2010).

The literature relating to how children cope witie tdemands of HIV infection is not
available (Save the Chidren UK, 2002). Orl&nal. (2010) add that little is known about
coping responses of adolescents with HIV, the &ffycof coping strategies, or the aspects of
illness perceived to be most stressful. Hence tlseaeknowledge gap relating to the coping
mechanisms used by adolescents to adapt to HIVecklehallenges in Zimbabwe and in
Chinhoyi in particular. The results of this studgyradd to the literature in the public domain

pediatric HIV and AIDS issues.

Furthermore, the information from this research raasist policy makers and other players
such as the ministry of health to strengthen psyotial support programmes for children
and adolescents throughout the health system. drantire, adolescent patients would also
benefit from prospects of adopting better waysagieg and managing complexities that are

associated with HIV and AIDS. The study is set tendfit other nongovernmental
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organizations as well as community based orgawozsatithat work with children and

adolescents who are HIV positive.

1.5 Conceptual Framework

Coping must be understood as a process that boidse strengths and weaknesses of an
adolescent living with HIV and AIDS. It capitalizesy one’s strength to absorb shocks,
stresses and problems. According to Mc Leod andeipa2002), the psychological
definition of coping is the process of managingirigxcircumstances, expending effort to
solve personal and interpersonal problems, andirgpdk master, minimize, reduce or
tolerate stress or conflict. The following diagramonceptualizes coping mechanisms by

adolescents living with HIV and AIDS in Chinhoyi:
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Figure 1: Conceptual framework showing coping mechanismstaddpy adolescents living

with HIV and AIDS.
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1.6 Chapter Summary

This chapter shows that adolescents living with Hikd AIDS are a segment of the
population which has been receiving minimal atamtin the past. These adolescents have
special needs considering complexity of challentpey face. It is therefore imperative to
explore coping mechanisms adopted by adolescesig lwith HIV and AIDS in Chinhoyi
and to ascertain the extent to which they are gppiith stressful situations. The next chapter

reviews the literature on coping mechanisms byest@nts living with HIV and AIDS.
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CHAPTER TWO

LITERATRE REVIEW

2.1 Introduction to the Chapter

The previous chapter gave a brief background ofstney area. This chapter provides an
insight into the challenges experienced by adotgsdeving with HIV and AIDS as well as
the strategies they use to adapting to these clggte The concept of coping has also been
examined. Case studies describing the circumstaaoes the coping mechanisms by
adolescents living with HIV and AIDS are reviewedm selected countries. This chapter
also critically looks at various publications thiaéve been produced in the area under

investigation by various researchers and scholars.

2.2 Theoretical Framework

2.2.1 The Stress -Coping Theory by Lazarus and Fathkan

Coping mechanisms draws on various theoreticalcgges. The stress-coping theory will
be used to provide theoretical guidance in theystitdwill serve as a foundation for the
examination of the concept of coping as well ashm analysis and interpretation of data.
According to Adler and Carlson (2009), the stregsinng theory was originally developed by
Lazarus (1981) and it is based on the social civgntheory which proposes that human
behaviour is influenced by the interaction betwdenperson and the environment (Bandura,
1986; Lazarus and Folkman, 1984). Lazarus stesta the position that the social and (the
biological worlds) are highly stressful. The degresvhich this produces stress is determined
by the extent to which these external stimuli aecpived to exceed the ability of the person
to deal with them and, therefore, to endanger tk# laeing. People have to appraise the

extent to which the stimuli do this. They will thast and react accordingly. According to
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Lazarus (1981) in Adler and Carlson (2009), whemfromted by a stimulus that is
potentially stressful, an individual engages in tprocesses of appraisal. These are called
primary and secondary appraisal. Primary appraisathe means whereby the person
determines whether a stimulus is dangerous orlinthtat person decides it is not dangerous,
they may conclude that it is irrelevant to themtefiatively, they may view it as benign or
positive. If the stimulus is appraised as irrelégyan benign or positive, it is not regarded as a

stressor.

If the stimulus is regarded as stressful, thiseisanise this is perceived to represent harm, loss
or threat (anticipated harm or loss). The secongavgess is about mastering the conditions
of harm or threat. This can take several formskisgeout information, taking direct action to
confront the stressor, doing nothing and attemptinignore it or worrying about it (Folkman

and Lazarus, 1990).

Bandura (1999) adds a dimension that one’s enviemin(including other people’s
behaviour), influences a person’s behaviour emetiand cognitions. In addition, the
environment is, at the same time, influenced byersgn’s reaction to it , as well as one’s

emotions and cognitions.

The importance of the stress coping theory is ith@icognizes stimuli as not being stressful.
It sees stress as arising from cognitive or thigkpgmocess which people bring to bear on
particular stimuli (the appraisal processes) andhenextent to which they can control these
stimuli by doing various things. Furthermore, whesing this theory, the researcher is
allowed to investigate stress and coping withiry@adnic person-environment relationship. It
is when the control factor fails due to internadl @xternal factors that stress arises. This state

of affairs affects the coping mechanisms.
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2.3 A Global Overview of Coping Mechanisms adoptedy Adolescents Living with HIV

and AIDS

2.3.1 Developed Countries

The plight of people living with HIV has dramatiyathanged in the USA due to the advent
of protease inhibitors, antiretroviral therapy asttier life sustaining medications ( Rowan
and Honeycutt, 2010). However, a quarter of the m#ections occur among those under
twenty two years of age and over half of the nefedtions occur among those who are
below twenty six years of age (Brown, Lourie, d&wab, 2000). Adolescents constitute one of
the most invisible populations affected by HIV aAlDS in the U.S.A ( Szekeres, 2000).

Furthermore, of the HIV infected adolescents, appnately two thirds of them are from the

African-American or Latino communities, which aréority groups in the country.

Hubley (2002) reported that studies conducted digesscholars in the USA revealed that
children who are HIV positive and their care giveviddenced lower T-Scores on measures of
distress than HIV negative children. Bachaatal. (2001) attribute this curious scenario to
the fact that families with HIV benefit from mentaéalth care services available to them,
whereas uninfected families rarely make use of sefrices. In a study conducted in the
USA'’s three major cities by Orbagt al. (2010), on a large and heterogeneous sample of
adolescents living with HIV, results indicated tmedication adherence and disclosure of
HIV status are the major stressor for the adoldscander study. Most adolescents used
resignation as a strategy to address adherendedetressors, while problem solving and
social support were the least to be used, despitg efficacy (Orbanet al. 2010).
Furthermore, adolescents commonly used passivei@mbtregulation to deal with the
challenge of disclosing HIV status, though thisitgtgy may increase risk for sexual partners.
Youths in the USA therefore, employ both active gadsive strategies to address various

stressors. They also use denial of the HIV diseas& coping mechanism, especially if they
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are confronted with other pressing demands andspredrom school, work, chaotic home
environments, homelessness, and substance abus®gS2000). Hence these adolescents
sometimes suspend focusing on the HIV issue uhgl taddress imminent issues, like

finishing school.

Brown et al. (2000) also report that studies conducted in ti8A $how that adolescents
accessing antiretroviral therapy in educationalugsousually develop and share specific
strategies for taking medication and adopt stremsagement techniques for coping with HIV
in a supportive peer context, Lyat al. (1998) cited in Browret al. (2000). However,
Szekeres (2000) notes that HIV positive adolescaaitg not receive care they need. In most
cases, uninsured adolescents have little medidedrgpexcept for accessing public clinics
which may not always be youth friendly. Furthersmadolescents experience a challenge of
navigating a complex health care system with they anfamiliar and have limited

experience with , coupled with mistrust of the ncatisystem.

Brown et al. (2000) further posit that an integration of medliggsychological and social

services, with primary clinicians and community édhsutreach staff would be the most ideal
treatment model to address the needs of HIV peasddolescents. Hence the cooperation of
medical doctors, social workers, psychologists, cheyeducation assistants, and case
managers is of paramount importance. Bratal. (2000) give an example of Walden House
in California which offers medical and psycholodiaasessment, referral and coordination of
care, therapy, counselling, transportation, peercation, legal information and long term

management of adolescents living with HIV.

However, Rowan and Honeycutt (2010) argue that Agarrsociety is tending more and
more toward a purely medical perception, of HIV s the multidimensional socio-

economic and psychosocial components. Yet HIV isamy a medical, but also a social,
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political, cultural, economic and personal issuee Tiew dispensation is reflected in the Ryan
White Treatment Modernization Act of 2006 (RWTMAiweh led to significant changes in
the provision of health care services in the USKBe Act place increased prominence on the
medical aspects of HIV and AIDS at the detrimentpsfychosocial aspects of service
provision. Under this Act, states are mandatedstonot less than 75% of funding to provide
core medical services that are need in the statendioviduals with HIV and AIDS (Rowan

and Honeycutt, 2010).

In another developed country like Sweden, most embants suffering from HIV have
acquired it vertically. They are treated by sper#l paediatricians specialized in infectious
diseases-usually in university based hospitals liltici, Suris, Thomas, Gnehm, Cheseaux,
and the Swiss HIV Positive Mother, 2010). Michaidal. (2010) also reports high levels of
adherence medication by Swedish adolescents whbvarg with HIV and AIDS and this
was attributed to adequate psychological adjustsnant effective coping mechanisms, as

well as the discussion and adoption of explicit inatibn taking strategies.

It should be noted that in developed countries ctitaprehensive and better resourced health
care services makes it fairly easy for adolescentsanage in dealing with HIV and AIDS
related challenges. Brown, Schultz and Grag (1898&)e that active strategies of coping are
mostly encouraged in western cultures. The heghtes in USA therefore promotes the use
of therapeutic strategies adolescents living witkl Bind AIDS in adapting to distress that is
associated with their condition. The cultural bisligpractices and values in the USA have an

impact on the strategies that adolescents livirth 1V and AIDS are encouraged to adopt.

26



2.4 A Regional Overview of Coping Mechanisms by Adescents Living With HIV and

AIDS.

2.4.1 Developing Countries

Despite being limited resource settings, countiiesSub-Saharan Africa have made
significant efforts through comprehensive programrfa treatment, care and support for
children and adolescents with HIV and AIDS. In Rwa, support group services for HIV
positive children and adolescents and their fasidiee offered in line with a national policy
that was developed by the Centre for Treatment Redearch on AIDS, Malaria and
Tuberculosis and other Epidemics (EGPAF, 2012). PEE has also been providing
psychological and social services for children otiratroviral therapy at twenty two different
sites which offers treatment and care servicescfoldren and adolescents with HIV in
Rwanda. Support services provided at these treatsiis include counselling, information

dissemination, and life skills training.

These efforts are meant to help children to actiegit HIV-positive status and cope with
common challenges such as grief associated witlsingofamily members, treatment
adherence and HIV-related discrimination. Ugandeguntry with a young population with
55% of the 31 million people below fifteen yearsagk, has recorded an early age of sexual
debut, with 14% of both men and women aged betWéen 24 years of age reported having
sex before 15 years (Bakeera-Kitaka, 2010). Sitgil&@3% of young women and 47% of
young men have reported having sex before eightears of age. However, there are limited
purely adolescent services in Uganda that effibreaddress the needs of this group. Health
services targeting adolescents are often limited Ibdormation, Education and
Communication (IEC) on growth and development (Baiekitaka, 2010). Adolescents

living within HIV have reported various challengesseeking treatment at the public health

27



institutions in Uganda. They usually feel uncormdbie in adult clinic and wards, some
adults are not friendly, adolescents get blamedh&wing HIV at a young age, and that some

of the adults are their parents or close relat{fiZekeera-Kitaka, 2010).

Yet programmes in Rwanda also provide training Hiealth workers to be able to help
families with issues of managing disclosure of HEdtus by families to children and to guide
families on how to emotionally support. Furthermaepport groups for children and their
caregivers are conducted monthly at various hezlth facilities with the intent of allowing
children and adolescents and their caregivers topaortunity to share their experiences and
to be given important health information and rero@ment (EGPAF, 2010). In Uganda,
psychosocial services are available in some heealtibers for adolescents with HIV, though

family and caregivers are often involved (EGPAF1L@0

Psychosocial support groups are usually basedadthhfacilities and are facilitated by health
workers and peer educators. Hence youths in Ugaredprovided with a platform to receive
information, share experiences, and receive mdmfpfsom peer educators and also receive
counselling which assist them to cope with the deasaof living with HIV and AIDS.
EGPAF is one of the agencies which are running eamgpoups for HIV positive adolescents
in Uganda. Specialized support groups known asl &laebs have also been instituted by
EGPAF, and these are called Ariel Clubs which areated at major health facilities
providing ART (EGPAF, 2010). Children and adoledseare generally recruited into clubs
through ART clinics or in some cases, through comitgueferrals. These clubs provide life
skills training, play therapy and counselling thgbuvarious activities conducted by club
facilitators. EGPAF (2010) also notes Center foealment and Research on AIDS, Malaria,
Tuberculosis and Other Epidemics make a contributiothe HIV positive adolescents who

are 13 years and older who are active members mjosti groups in Rwanda. Three day
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camps are usually organized for adolescents with tdlshare experiences, feelings, know

one another and learn about health and HIV.

MulagoBaylor-Uganda is another health institutiohieia has registered over 900 youths
living with HIV (10-24) since August 2003. Mulagdieeens Club based at Baylor-Uganda
provides psychosocial support services and prontbheesvellbeing of HIV positive children,
adolescents and young people, through variousiteswhich include teen led focus group
discussions. Furthermore, Makerere University hagilso provides services to over 620
registered children and adolescents with HIV (Bakd@taka, 2010). Similarly, in
Botswana, a Teens Club was initiated in 2005 as\Baha Baylor's Children Clinical Centre
with the intent of empowering HIV infected adolestseto build positive relationships,
improve self esteem and acquire life skills througkntorship, adult role modeling and
structured activities (AIDSTRA-ONE, 2012). This wdwltimately lead to improved clinical

and health outcome as well as a healthy transmitmnadulthood.

The Teen Club has also been spread out to five ettess throughout Botswana and the teen
model had also been replicated in countries sudteastho, Swaziland, and Malawi among
others (AIDSTRA-ONE, 2012). However, according he tKkenya 2008 country progress
report to the United Nations Special Session on &itd AIDS (UNGASS), the country with
about 17 000 HIV positive adolescents has poor lpss@cial support programmes to cater
for this category of the population (UNGASS, 20@8)spite limited psychosocial support
programmes, Kenya has made various efforts to aseréhe number of HIV positive children
and adolescents in receiving treatment (EGPAF, R00@mparably, studies in Uganda have
shown that adolescent friendly health settings Heddo a significant increase in the uptake
of sexual and reproductive health services. Thssdiso enabled HIV positive adolescents to
cope with sexual and reproductive challenges tlatfront young people, but being

complicated by HIV infection, Agot and Onyongo, (29.
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In Tanzania, HIV infected adolescents have beeworteg to cope through various ways.
Recognizing the limited capacity of the extendedifato care for HIV positive adolescents,

who are in most cases orphans, the concept ofedddan has been adopted (Daniel,
undated). The non blood relatives and humanitastganization are increasingly taking roles
that were previously played by the extended fan#igrvice provided is usually more than
providing material assistance, but care, when mo&e available to do so, among other
things (Daniel, undated). Melissa and Fullem (204@3it that South Africa and Botswana
managed to adopt a family model in the deliverHtf care and this yielded results in terms
of promoting young people’s self management in ¢batext and their family. This has

proved to be effective in adolescents’ psychosoaijustment as well as coping with

medication adherence.

According to Parker (2009), despite the fact thati-patally infected adolescents often

become orphans while young, a study in Arusha regioTanzania demonstrates that these
adolescents demonstrate self resilient and sefintelcoping mechanisms. The majority

presented personal characteristics and adaptipemsss that support emotional functioning.
Parker (2009) adds that the adolescents in Tanzawagnized the challenges that are
presented by illness, orphan hood, poverty andabstipma and they have developed ways
to minimize their effect. They developed a str@egse of hope, better skills in self care and

also a strong belief in God.

Gray and Rutter (2007) in Parker (2009) concur tHaveloping coping mechanisms
mitigated the effect of the meaning of chronic dseupon the physical functioning and the
overall quality of life for adolescents. Mabala,d8ack-Walters and Anning (2009) posit that
in Tanzania and Namibia, HIV positive adolescent® Wwave cited personal and continuing

experience of negative consequences of discloawe édmphasized greater safety in silence.
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Education needs for HIV positive learners and onghan both countries have also been

catered for through reduced school fees and expgrideding schemes.

According to Midtbg, Shirima, Skodav and DanieD12), studies in Sub-Saharan Africa
have revealed disclosure on antiretroviral theraplp HIV infected adolescents cope with
stigma. Disclosure has shown to improve adoleso®R{E adherence and that strong family
support have enabled them to cope much better kiNh Furthermore, adolescents in Sub-
Saharan Africa have been reported to use knowlatigat HIV to manage control own life
and cope with stigma. Strategic disclosure of HEdtiss has been adopted as a coping
mechanism, and also support group membership wiashbeen seen a source of openness
and nurturing self confidence. Disclosure, thougds lits challenges, has enabled HIV
positive adolescents to seek support from fanfilgnds, teachers, health care workers and
has enabled them to resist internalized stigmaeleyng themselves as better off than those

who are untested and unaware of their HIV statuslifhd,et al 2012).

2.5 A Local Overview of Coping Mechanisms AdoptedyAdolescents Living with HIV
and AIDS.

Various attempts have been made in trying to addceddren and adolescents’ issues in
relation to HIV infection. A few organizations haeenerged in the past few years with the
intent of responding to the growing psychosocigport need of adolescents living with
HIV and AIDS in Zimbabwe. According to Mavhet al (2010), Zvandiri support group
programme was one such initiative to be introdubgdAfricaid. The support group was
incepted to compliment clinic based services. Trasamunity based support groups were

established at 20 urban centers in Harare and i@jwtiza .

In July 2009, child adolescent adherence supportere introduced to enhance effective

adherence strategies as well as life skills traginiMavhuat al, 2010). Furthermore, eight
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adolescent led training teams were set up, as agelhe production of an adolescent led
Information, Education and Communication (I.LE.C)tenials and also a community outreach
team. Kapnek Trust is another agency which has peaviding services for children with
HIV and AIDS. It runs Early Childhood Developme(.C.Ds) centers focusing on
preschool children in the Zvimba area in the Masitermd West Province. It provides the
children with food, health care and education weations (Southern African AIDS

Dissemination Service (SAFAIDS), 2010).

Furthermore, a study was conducted under the Natidation Plan for Orphans and other
Vulnerable Children NAP for OVC on 229 adolescewith HIV by Regai Dzive Shiri
(RDS) a local nongovernmental organisation. Thelemtents were drawn from support
groups that are administered by Africaid. The streyealed that adolescents living with HIV
and AIDS in Zimbabwe endured physical challenge®@ated with HIV and AIDS. They
reported stunted growth, physical abuse, frequirgsis and skin disfigurations. In addition,
the study found the psychosocial challenges fagedhildren living with HIV as verbal
abuse, stigma and discrimination at home, stignd @ecrimination in the community,
stigma and discrimination at school and depressitawhu et al. (2010) also reported that
females in particular face additional challengesuad forming relationships and disclosing

their status.

While data showed that support group attendanceheipdul, young people stressed that life
outside the confines of the group was more chaiten(RDS, 2010), for example, there was
a lack of understanding of these young people'seissat home characterized by ignorance
about antiretroviral drugs, safety of dating andgoility of future aspirations. Secrecy of a
child’s status was common and this hindered thdtylmf other household members to

provide support.
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Hence adolescents with HIV and AIDS in Zimbabwe eapth HIV and AIDS through
various strategies which include attending supguootps, support from the extended family,
counselling, going to church, visiting traditioraalers, school attendance, sport, engaging

in income generation activities and many others.

2.6 Service Provision for Adolescents Living with B/ and AIDS in Zimbabwe

In Zimbabwe, there is a National Anti-RetrovirabBramme whose aim is to provide aim is
to provide access to antiretroviral therapy topalbple who are living with HIV and AIDS
who are in need of treatment ( Buzdugan, Watadzudinawo, Mundida, Langhaug, Willis,
Hatzold, , Mugurungi, Benedikt, Copas and Cowabil13. In Zimbabwe, antiretroviral
therapy provides comprehensive care and suppokagae that attempt to meet medical,
social and emotional needs. Other services availaglude HIV voluntary counselling and
testing (VCT), sexually transmitted infections (yhhanagement, opportunistic infections
(O.) / antiretroviral therapy (ART) management, atity of care in communities,
psychosocial support and nutritional care. Themwices are available in public health
institutions in all provinces. In 2008, about 18® were receiving HIV treatment, care and
support in Zimbabwe’s health care centres.

Though most people with HIV and AIDS need treatnfentHIV and AIDS, there are still
some gaps in service provision. HIV treatment isviated free of charge under the ART
programme, but coverage is limited and expansioverage is limited due to lack of funds

(WHO, 2005).

Less than 300 000 of the 600 000 needing ART weeeiving treatment, ( Mutasa-Appollo,
2010). However, however, significant gains havenb@ade in scaling up ART in Zimbabwe
despite the unfriendly economic environment aneusse constraints. Despite attempts to

scale up services for adolescent with HIV and Al3She government, resource constraints
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make continued expansion of services extremelycditf(Maruva, Keatinge,, Miller, Foster,

and Bwakura, 2009).

Kalichman, Heckman, Kochman, Sikkema, and Bergh@@®0) note that people who are
living with HIV and AIDS are at risk for suicideghce they require comprehensive mental
health services, given the breadth and depth of #motional distress and functional
limitations. Such services may be integrated withilable HIV care systems such as case
management and multiservice agencies. Counselinganeing perceived support, and
increasing coping resources for persons who hawegtiits of suicide but are not yet in need

of crisis intervention should be considered a jigan HIV-AIDS care services.

A study by Magaya, Asner-Self and Shreiber (20@vealed that Zimbabwean adolescents
generally use emotionally focused strategies mmaguently than problem solving strategies.

Hence the authors came to a conclusion that Zimbabvadolescents may need to obtain a
large repertoire of coping skills in addition to atlthey already possess, thereby highlighting

the need to employ problem solving skills in degkmith highly difficult circumstances.

It should be borne in mind that there are complexitvhich should be considered when
responding to the needs of adolescents who arepdsitive. Children and adolescents with
HIV are not a cohesive group hence different cirstamces as well as capacities to cope with
the demands of HIV and AIDS (Strode and Grant, 208i&nce this should be heedful of the
fact that children evolve through distinct devel@mal stages including infancy (0-6years),

early adolescents (10-14 years) and late adoles¢e#t18 years).
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2.7 Policy and Legal Framework for Dealing with Addescents with HIV and AIDS in

Zimbabwe

The absence of a comprehensive policy on paedidiiichas led to a national situational
analysis of the provision of services for childtesng with HIV and AIDS to be conducted
in Zimbabwe between 2005 and 2006 to inform andlgag¢ policy and strategy development
(Maruva, Keatinge, Miller, Foster, and Bwakura, 2D0The Ministry of Health and Child
Welfare (2009) then crafted National Psychosocigy@®rt Guidelines for Children Living
with HIV and AIDS in an effort to standardize psgsbcial support services to enhance
children’s and adolescents’ capacity to cope withdemands of living with HIV and AIDS.
The guidelines were also aimed at supporting heatifkers and other community based
workers in the provision of psychosocial supporviees to children living with HIV and

AIDS.

Other training manuals were also developed by th@duly of Health and Child Welfare on
palliative care and nutrition support for childriwing with HIV and AIDS in Zimbabwe.
Furthermore, National Strategic Plan for PMTCT &fdldren Living with HIV and AIDS
has since been completed he purpose of the strategy is to focus on tlwipion of care

and treatment services for mothers and childrerrMeet al, 2007).

The Zimbabwean government has also demonstratedtieds commitment towards fighting
against HIV pandemic through the formulation andolementation of various national
policies which had some contribution to adolescdiviag with HIV and AIDS. Hence
various policies that institute a multi-sectorabpense have been formulated by NAC,
Zimbabwe’s statutory HIV and AIDS governing bodyA®! has since introduced a National
HIV and AIDS policy in 1999 to give guidelines toogrammes that are aimed at combating

the spread of HIV and AIDS. NAC managed to makaificant progress to put structures for
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the creation of an environment conducive for H\d &IDS multi-sectoral response. Among
other policies, the government adopted and impléesethe Zimbabwe National HIV and
AIDS Strategic Plan (ZNASP ) 2006 to 2010 and madeeral milestones. This strategic
framework which was developed in line with the H&Ad AIDS policy meant to give
guidance in the formulation and implementation migpammes relating HIV and AIDS. This
was intended to translate into improved serviced @mogrammes for HIV positive

adolescents in terms of treatment and care in phielalth institutions.

NAC also made efforts to address issues of gemglgaliéy and stigma which also affected
adolescents with HIV and AIDS in the community. Babwe is currently implementing
ZNASP 11 (2011-2015) whose main thrust is prevamtimd reduction of new HIV infections
by 50% in 2015. Furthermore, the current stratgugmn aims to reduce mortality rates of
people living with HIV and AIDS by 38% by 2015, (NCA 2010). This would translate to
longer life span for HIV positive adolescents. Himbabwean government has also crafted
a number of domestic HIV policy strategies guidgdriernational and regional agreements

that have been approved over the years.

Furthermore, the Government of Zimbabwe (2010)tedah National Community and Home
Based Care (CHBC) strategic plan (2010-2015). Adiogr to this strategic document,
CHBC programme has evolved to ensure a continuuwad to adults and children with
chronic and terminal illnesses such as cancer,rlgm&on, and its complications, diabetes,
epilepsy, mental illness and HIV and AIDS, as vesllthe elderly. CHBC is also playing a
significant role in response to HIV and AIDS in Zabwe and services provided usually
include provision of nutritional support to clientsaining of caregivers, assisting with access
to HIV and AIDS related treatment. In this rega@dBC programmes also assist adolescents
living with HIV to cope with various demands thae aequired by their condition as well as

societal challenges.
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Zimbabwe has also been able to create an enviranwigoh led to the growth of networks
for people living HIV and AIDS. There are now varsonetworks for people living with HIV
and AIDS, including support groups for HIV positivedolescents. This has assisted
adolescents with HIV to share experiences withrtheers as well as learn life skills which
strengthen their capacity live positively with HAhd AIDS. Zimbabwe has also over the
years enacted various bills that help to maintaenrtghts of vulnerable groups, for instance,
the Criminal Procedure and Evidence Act of 199&rmafited to address the burgeoning cases
of sexual abuse of minors. Furthermore, stifferghees (20years) are now included for
rapists who infect their victims with HIV (Sexuaffénces Act) of 2000. The Children’s Act

of 2006 also provides for the testing of childrgnfar adoption.

With regards to sexual and reproductive healthessmational laws generally uphold the
requirement for parental consent for adolescentswbthe age of 18 to access services and
information on contraception, (The Center for Rejoiciive Law and Policy Child and Law

Foundation, Undated).

2.8 The Concept of Coping

Lazarus (1993), an American psychologist, was wefiyential in the development of the
concept of coping. He proposed that the concepbping is not new, but has been with us
for a long time, though it began to come into mendformally during the 1960s and 1970s,
along with the burgeoning interest in stress. Remmal (2000) further contends that the use of
the notion of coping strategies, in attempting xplain household responses to disasters,
gained currency in the 1970s and the 1980s wheméithreatened and claimed lives of
thousands of lives in North East Africa and Salegion. Since then, the concept of coping
has been used to explain the responses to fanbeee(eaux, 2003).

In medical literature, the term coping has not beedespread, except in mental health,

(Hodginson and Stewart, 1998). Rugalema (2000héurpropounded that the advent of HIV
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and AIDS, however, has given the concept of copintew lease of life. Rugalema (2000)
defined coping as dealing successfully with a cliffi situation, and he assumed that coping
is a process which is achieved through a stratagghwin turn, is a general plan or a set of

plans intended to achieve something, especially aveng period of time.

Lazarus (1993) argued that coping may be regardea generic concept that includes ego
defenses which deals with threats to one’s psycfidd integrity. Lazarus (1993) also
viewed coping as a process and as merely a conunnait cognitive and behavioural efforts
to manage psychological stress. From a processpeudige, according to Lazarus
(1993:235), the process of coping changes over éintkin accordance with the situational
contexts in which it occurs. He added that depemdthe particular person and the specific

type of encounter.

Tyre and Steinberg (1995) argue that learning, radtice of coping skills is generally
regarded as very helpful to individual experiencpsychological distress. Hence sharing of
learned coping skills with others is often benalfici Welsh (2008) however notes that the
overuse of coping mechanisms (such as avoidinglgmab or working obsessively) and
defense mechanisms (such as denial and projectiag)worsen one’s problem rather than

remedying it.

According to Lazarus (1993), when studying howa#egmt copes, it is necessary to specify
the particular threats of immediate concern topdgent and treat them separately rather than
broadening the focus of attention to the overdhess. Lazarus (1993) adds that in
measuring coping, it is important to get a deswipbf what a person is thinking and doing
in an effort to cope with stressful encounterseaarba better position to assess the efficacy of

coping strategies.
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Brown, Lourie and Pao (2000) identify coping bebawi to include acceptance of
responsibility, confrontive coping, planful problersolving, escape and avoidance,
distancing, seeking social support, self contral positive re-appraisal. However, Folkman
and Lazarus, (1993) put forward the argument #idhy action against problems rather than

reappraising the relational meaning seems moreatdsi

2.9 Strategies of Adapting to Chronic lliness

According to Adler and Carlson (2009), a numbersivategies have been observed in the
way people cope with, adapt to and try to gain sametrol over chronic illness. The
response is linked to the amount of threat théiesds presents to them, and what they are
able to do about the threat. These strategiesydiogoto Adler and Carlson (2009:132-133),
are normalizing, denial, avoidance, resignation asdommodation. Normalizing occurs
when patients acknowledges the symptoms of theiditions, but redefines them as part of

normal experience and hence as nothing to worrutabo

With denial, the patient denies the existenceloéds altogether. This may have profoundly
beneficial effects, especially in the early stagiethe knowledge of a worrying or threatening
diagnosis. Denial may help the patient drawbadke &tock and marshal help. In the longer
run, however, denial prevents the patient from ting the illness, particular difficulties

for the health professionals and the close famigmiers. Avoidance is another strategy.
They set out to avoid those situations that miglatcerbate their symptoms or lead to other
problems. While, avoidance strategies are highlgptide, they also contain within them

certain maladaptive or potentially destructive edats, through potential social isolation.

Resignation is whereby a patient has totally endgtabeir illness and for whom the most
important thing about their life is their illnesghey resign themselves to their fate. The

illness is designed in such a way that instead eahd something threatening, it grants
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psychological rewards. At certain times in a sesiand grave illness resignation may be an
entirely appropriate way to respond. However, innyndess serious conditions, total

resignation leads to invalidism. The problem thad type of a behaviour presents for health
professional is that their best efforts to get plagient to attempt to take control over their
own life is resisted because the patient works harchaintain their dependence on others

(Adler and Carlson, 2009).

Lastly, accommodation, according to Adler and @arl§€2009:133), is a strategy whereby a
patient acknowledges and deals with a problem thieiess produces- whether this is
managing their symptom manifestations like painnmnaging a self administered drug
regime. The everyday work of handling the diseasseen as part of normal living. No
attempt is made to build a special status out efillhess. Instead, the person tries to deal
with other people in terms of his /her other chemastics, such as being a keen gardener, a
football fan, a member of the church, and so oreyTtho not attempt to make their illness

central to their life.

2.10 Coping with HIV and AIDS

According to Brown, Lourie and Pao (2000), mostiratroviral regimen is complex and
challenging. Rigorous adherence to them is impoad life prolonging. However, default
in taking medication may lead to drug resistanattagatment failure. In adults and children,
coping with HIV and AIDS is a complex phenomenorvaiving multiple interacting
variables. Paediatric HIV patients experience nsuigjective distress than their uninfected
peers as a result of developmental skills and tlymstressors associated with HIV
infection, (Tradet al. 1994). Such stressors often include disclosurklldf status, social

isolation, fear of death and family conflict.
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In addition, there are often instrumental problemsaccessing health care services,
medication, transportation, clothing, counselingl @ecreation and housing, (Hansell al
1998). Repeated hospitalizations and isolation fpmars are known to have adverse effects
on HIV infected child’s social, cognitive and commnncative development. In addition, some
stressors for the children living with HIV and AlID®clude dysphoria, hopelessness,
preoccupation with their iliness, and poor body gmaSome adolescents with HIV report
more sexual risk-taking behavior and conduct oremgrtive disorders. Many individuals
with HIV have a history of negative life eventschuas forced disclosure, loss of a parent or
a sibling due to AIDS, or abuse. In addition toreased distress, adolescents with HIV often
experience greater physical pain, which is a frag@ecompaniment to AIDS. Chest pain,
head ache, oral cavity pain, abdominal pain, andplperal neuropathy are commonly
reported, (Hollanaet al 1992). Almost 60% of the children with HIV expamnce pain which

may negatively affect their quality of life.

Coping responses to HIV infection have been motersively studied in adults than among
children and adolescents Studies by Grassi, RB&jghino, Makoui and Ghinelli, (1998)

reveals that poor coping was associated with pdggital stress, repression of anger,
external locus of control, and low social suppditis indicates that coping is a complex

phenomenon.

Children and adolescents living with HIV may haweecbpe with multiple conflicts. They
have to cope with emotional pain associated wittiadstigma, isolation and hopelessness,
forced disclosure, anxiety about their medical pisis, loss and bereavement, and physical

appearance and body image due to wasting and ddagitconditions (Lewis, 2001).

The multiple stresses and context of HIV appeagive rise to multiple nodes of adaptation

and coping. For example, mothers of children with' lhfection have reported significantly
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more wishful thinking than mothers of healthy chald or children with cancer (Hardy,
Armstrong, Routh, Albrecht and Davis, 1994). In thlessence of a proven cure of HIV,
wishful thinking may be an appropriate coping measia for mothers of infected children
than those of children who have cancer. As might eb@ected, biological mothers
experienced significantly more self criticism thdid foster mothers. Parental adaptation to

HIV may be an important factor in determining tida’s adjustment and response.

Brown, Schultz and Gragg (1995) found that a $icgmit degree of distress reported in
response to HIV reminders even after years of kngvabout their infection. A number of
coping strategies were used with resignation, calhing, and distraction most commonly
reported whilst self blame, engaging in risky bebass, thinking about sex, and drug and

alcohol use were used least.

Maes and Leventhal (1996) proposed that childrehaaolescent coping goes through four
stages. Firstly, a stage of uncertainty, in whittideen try to conceptualize the disease,
secondly, a stage of disruption, in which theyireathey are plagued by something that may

last the whole of their life, thirdly, striving feecovery, and lastly restoration of well-being.

Grassiet al (1998) highlight that it is of paramount importanto come up with
interventions that improve the coping styles that atilized by HIV patients. Grasst al
(1998) add that timely identification of HIV pos# needing support and intervening early
provides benefit for improved coping and this astances their quality of life. This can be
achieved through support groups and other struttpregrammes. Researches that have
been done on adults with chronic problems sugipestthe use of active strategies such as
problem solving and help seeking improves adaptatas compared to passive strategies

such as self blame or resignation (Brostral 1995).
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2.11 The Role of the Family Environment in Coping wth HIV and AIDS

According to Peterseat al. (2010) in Melissa and Fullem, (2012), the famihwieonment
has a significant influence on psychosocial adjestmfor adolescents living with HIV.
Poverty, parent history of drug use, and multigdeses are among the family and social
factors that influence many children and adolescenth HIV and AIDS. In Africa, most
HIV positive adolescent are orphans, a factor whitdikes adjustment difficult for these
adolescents adjustment enormously difficult, (FBeteet al 2010, as cited in Melissa and
Fullem, 2012). Throughout the world, in both undiveloped and developed nations,
poverty is the major barrier to prevention andtmresnt of HIV of those infected with HIV.
The impoverished communities have limited accessntormation on best practices to
prevent the spread of HIV. Furthermore, the povdiyts families’ capacity to access
available treatment as well as the adoption of menended diets which improves health and

well being of people living with HIV and AIDS.

Brown et al. (2000) also highlights the important of the soeaVironment in coping with a
chronic illness occurs. This is because copindss eelated to the environment from family
and friends (social network) and financial resosrceme into this category. Brovat al.
(2000) adds that resources have an important niegliaffect on difficulties, but cannot
themselves prevent them. In the absence of soo@mbost, other life difficulties can be
potentially damaging. Hence a combination of low ssteem, lack of financial resources
and lack of social support make it difficult forWVpositive adolescents to cope with complex

demands.

In addition, Lewis (2001) posit that although choofiness can be a life stressor for children,
the disease process itself does not appear toebprimary cause of behavioral adjustment
problem for the chronically ill child. Most childneshow surprising resilience and regain a

level of adaptive coping with minimal psychologi@adervention. Family resources such as
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problem solving skills, level of cohesion, and adhpity to change, openness of
communication patterns and so forth. In additidvg support system that available to the
child family, include extended family networks,einds and community resources are also

critical, (Lewis, 2001).

It should also be noted that developmental diffeesnunderscore the importance of
evaluating coping behaviours within the developrakesiiatus of the child. In addition, coping
is an ongoing process which can only understood balby studying the individual as he or
she interacts with the environment, especially ustdading what children and their families
do and think in specific situations in order torkeabout their coping efforts with their

illness.

2.11 Chapter Summary

This chapter reviewed literature on the psychosanraumstances for adolescents who are
living with HIV and AIDS. This includes challenggkey encounter as well as coping
strategies that are used to come to terms witlouarstressors that are associated with living
with HIV and AIDS in a Zimbabwean context. The ctea@lso looked at the regional as well
as the global overview of coping mechanisms byest@nts with HIV and AIDS. The legal
and policy framework as well as service provisionddolescents living with HIV and AIDS
were also reviewed. The implication of the literatuhat has been reviewed is that it has
informed the researcher on the existing knowledg¢he subject under study. This brings to
the fore the research gap that this study seeksdtivess. The next chapter reviews the

methodology for the study.
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CHAPTER THREE

RESEARCH METHODOLOGY

3. 1 Introduction to the Chapter

The previous chapter highlighted theoretical framdwas well as relevant literature on the
existing knowledge on coping with HIV and AIDS bgadescents who are living with HIV
and AIDS. This chapter addresses the researchoa@tigy that was used in gathering the
data for this study. The issues to be covered declesearch design, scope of the study,

population, data collection, data analysis, linnta$ of the study and ethical considerations.

3.2. Research Design

Research design refers to a blueprint for collectimeasurement and analysis of data,
(Nachmias and Nachmias (2008). There are two relsedgsigns namely, quantitative and
qualitative. This study applied a mixed researekigh, comprising both qualitative and
guantitative methods to explore the coping mecmasiadopted by adolescents living with
HIV and AIDS in Chinhoyi. According to Creswell (@D), qualitative research seeks to
identify a phenomenon for study and establish heappe make sense of their own lives and
experiences.“Qualitative research is oriented tdwaanalyzing concrete cases in their
temporal and local particularity and starting frome people’s expressions and activities in
their local context”, (Flick, 2009:21). Qualitatikesign is suitable when exploring areas of

sensitivity and emotional intensity (Padget, 2008).

It should be noted, however, that although quahadesign is criticized for providing
subjective data, it gives an enhanced insightanparticipant’s experience at a given time on

the subject matter under study (Padget, 2008). elldg®ct encounters assist social work
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practitioners and researchers to understand exypeseof people in difficult circumstances,

particularly adolescents living with HIV and AIDS.

Quantitative research refers to an objective pagkereby numerical data are from a
participant sample for purposes of making on gdizeidinferences on the population being

studied (Flick, 2009: 296).

It should be noted, however, that s issues in ksciances research are not addressed by one
research methodology. Black (1993) put forward #wgument that triangulation, a
combination of both qualitative and quantitativetinogls, is more useful in conducting social
science research. Quantitative and qualitativearebestudies are combined to produce a

general picture of the subject under study

3.3 Scope of the Study

The study was conducted in Zimbabwe, Mashonalandt\Weovince in Chinhoyi Urban
under Makonde District at Chinhoyi Provincial Haghi Mashonaland West province has a
population of 1 449 938 people (ZimStat, 2012). phevince consists of six districts namely
Chegutu, Hurungwe, Zvimba , Kadoma, Kariba and Maleo The prevalence rate of HIV in
Mashonaland West Province is 15% (ZimStat, 20Thg provincial hospital is located in
Makonde District which is about 115km North-WestH#drare, the capital city. The hospital
is run by a medical superintendent, with the amst# of the hospital administrator.. The
study focused on evaluating adolescents who anegliwith HIV and AIDS who receive

antiretroviral therapy at Chinhoyi Provincial Hosbi

3.4 Population
A research population is generally a large coltectf individuals or objects and it forms the
main focus of a scientific inquiry, (Yates, 200@ne hundred and eighty six HIV positive

adolescents aged between ten and nineteen yearsestive ART at Chinhoyi Provincial
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Hospital were the main target population of thisdgt The researcher also considered five
key informants for this study. The key informanteluded the District Social Services
Officer, a health care worker from Chinhoyi ProvaldHospital, secondary care giver and a
guidance and counselling teacher from a local def@nikonohono secondary school). The
researcher also considered and interviewed thecire®f Pamuhacha as a key informant
because the organization provides psychosocialstippd life skills training to adolescents

who are living with HIV and AIDS.

3. 4 Sampling

A sample is defined as a proportion of a large faipn (Creswell, 2007). Generally, there
are two types of sampling, namely probability sangpland non probability sampling,

(Bryman, 2004). Probability sampling includes sienpandom, systematic random, stratified
random, cluster and muti-stage sampling, (Bryma®20Non probability sampling includes

guota, convenience and purposive sampling.

In this study, the sample of thirty eight was drevam a possible one hundred and eighty six
adolescents living with HIV and AIDS aged between to nineteen years of age, who are
receive antiretroviral treatment at Chinhoyi pravah hospital, thereby representing about
20% of the target population.Simple random sampling was used in respondents to
participants using a sampling frame (Hospital regs Key informants were also selected
using judgmental sampling. Judgmental sampling desmed appropriate because it was
assumed that the selected key informants had atbequna expert knowledge on the area
under study because the nature of their work hdiseat bearing on the service provision for

the unit of analysis for this study.
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3.5.1 Data Collection Techniques

The study used questionnaires, in-depth intervieasd key informant interviews.
Questionnaires were administered by the respondemtediately after interview sessions.

Separate appointments were set with key informants.

3.5.2 Data Collection Instruments

The study made use of three sets of instrument®iyaimdepth interview guide (Appendix
), key informant interview guide (Appendix IIl) dma questionnaire (adolescent version of
KIDCOPE, Appendix Il). The instruments that weredi$o collect qualitative data contained
open-ended questions. The instruments were desigmethake an assessment of the
challenges being experienced by adolescents whbvarg with HIV and AIDS as well as
to explore the coping mechanisms adopted by adadsdiving with HIV and AIDS to

these challenges.

The researcher administered a key informant ine@nguide in order to solicit authoritative
and expertise data from five key informants. Thikesg five informants closely work with
adolescents living with HIV and AIDS in Chinhoyi.el informant interviews were
conducted because they enable researcher to sofieful and authoritative data which
validated that which were collected from study ijegants. The researcher acquired
invaluable specialist knowledge as well as key nmfants’ experiences of working with

adolescents living with HIV and AIDS.

An adolescent version of KIDCOPE was used to estalzsind measure coping mechanisms
that are frequently adopted by adolescents livinth wilV and AIDS in Chinhoyi. The
adolescent version of KIDCOPE was adapted from @staal (2011) who conducted a
similar study at various treatment sites in the U$Ae questionnaire was in the form of a

likert-type scale with two sections. The first sectrequired the adolescent to indicate the
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extent to which they used a given set of copinghaersms. The second section required
respondents to indicate how effective a certainhraeism is in addressing challenges they
face in their daily lives. The limitation of theale is that it only measures eleven broad
categories of coping mechanisms, thereby not cagtwmique or specific coping methods

that respondents adopt depending on the situatibaral.

Quantitative was collected using an adolescentiarisf KIDCOPE to used to establish and
measure coping mechanisms that are frequently eddpt adolescents living with HIV and
AIDS in Chinhoyi. The adolescent version of KIDCOREs adapted from Orbaet al
(2011) who conducted a similar study at variousattrent sites in the USA. The
guestionnaire was in the form of a likert-type scalith two sections. The first section
required the adolescent to indicate the extent hichvthey used a given set of coping
mechanisms. The second section required respontientglicate how effective a certain
mechanism is in addressing challenges they fadbaim daily lives. The limitation of the
scale is that it only measures eleven broad catgaf coping mechanisms, thereby not
capturing unique or specific coping methods thapoadents adopt depending on the

situation at hand.

A pilot study was done prior to engaging a fulhlgcdata collection. Denscombe (2010: 106)
defines a pilot study as “a small scale trial rbatta researcher can use as a means of
checking how well their proposed research desigm&'wThe instruments were pre-tested at
the Alaska Clinic, 15km away from Chinhoyi town.éThlinic is one of the two treatment
centres in Makonde district which has recentlyiangd the administration of ART. Five HIV
positive adolescents and one health worker fromctiméc participated in the pre-test. The
improvements to the data collection instrumentsewaade accordingly. The pretesting was

done in December, 2012.
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3.6 Data Analysis

According to Bryman (2004), data analysis aims égadibe discuss and explain context of
data that is generated in a study. Qualitative dmiaerated in this study were analyzed
thematically together with content analysis. Da@ensplit into manageable themes, patterns
and trends. According to King and Horrock (201@)15themes are recurrent and distinctive

features of participants’ accounts, characterigiagticular perceptions or possible reasons
behind these experiences”. Padget (1998) alsoeargiiat themes that emerge should
highlight the pattern of human experiences and iplesseasons behind these experiences.
Data were also analyzed in accordance with thearelBeobjectives. Quantitative data

generated from the adolescent version of KIDCOPEewsoded and entered into the

Statistical Packages for Social Sciences (SPS3ycripéive statistics were used to analyze

the quantitative data to address objective number t

3.7 Limitations of the Study

Limited resources and time constraints narrowed ithgearcher’s focus on studying
adolescents living with HIV and AIDS who are redeg treatment patient from one public
health institution, which is a provincial hospitHlresources permitted, the study could have
covered adolescent patients from other provinciaspitals, district hospitals, referral

hospitals, as well as local and mission hospitals.

3.8 Ethical Considerations

Research ethics were observed, with the guidantteecAmerican Psychological Association
Code of ethics, [American Psychological Associati@xPA), 2002]. Before each data
collection session, the researcher clearly expthitoethe adolescents, their guardians and
care givers and also key informants of the backgioand purpose of the study. Voluntary
consent was sought from each participant prior dohesession. Since the majority of

participants were minors, voluntary consent wasghbdrom parents, guardians and care
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givers of adolescents who are below the age oésixt Upon agreement to take part in the
study, voluntary consent forms were signed by thi@pants. The researcher emphasized
the importance of confidentiality, non judgmenté#titade and the maintenance of privacy
during sessions. Furthermore, identities of respaoted were not recorded, except for the

biographic data such as age, sex, and school status

The researcher also made a commitment not totigflig form of harm to respondents during
data collection process. Their personal, profesdiand moral eminence was preserved in
interview sessions, home visits and in group dsiouns. Counselling sessions as well as
other psychosocial support services were arrangegdinwthe hospital set up for six
adolescents who seemingly presented some difiesulti coping with living with HIV and
AIDS. Referrals were also made to relevant agertb@scould best assist them to deal with

their challenges.

3.9 Feasibility of the Study

The medical superintendent granted the researchemigsion to carry out the study at
Chinhoyi Provincial Hospital. It was possible t@cl out to twenty HIV positive adolescents
as they visited the O.l clinics for treatment orget a supply of antiretroviral drugs. In

addition, key informants also participated in thedy.

3.10 Chapter Summary

This chapter describes methodology that was inegatp the data for the study. Sampling

procedures as well as the data collection methaete Wighlighted. Data analysis was also

discussed. The chapter also discussed the ettunalderation. The next chapter covers data

presentation, discussion and analysis of findings.
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CHAPTER FOUR

PRESENTATION AND DISCUSSION OF FINDINGS

4.1 Introduction to the Chapter

The previous covered issues relating research mekbgy. This study seeks to explore the
coping mechanisms adopted by adolescents living iV and AIDS in Chinhoyi. This
chapter shows detailed findings from an adaptedimerof KIDCOPE questionnaire, focus
group discussion and key informant interviews. Tihéormation has been organized
according to the main themes and data from interviéocus group discussion transcripts

were used to support the findings. The themesiitkhivere as follows:

Theme 1: Challenges experienced by adolescentglivith HIV and AIDS in Chinhoyi

Theme 2: Coping mechanisms adopted by adolescentsg Iwith HIV and AIDS in

Chinhoyi

Theme 3: Support mechanisms available for adolésdemg in Chinhoyi

The findings were broken down into smaller subsestito ensure that findings that were
made during analysis were logical and structureattidular quotes by respondents were
highlighted using italics. Respondent in the fogweup discussion has been assigned a
number; for instance, respondent two is identiisdespondent 2. Key informants have also

been assigned numbers to identify quotations tiegt have made.
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4.2. Results
4.2.1 Demographic Background of Study Respondents

Table 1: Demographic background of study resporgient

Age group Gender School status Sub-
total
Male Female
Male | Female| In Out of | In Out of
School | School School | School
10-15 10 12 10 0 10 4 22
16-19 6 10 4 2 4 4 16
Total 16 22 14 2 14 8 38

4.2.1.1 Sex and Age of Respondents
As shown by Table 1 above, the study had a tot&8Bgparticipants (n=38). Sixteen of them
were male whilst 22 were female. Of the 38 respotg]e2 of them are aged between 10 to

15 years, whereas 16 were aged between 16 to 8. yea

4.2.1.2 Education Status of Respondents

The table 1 above indicates that 28 out 38 respuadeported that they are still in school.

The findings also indicate that more of girls th@oys who participated in the study are no
longer in the school system. In terms of highegtle of education reached, 30 respondents
(n=38) have reached up to or are currently enroliedsecondary education, whilst the

remaining 8 (n=38) are still in primary school @vie not proceeded to secondary education.
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The table 1 above indicates that only 8 femaleaedents out of total 22 respondents aged
between 10-15 years are not in school. This sugdesited access to education mostly
affecting young girls than boys. This age grougxpected to be receiving basic education
some in primary schools (lower end of the age raagd some secondary schools (upper end
of the range). Table 1 above has indicates tha¢ wbthe adolescents have gone above form
four which most adolescents in Zimbabwe completthatage of sixteen. However, table 1
show that 6 males and 10 female respondents dhe ih6-19 age groups. This indicates that
some HIV positive adolescents complete their sgidightly later than the average at which
Zimbabwean pupils complete their primary and seaondtudies if there are no disruptions.
This could be a result of illness which can distdp¢ adolescents’ normal progression with

their studies.

4.2.1.3 Orphan Hood Status of Respondents

Results indicate that most HIV positive adolescevtis participated in the study are orphans
or having lost one or both parents. Fourteen redgais (n=38) reported that they lost both
parent, whilst 12 adolescents (n=38) have lost flaghers. In addition, 6 respondents (n=38)

are maternal orphans, whereas 6 adolescents dhighéa@nts are surviving.

4.2.1.4 Religion of Respondents

Thirty five respondents in this study (n=38) repdrithat they are Christians, while 2
respondents stated that they are affiliated wiehNtuslim region. One respondent reported a

non affiliation to any religion.

4.3 Theme 1: Challenges experienced by adolescehtsng with HIV and AIDS in

Chinhoyi

4.3.1 Sub Theme 1: Social Challenges

54



4.3.1.1. Stigma and Discrimination

Stigma and discrimination were described as maj@ilenges that confront adolescents
living with HIV and AIDS in Chinhoyi. The majorityn= 32) of respondents have reported
having experienced stigma and discrimination atespoint in their lives in the family and in
the community. It was also reported that stigmm@st prevalent in the school environment
from peers if your HIV status gets known to thermeOrespondent shared her school

experience of stigma and discrimination when sl sa

(R2): “my school mates used to tease me and would not te@gplay with me because they

say | am sick”

One respondent (R25) highlighted that he has beeengnicknames at school dubbed
“Better nhasi” (He/ she is better today)signaling that they frequently get ill. He alsaled

that:

(R25) “My school mates also tease me by calling me “Muondi” (the slim one)”.

Another adolescent who experienced a similar sanalso expressed concern over how he
was once teased during sporting activities by othédren calling himfNdombokura” (One

who sometimes grows) -as this signals stunted droht is exhibited by the adolescent.

Another participant narrated how he was denied ¢hance to participate in sporting

activities at his school despite his willingnessitosports:

(R18):“The coach always denies me a chance to play inpatitive soccer matches despite
the fact that | play better than other students véne selected into the team. Being HIV

positive does not mean that | can’t do well in $por

Stigma was also reported in the community, esdgcial neighbours spreading rumours

about issues that relate to HIV status of adolésogho are living with HIV and AIDS.
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Another adolescent (R7) explained how neighbourderfan of him taking pills on daily

basis. He said that:

(R7) My neighbours once passed a comment that sayingnkamana aka kanojusa”-(that

lad juices/recharges). | always remember this steet everytime | drink my pills.

In showing how community can be insincere to admetss who are living with HIV and

AIDS, one respondent described an incident betw@arand his neighbours. He said:

(R3): “I asked for water to drink from a neighbour. Hoveeywhen | finished drinking, |
was asked to wash it, before they further washaddtrinsed it several times and that made

me feel very uncomfortable embarrassed”.

A respondent reported an incident where he ovethsame women making comments as
they bypassed them when they were approaching antemt centre where they attend

support group meetings. He heard them say:

(R9): “ndivo vaya ve AIDS, vavekuenda kwavanosanganaefélcomes the AIDS people,

they are going for their usual meetings).

One adolescent confirms fear and anxiety of betngmstized and discriminated against
when she said that she would not want to experierit she has withessed happening to
people who are living with HIV and AIDS in the coramty, especially issues to do with

labels and being called names which constantlyrmémne of their health condition.

Key informant from Pamuhacha also indicated th& general community continues to
stigmatize people living with HIV and AIDS. Sheddhat a lot of derogatory terms are used

to describe adolescents who are living with HIV &iBS. She also added that:
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(KI1): “adolescents showing visible physical sympsoof illness are more vulnerable to
stigma and discrimination. Unfriendly reactions aeghibited by community members in

instances where an adolescent fails to observegrropughing etiquette”

Discussion

The findings show that the Chinhoyi still stigmatzpeople, particularly adolescent living
with HIV and AIDS. This may be attributed to a nuenlof reasons, chiefly, fear of being
associated with AIDS as a chronic disease, as agelack of adequate information issues
pertaining to HIV and AIDS. This happens despiteifevous efforts by government and
other stakeholders on issues pertaining to HIV AHS in school and in the community.

Another reason is lack of sincerity on the demaarits need for adolescents living with HIV
and AIDS as epitomized by teasing by peers in dchsowell as use of offending and

derogatory statements by neighbours and commuretylmers.

These findings support Campbell, Skovdal, Mupambeyg Greyson, (2010) who proposed
that children (and adolescents) with HIV and AID® &kely to be stigmatized by peers,
family and community members through their assamiatvith HIV and AIDS. The fact that
stigma and discrimation are most rife in schoolggasts that Chinhoyi community has not
adequately prepared its young people to accepti@g€agolescents) who are living with HIV
and AIDS. This causes the psychological and ematidamage and also negatively impact
on the psychosocial development of these adolescdubfriendly communication to
adolescents living with HIV and AIDS in Chinhoyi presents an attack on their
psychological integrity despite the fact that thefrive to improve their physical,
psychological and social wellbeing. This makesiifech difficult for adolescents living with
HIV and AIDS as they would constantly live in fezrbeing labeled. This is also explained

by Goffman’s labeling theory.
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The findings also point out to the fact that stigenad discrimination has a physical /
physiological dimension to stigma and discriminati®his is due to the fact that community
can easily diagnose that an adolescent is sufférarg AIDS. This is calls on the need for
enhanced palliative care which can assist in theag@ment of symptoms that are associated
with AIDS related. Jackson (2002) also reports tH8Y positive adolescents experience
stigma and discrimination in the family and in Saxiety at large. Mavhet al (2010), in a
study conducted in Harare on children living withvVHand AIDS ,also concluded that

although stigma and discrimination is going dowstill remains rife in Harare.

Rather, society should be more empathic and suppdd adolescents living with HIV and
AIDS as this would make them feel loved, caredafiod accepted in society, despite the fact
that they are living with HIV and AIDS. Change dfitade towards these adolescents can
create a better environment which understandsebdsof these adolescents. Social workers
need to play an active role to concertize commuaitythe needs of adolescents living with
HIV as well as educating community of the impor&amaf treating these adolescents with

dignity and respect they deserve.

Stigma and discrimination against adolescentsdiviith HIV and AIDS in Chinhoyi poses a
challenge to social work, a profession which seekseduce human suffering as well as
promoting social justice. Social work professioned® to intervene from household to
community level to conscientise community to accegebple adolescents and promote to
their growth and development. This includes prowydthem with an equal opportunity to

partake in all community activities.

4.3.1.2 Community integration challenge
It emerged that adolescents living with HIV and Aln Chinhoyi experience difficulty in

being integrated with the community, particularlthe extended family structures.
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Adolescents indicated that they lack wider oppaties for being integrated to society due
to fear of disclosure of their HIV statuses. Thgarty of the respondents (N=20) stated that
they are barely visit extended family members, g/kile majority actually experiences fewer

restrictions as they stay with their relatives. @espondent reported that:

(R20): “I stay home during most holidays; my mottees not want us to visit relatives even

when schools are closedAnother respondent in an interview added that:

(R30): “My uncle only allows me and my older toitvgwrandmother who is also aware of
their HIV status. He is reluctant to let us visiir cousins who live in Harare and other

relatives, though | like to stay in a different gaament from the one | am used to.”

A secondary caregiver commented that parents deghiir children the opportunity to visit
other relatives for more than one day because whegly to conceal their own HIV statuses.

She said:

“Parents would want to avoid situations where chéid are seen taking ARV and eventually
disclose their HIV positive status. They preferyttkeep their HIV status and that of their

children a secret”.

One parent to an adolescent living with HIV indezhthat she was not ready to disclose her
own HIV positive status as well as that of her dfgh for fear of societal stigma and
discrimination. She added that she prefers keeHiiWgstatus and taking of medication are
usually kept as a secret. As a result, she avaidations whereby her children would visit
relatives for days as this has implication on tgkimedication and in some cases, disclosure

of HIV status. Hence one mother stated that:

(P1): “When 1 visit my husband’s relatives, | make sunattl don’t leave my daughter

behind. | may leave younger children who are notnoedication. However, she visits my
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mother who is aware of my HIV status, and she thkeslrugs with her. But the situation is

different with my in-laws as they may not fully ersfand my situation”.

Discussion

The findings show that living with HIV and AIDS @hinhoyi have limited chances of being
integrated with their extended families. It seenisitimg extending family members is
surrounded by complex issues which families needesblve before they expose their
children and condition to other members of the fantinwillingness by caregivers to allow
children visiting extended families may be expéairthe fact that question regarding HIV
will be raised if their children are seen takingdieation, as they do not want to have their
own HIV status or that of their children known tther members of the family, possibly for
fear of stigma and discrimination. As a resultladecents living with HIV and AIDS are
isolated from the broader family networks. Despiteir willingness to be integrated,

invisible barriers still persist.

This also suggests that these adolescents lackiaegpportunities for socialization, so that
they fully learn about the culture, values and sttiexpectations. It can also be seen that
people still face challenges in disclosing HIV gtato extended family members despite
potential benefits. This is contrary to Midled al’s (2012) assertion that HIV disclosure
helps to cope with stigma and also improves adloerém treatment, thereby prolonging life
expectancy of people living with HIV and AIDS. Atthgh, restricting visits to extended
family may improve address to treatment and main@onfidentiality, it also leads to
isolation on these adolescents. In the end, thess mut on developing strong bond with
distant relatives, as well as fully appreciatingnayics within families, as well as getting an
insight on the generational traditions and genfarally expectations. Yet Serra (2009) posits

that African children have traditionally spent largarts of their childhood away from their
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parents in an effort to kinship ties. Serra (20883ls that this promotes an early sense of
responsibility, belonging and collective resporigipHowever, this challenges of integrating
adolescents living with HIV and AIDS in the commiyninas not been adequately addressed

by literature, hence the need to the need for uritivestigation in the issue.

4.3.1.3 Socio-economic challenges

The majority (n=7) who participated in the in-deptiterview expressed concern that their
families sometimes experience financial difficudtiehereby fail to meet some of their basic
needs. Adolescents living with HIV and AIDS in Chayi depend on their guardians or care
givers for financial support. The major challengted is inadequate food supplies and this

poses more challenges for adherence to treatmeontegcent respondents reported that:

Table 2: Responses from participants on socio-econighallenges

Respondent| Remark

R11 “ARVs increase my appetite, such that food shouéd rbadily available

However, | sometimes get tempted to skip takingnmaglication when food is

inadequate”.

R16 “When there is no food in the morning, | just signpdke my drugs and dash to
school”

R1 “I live with my elderly grandmother who sells vegfgles to look after me and my

young brother. However, she sometimes runs outamiesnto buy certain types

food that would have been recommended by the doiomprove my health”.

R33 Living with HIV and AIDS is really a challenge iby do not have adequate
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resources. You need to be financially stable tordftll the necessities that can
keep you healthy and strong. However, money isimays available and that is

a fact of life we, as adolescents living with HIWI&AIDS have to live with

The majority (N=23) of respondents said that theg Lnder the care of guardians who are

either unemployed or do informal enterprises angkauare piece jobs.

It also emerged financial constraints also negbtivapact on access to education and other
learning material by adolescents living with HIVda@IDS. The majority (n=20) highlighted
challenges in affording school fees, or to haveaid in time. Some adolescents have their
school fees paid for by Basic Education AssistaMoslule (BEAM) (N=9) which covers
tuition fees and levies. This may pose difficultissacquiring school uniforms, text books

and other learning material by some families.

A key informant (guidance and counselling teachdrighlighted that she has worked with
adolescents living with HIV and AIDS in Chinhoyi whcome from disadvantaged
backgrounds who were not being catered for by BEGAM to limited number of children put

on the programme at each school.

It also came out that when faced with financiafidifities, certain families may not prioritize
sending children living with HIV to school. The Mist Social Welfare Officer reported
having intervened in cases where children and adetgs living with HIV and AIDS had
dropped out of school after the legal guardianssed to pay school fees for an HIV positive

child who learns at a local school. The distridtoafr elaborated that:

(K1 4) “The department of social service had to addriésscase of a child who was denied

the chance to go to school because of her HIV ipesitatus. The uncle was of the views that
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since his funds were limited; sending an HIV pusitthild to school would be a waste of

money because the child may not live long”.

Discussion

The results show that adolescents living with HIMI@AIDS are vulnerable to economic
problems that affect their families. Financial d¢bafjes by their families tend impact
negatively on their health and wellbeing if sometloéir basic needs are met. Lack of
adequate food supplies reduce the effectivenegdRdfs, thereby exposing them to health.
This is illustrated by R11 and R16. Financial ¢oaiats also limit them from accessing
education. These results match the findings bkstac (2002) contends that HIV positive
adolescents face difficulties in accessing edunatiood, accommodation and other basic

necessities.

Economic challenges experienced by adolescentagliwith HIV and AIDS and their
families are a reflection of the difficult economsttuation in the Zimbabwe, which is
characterized by low capacity utilization in indystand unprecedented levels
unemployment. Another possible explanation for etdbility to economic pressures is the
fact that most adolescents living with HIV and Al@& orphans who live under the care of
extended family members who may be struggling tdaia the burden of looking after larger
families. This supports Coscit al (2001) who found that families affected by HIVdan
AIDS face accompanying social issues which inclungoverished home environment,
insufficient access to medical, social and edunatioresources. This scenario can be
explained by the conservation of resources thedrglwstates that one’s personal, social and
economic resources influences one’s ability to awjtle stress as they help to cushion people

from distress. In this present study, the signifce economic resources for households
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caring for adolescents living with HIV and AIDS drighlighted. These help to improve the

wellbeing of adolescents.

A significant issue emerging from the findings I tfact that adolescents living with HIV
and AIDS are sometimes left out from governmentcatan assistance programmes such as
BEAM, despite the fact that they need assistanbi& dould be caused by limited funding to
include all the deserving clients on the Modulertk@rmore, this could also point to
inefficient assessments or selection criteria whitdly leave out individuals who best the
limited services that are available. Hence thedsder social workers to advocate for a
social policy which guarantees the provision ofigloservices which meet the needs of the

vulnerable and people in society.

The findings also indicate that families that exgace financial may choose not to prioritize
education requirements of adolescents who aregliviith HIV and AIDS. Such thinking

may be motivated but the possibility of a lowee lgxpectancy by adolescents living with
HIV and AIDS. Such misconceptions result in thdation of a child’s right to education, yet
they have the right be given equal opportunitiesctvican promote their psychosocial

development.

This shows that families may choose to violate Aamdntal right of children and adolescents
living with HIV and AIDS. This calls for the inteention of the social work professionals so
that families prioritize the needs of these chiideand that they do not discriminate against
children or adolescents when it comes to makingsaet which have a bearing into the
future of their families. However, organizationkeliCapernaum Trust and Batsirai Group
have been assisting some small proportion of HI¥itpe adolescents in Makonde district
with school fees, school supplements and food hatisdwhenever they have available

funding.
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4.3.2 Sub Theme 2: Emotional Challenges

4.3.2.1 Fear and anxiety

Adolescents living with HIV and AIDS in Chinhoyi pressed various fears and anxiety over
an uncertain future (n=18). The respondents alacetedisruptions in supply of medication
(N=16), fear of finding a future marriage partndronis willing to accept their HIV positive
status (N=14) and fear about falling ill or beirttaeked by opportunistic infections (N=14).
Some adolescents feared death, particularly, thesilpiity of having a very low life
expectancy. However, the study found additional glexity by older adolescents who are
struggling to come to terms with the reality ofitig with HIV and AIDS as well as the

development of personal identity. Key informantfir@amuhacha explained that:

(K1 1):“Adolescents living with HIV and AIDS are striving develop a personal identity as
well as to identify with people of their age. Heee the growing consciousness about the
demands of living with HIV as well as the desirdéolike their peers in all spheres of life
present problems from these older adolescents. eTh&ra general tendency towards
changing attitude and behavior towards adherencedatment, defaulting treatment is very

high with this category. Furthermore, they ofteipsittending support group meetings.”

The key informant also added that the desire ffitand to be accepted by their peers have
led to some adolescents abandon some recommendidyheractices as they may expose

their HIV status to their peers.

Discussion

A significant aspect that emerged is that adoleskéng with HIV and AIDS have to deal
with emotional challenging emotional issues. Fetnat are presented by demonstrate
practical challenge that they need to resolve @g gnow up. A sense of insecurity is derived

from worrying about the possibility of not accegsmedication possibly due to shortages in
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public health institutions. This has a direct impiactheir physical and health as well as life
expectancy. In addition, finding a future marrigggtner who will accept to live with a
person living with HIV and AIDS remains a practicdlallenge respondents would need to
resolve in the future, because people living witlV Find AIDS are still stigmatized in
Chinhoyi, hence their fear of experiencing chalengn looking for prospective partners.
Such emotional issues, if not addressed well, tia@gotential to negatively impact on their
emotional and psychological wellbeing. Furthermaglescents living with HIV and AIDS
need parental and professional support for thebetable to manage this transitional period
of adolescents as well as help them allay featstiiey may have regarding realities of living
with HIV and AIDS. Fear and anxiety that are expeced by adolescents living with anxiety
are best explained by the stress-coping theorydnatus and Folkman(1984) who proposed

that anxiety as an external stimuli which indivitbuanay have to deal with.

4.3.3. Sub Theme 3: Behavioural and Disclosure CHahges

4.3.3.1 Sexuality Issues

Adolescent respondents reported challenges in rdgalith the opposite sex. Fourteen
adolescents indicated that they have started datidglescents who indicated that they are
too young to date or not being ready for relatigostwith the opposite sex formed the
minority (n=6), whereas the remaining adolesceitezichallenges in forming relationships
(n=4). Some of the adolescents interviewed weneeeitoo young or not ready to form

relationship with the opposite sex though some rololescents indicated that they avoid
dating because they are not ready or they do nmvkrow manage disclosure of HIV status

to the opposite sex. One respondent actually kaitd t

(R12):1 am afraid of starting a relationship with a gibecause | don’t know how I will tell
about my HIV status. You never know if she woubgicthat, because people are afraid of

people with HIV”
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Other adolescents indicated that maintaining stablationship was made difficult as
relationships were prematurely terminated whenel#Y issues are discussed. One

respondent reported that:

(R11):“l opted out of the relationship with my previougyiriend when he insisted on taking
an HIV test. | was not prepared for en embarrasdrasn had not disclosed my HIV positive

status to him”.

Another respondent stated that his partner hadnargk attitude towards people who are
living with HIV; hence he doubted the wisdom of oting with such a relationship.
Terminating the relationship was perceived to beetier option than to disclose the HIV

status:

(R8):“She had a negative attitude on people who are pibgitive, hence | doubt if she was

going to accept a person like me. So being on myweuld make life much easier”.

The same respondent (R8) recounted how he Idshgiloved dearly after she discovered

that he is on antiretroviral therapy:

(R8):“I lost my first girl friend after she found somdlg in my bag. That is when | finally
disclosed to her that | am taking medication. Slas disappointed and she opted to break

away from the relationship.”

Key informant (Pamuhacha) indicated that the isdudisclosing HIV status to a prospective
marriage partner is a big issue adolescents liwittig HIV and IADS in Chinhoyi struggle to
deal with. The majority (n=10) of the respondentiicate that they have not disclosed or
they would not disclose their HIV status to anydisoon. Only two respondents indicated
that they might disclose their HIV status to thedrtners/ prospective partners so that they

can make informed decisions in good time.

67



Discussion

Jackson (2002) predicated that children living wiHllV and AIDS experience sexuality
challenges. Findings from this study reveals thatiés regarding forming relationships with
the opposite sex are associated with issues prgatio stigma and discrimination of people
living with HIV and AIDS in society. The findingauggest a lack of skill by adolescents in
handling such sensitive sexuality issues with siyuiasues. As a result they are subjected
to stress when they think about or attempt to dethl such issues. Furthermore, the results
also point to the fact that sexuality issues aredmsrussed with parents or caregivers as this
would also help in addressing concerns about sgyxuMavhu et al. (2010) conclude that
females in particular face additional challenge$orming relationships and disclosing HIV

status to partners.

This confirms findings by Mavhwet al. (2010) who discovered that there is limited
knowledge about safety in dating and prospectsmhihg functional families by adolescents
living with HIV and AIDS as well as by community méers. Furthermore, the majority of
adolescents displayed a lack of information methbes could be used to prevent secondary
transmission of HIV to sexual partners and childréis is consistent with Mavhet al’s
(2010) previous findings in Harare that there isagal lack of understanding of issues young

people with HIV and AIDS.

4.3.4 Health Challenges

Various health care linked challenges were reporiegays in given medical attention at
health centres emerged. One adolescent complaane thsit:

(R34):“l usually may spend as much as six hours wherogalinics to get all the necessary

procedures completedAnother respondent added that
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(R27) “Sometimes queues are long and nurses taig tlo serve patients. This why | dread

going to the hospital”

Regular visits to the hospital to get treatment @plenishment of medication was cited as a

stressor to the respondents: One study particgedt

(R9):“I feel overburdened by just going to the hospégaéry now and then. | sometimes miss

school so because | will at the hospital. | ga¢hieecause | do not have any choice”.

Issues of adherence to medication were also asesmits living with HIV and AIDS

expressed concern over stress associated withgtaieaication at regular intervals daily.

(R10): “I take my pills at 5am and 5pm respectively. | stimes miss my evening doses
when | delay getting home from school; sports oemvhwould have travelled and came in

late”.

Key informants (health worker) revealed that hasdhed cases where adolescents would
have defaulted taking their medication for varieessons. She said:

(K1 2): “Here we have handled numerous cases of drug ieestst in adolescents who are on

treatment. We have also noted older adolescents the majority of those cases and this is

largely caused by defaulting taking of medicatioBhe also added that:

(KI1) “Older adolescents present adherence problems whitlanates from challenges in
dealing with the development of a personal idenfityey would have reached a stage where
they want to identify with their peers. It is atstilstage they find it difficult to accept reality
that they are living with HIV and AIDS and thatyh®ave to be on medication for life. They
tend to default treatment and frequently miss clinsits. It is only when they are around 21

or older that they begin to adhere to recommendeatment practices.
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Discussion

The findings show that respondents encounter nwmsecballenges during their encounter
with the health system. Delays in service provisadnhe health centre is an indication of a
health system with limited capacity to promptly Ideaalth issues that confront adolescents
living with HIV and AIDS in Chinhoyi. This could ba result of limited resources including
human resources. Such challenges lead to frusirayahose who access services. Regular
visits to hospitals have been observed to incomre@ respondents as they sometimes miss
school. This calls for the need to introduce fléxilimetables which accommodates

adolescents who are still in school.

These findings are consistent with those made bl A%&(2010) that health services in Sub-
Saharan Africa lack the capacity to deal with cawpieeds of children living with HIV and
AIDS. Agot and Onyongo (2009) argue that healttvises should be youth friendly. The
findings also suggest challenges associated adteereriaking medication. This in line with
Trad et al. (1994) found that adolescents living with HIV andD& experience subjective
distress in taking antiretroviral drugs. Howeveng tfactor older adolescents develop
problems in dealing treatment and health issuegesi@ relationship between age and health
seeking behaviour. In addition, this is also intliea transitioning of care which is not
properly managed because adolescents are likelgstiome a certain degree of independence
in managing their own affairs including medicatiand accessing health services as they

grow older.

4.5. Theme 2: Coping Mechanisms adopted by adolest® living with HIV and AIDS in
Chinhoyi

Results from an adolescent version of KIDCOPE goesaire shown on the diagram below
indicate that adolescents living with HIV and AlRSe a combination of both active and

passive methods of coping with stress and chalketiggy experience in their daily lives. All
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the adolescents (100%) have used cognitive restingt passive emotional regulation,
problem solving, seeking social support and resignawhereas 97% have reported the use

of social withdrawal.

Figure 2 Percentage distributions showing the cgpmechanisms adopted by adolescents

living with HIV and AIDS (N=38)
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o

Coping mechanisms adopted by adolescents living with HIV and
AIDS in Chinhoyi

Respondents have also indicated the adoption aratbping mechanisms such as active
emotional regulation (79%), wishful thinking (76%)aming (50%), self criticim (26%) and

distratciton 60%. The use of several coping meishnas by respondents’ points to the
dynamism of coping and also that coping is a proceg an event. This may be due to the
fact that individuals may cope with one method mwther or a combination of more than one
strategy, depending on the situation at hand. arsbe explained by Maes and Laventhal
(1996) who suggested that adolescent coping goesgh four different stages, namely stage
of uncertainty, stage of disruption, striving fecovery and restoration of wellbeing. In this
regard, use of some coping strategies may correspih certain methods of coping adopted

by adolescents living with HIV and AIDS in Chinhoyi
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Though various coping strategies have reportedinhesed, the frequency or the extent of to
which they have used vary considerably. The ta®vwb shows the mode, mean and
standard deviation of these strategies on scal®3fwith O reflecting non use of a coping
mechanism, 1 being somewhat used, 2 being moderasgdd and 3 reflecting using a

specific coping strategy a great deal.

Table 3: Summary of the coping mechanisms adopteddpondents (N=38).

Coping Mechanism Mode Mean  Std Deviation

[Distraction] | thought about something else; tried to fori 1 .63 541
it; and/or went and did something like watch TV may a

game to get it off my mind.

[Socia Withdrawal ] | stayed away from people, kept mg 1.66 1.072

feelings to myself, and just handled the situatanmy own.

[Cognitive Restructuring] | tried to see the good side | 1 1.50 .604
things and/or concentrated on something good tbatdc

come out of the situation.

[Self Criticism] | realized that | brought the problem o0 32 574
myself and blamed myself for causing it.

[Blaming] | realized that someone else caused the prol O .66 .781
and blamed them for making me go through this.

[ Problem Solving] | thought of ways to solve the problem?2 2.24 714
talked to others to get more facts and informatabout the

problem and/or tried to actually solve the problem.
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[ Active Emotional Regulatior] | talked about how | wa! 1
feeling; yelled, screamed, or hit something

[Passive Emotional Regulatior] | tried to calm myself by 3
talking to myself, praying, taking a walk or jusyihg to

relax.

[Wishful thinking] | kept thinking and wishing this ha 1
never happened; and/or that | could change what

happened.

[Socia Support] | turned to my family, friends, or other

adults to help me feel better.

[Resignatior] | just accepted the problem because | kne 1

couldn’t do anything about it.

TOTAL SCORE

1.08 712
2 .683

1.03 .716
2.32 .662
1.50 .604
15.3 7.7

38

38

38

38

38

From the table 3 above, it can be seen that passivational regulation was the most

frequently used strategy with a mean of 2.4 (SD8)).tbllowed by seeking social support

with a mean of 2.3 (SD=0.66), problem solving (mear2; SD=0.71); Social withdrawal

(mean, 1.66; SD=1.07), whilst cognitive restruatgriand resignation have mean of 1.5

(SD=0.6). Distraction, blaming, active emotionabukation are not frequently used by

adolescents living with HIV and AIDS in Chinhoyih@se coping mechanisms are discussed

in detail.

4.5.1. Passive Emotional Regulation

All the adolescents reported that they use passivetional regulation and frequency of its

use is much higher than any other coping stratdgwntified, mean (2.24; SD= 0.71). The
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modal value of 3 suggests that the most commononsgpwas that passive emotional
regulation as a coping strategy is used a great dea
Figure 3 Percentage distribution of the frequeneythe use of passive emotional regulation

as a coping mechanism (n=38).

B Used somewhat

m Used a little

53%

Used a great
deal

As indicated in the figure 3, above 53% frequenthed passive emotional regulation to a
greater deal. This supports Orbah al's (2010) multisite study of 166 HIV infected
adolescents in three major cities in the USA. Orbiaal’s (2010) found passive emotional

regulation as the most popular and effective copingtegy with the youth under study.

Spirituality and involvement in church emerged aoping strategy used which falls under
passive emotional regulation. Spirituality and ilwemnent activities play a big role in helping

adolescents living with HIV and AIDS to cope witerdands they come across in life. The
majority (n25) indicated that this assists therenwision a future of promise. One adolescent

stressed that

(R6): My pastor always reminds me that God loves meii#esyy illness and he has a plan
for my life. This somehow uplifts my spirit; | gagtength and hope to move on despite

numerous problems | encounter.
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Another responded added that:

(R3): “I am youth leader at church, | do décor, | sitige choir and | also teach Sunday

school”. Another responded added that

(R38)“When | am down and low, | fall on my knees anaypiior divine intervention. God is

on my side”

Use of spirituality has been supported by variduslies. Folkman (1997) identified use of
faith as an effective in assisting gay caregivarsaping with loss of their partners. In this
study, the findings indicate that belief in God gaovide strength and motivation to move
despite the multifarious challenges they encoumetheir daily lives. German (2004)in

studying HIV affected children in Bulawayo, founeeking spiritual support as a mechanism

used to cope with stressors.

Key informant from Pamuhacha also however repated spiritual faith has had damaging
to some adolescents whose have strictly adheredrnte of the doctrines being preached so
that they could receive blessings and deliverafte added that some adolescents living
with HIV and AIDS follow strict church rules whichclude fasting, though this is not
recommended as this limits effectiveness of meidicatlts effective may only be
compromised when message preached in contrasthithpositive adolescents’ medical

requirements. One respondent stated that:

(16) “I once defaulted from taking medication after bgiassured at church that they have

been will be well after taking holy water and thgbuprayer and fasting”.

It can be seen although Christian faith as a copmgchanism can have negative
consequences, despite benefits that are assoaiatkdit. This may be due to limited

knowledge of the implication of fully relying onifla whilst neglecting taking of mediaction
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the These findings contradict Parker (2009) whantified a strong belief in God as an
effective coping mechanism by used adolescentsdiwith HIV and AIDS in Tanzania and

Namibia.

Generally, although passive emotional regulationosimonly used as a coping mechanism
adopted by adolescents living with HIV and AIDSGhinhoyi, it is generally considered a
passive method of coping (that which do not disedial with the problem), though they

assist in managing distress associated with a@molazarus and Folkman, 1984).

4.5.2 Seeking social support

Seeking social support is another coping stratelgypted by adolescents living with HIV and
AIDS in Chinhoyi when they are confronted with dbeabes. All respondents( n=38)
reported use of social support to cope with chgksn However, the frequency of use of this

strategy differs among respondents, as shown lbiyefig below.

Figure 4 Percentage distribution of the frequeneythe use of seeking social support as a

coping strategy (N=38).

Used a great
deal
42%

The results indicate that that social supportiidyfar moderately used to deal (mode=2).
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It also emerged that that adolescents who seekhorreceive unconditional social support
from family members enable them to cope better watues such as possible stigma and

discrimination and other various fears. Key infonth@SS) emphasized that:

(K1 4): “Biological parents, and in most cases, extendedljamembers happen to be the

pillars of support for these adolescents livinghaitlVV and AIDS here in Chinhoyi.”

Most of the adolescents highlighted that suppodytheceived from their family was
necessary for them to lead happy lives, whilst ngkiheir medication. Though the
majority(n=36) valued support they received fronmilgt, two adolescent said that their
families are not very cooperative when it comegitong him the support he needs, he said
he often reports to the secondary caregiver wherniehes who when he encounters various

challenges.

Respondents of the study indicated that that tippeu they sometimes receive range from
meeting basic needs to financial support througingaschool fees, providing money for bus

fares and procuring further medication. One respahcemarked that:

(R18): “My grandmother always keeps a reminder of the ktakpeview dates and she

makes sure that | do not miss any scheduled appeints”

It also emerged that, care and reassurance booftience of these adolescents. Hence one

respondent, a double orphan, reiterated that:

(R22)“l am managing because my stepmother does hertbestre for me. When my father
was alive he used to tell me that despite being pisitive, | am a special girl...... | am

special”.

One adolescent explained that:
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(R1): I manage to take my medication on a dailyibégcause of the encouragement and
supervision from my niece. She makes sure thatrheals in good time so that they are able
to take their medication at stipulated intervaleeSlso makes sure that | do not skip taking

my drugs because it is good for my health”

R14: “If it wasn’t for my lovely parents, | wouldite died long back. They have taught me to
live with my condition and | am happy just like antiier child. | will continue following my

doctors’ advice, and | know | will make it”

Key informant (health worker) emphasized that ast#ats take seriously what they are told

by health workers and family members. She addead tha

(KI11): “Words of reassurance by family give a sense okehegpecially on issues to do with
their future. They allay their fears and anxieti&e added that those who receive positive
reassurance tend to cope much better as they betieat one day they will realize their

dreams and their heart’s desires, if they contitutake their medication as prescribed.

It also come into view that adolescents living withvV and AIDS in Chinhoyi seek

emotional and moral support from support groupse Hhmajority (n=33) of adolescents
interviewed were members of a support group. Theyewledged that support groups are
playing significant roles in their lives. This ishat some of their views pertaining support

groups:

Table 4 Summary of respondents on support growpcaping mechanism

Respondent Remark
R13 “Tichararama support group is my source of strerigth
R25 “ At the support group | meet other teenagers whe lasing with HIV

and we share our concerns”

78



R8 “We get professional assistance and counsellindpatsupport group”
R29 “Support group is very helpful. We are encourageay peers from the
group used visit me at home when | got sick last’ye
R34 “l don’t think | would do without my support grougecause there | get

all support | need.
R11 “Meeting with other HIV positive young people gives hope, because If

others are surviving with HIV then | can also do it

The key informant also further explained on the dién for attending support group

meetings by the adolescents:

(KI' 2) “They hold various discussion, play sports, quepate and many other activities
which occupy their minds as well as giving them dpportunity to experience a pleasant
childhood. Issues of treatment adherence are alsavily emphasized at support group

meetings”.

Key informants (District Social Services Officerg&lth worker) also observed that support
groups for adolescents living with HIV and AIDS ar@t so widespread as compared to those
for adults. This is despite the effectiveness @ipsut groups in strengthening the capacity of
HIV positive adolescents to cope with demandswiidj with HIV and AIDS. The secondary

care giver also weighed in on support groups bingaat:

(K1 3) “Unlike adults, adolescent lack the capacity tganize them to run their own support

groups, hence the need for committed cadres torszgahis special group.

Several studies that have been done show the isgmie of receiving support from the

family and the community in general. Studies by IMdaland Fullem (2012) in Botswana and
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South Africa revealed that a family model in théivay of HIV care has been effective in
psychosocial adjustment as well as coping with oadin adherence by HIV positive
adolescents. The importance of family support wastified by Midboet al. (2012) who
argued that strong family support improves adhexeswed coping. In the present, results
suggest that support from family (and community)pemer adolescents to deal with
numerous demands that confront people living witk' ldnd AIDS. Furthermore, findings
point to the fact that social support makes HIV anageable condition as adolescents living
with HIV and AIDS in Chinhoyi get assistance andssurance when they are in need of
help. This has helped to ensure a healthy lifesfiyteadolescents. The extended family
system has absorbed the majority of these adolessasrmost of them have lost one or both
parents. Family support is highly effective as @ieg strategy. Inadequate family support

therefore makes it difficult for HIV positive adsleents to cope with HIV and AIDS.

Support groups also provide a strong source ofakacipport that helps adolescents living
with HIV and AIDS to cope with numerous stress@tadies done in Botswana on teen clubs
revealed that support groups have a positive effecbuilding positive relationships,
improvement of one’s self esteem and gaining lKdssthrough mentorship and structured
activities (Aidstra One, 2012). Lewis (2001) almnd that support system available,
including extended family; friends and communitysaerces play a pivotal in assisting
adolescents living with HIV and AIDS to effectivebope. In line the stress and coping
theory, social support becomes a mediating factmraction between individuals and their
environment. It can therefore be concluded thatilfy, community peer support contributes
toward managing taxing circumstances by adolescéwitsg with HIV and AIDS in

Chinhoyi.
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4.5.3 Problem solving
Problem solving as a strategy has been used at goimieby all the respondents in this study.
However, the frequency of the use of the copingtstyy is shown by the figure 5 as follows:

The mode of 2 indicates that problem solving iglusdttle (or moderately).

Figure 5 Percentage distribution of the frequenaythie use of problem solving as a coping

mechanism (N=38).

42%

B Used somewhat m Used a little Used a great deal

As a coping strategy adopted by the adolescentsgliwith HIV and AIDS in Chinhoyi,
problem solving was generally regarded as a effecin dealing with challenges they
encounter in their daily lives, (Mean, 2.13; SD=().8A modal value of 2 indicate that
problem solving is used in moderation by adolescdiing with HIV and AIDS in

Chinhoyi.

Other specific problem solving coping strategiesrgad during in-depth interviews which
include sending proxies to collect medication; ra@ttoviral treatment, counseling, health
education (seeking information) and selective dpatilthese strategies are perceived as

effective in providing some solutions to specifiessors.

It came out that sending proxy to collect medicgato their behalf from Chinhoyi Provincial

Hospital proved to be very widespread (n=18). Qdmescent responded enunciated that:
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(R5) “When | fail to get money for bus fare to go te thospital from Alaska, | normally give
my hospital cards to a close friend from the supgooup who goes to hospital on the same
days as mine for review and collection of drugshsd she can bring my pills. This way, we

are all assured of getting their drugs as long they available at the hospital”.

This demonstrates use of an ingenious method dindeaith lack of money for bus fare to

go for clinics. This has limited stress on adolese@nd their families. This strategy could be
useful in assisting adolescents to continuouslylereph their supplies. However, the
limitation of this strategy is that they miss oppaities for physical examinations; CD4
counts tests to check effectiveness of treatmenivels as counseling from health care

workers.

Antiretroviral treatment (and healthy eating habhas been cited adolescents as a way of
improving their physical health in response to dragve restored hope to live by most HIV

positive adolescents. This helps them to deal ehtillenges associated with physical health.
Most adolescents (N=31) reported a significant muwpment in their physical health because
of adherence to antiretroviral treatment. This latwone responded had to say pertaining to

sticking to ART to help manage his physical health:

(R9): When | was young | used be in and out of hospitatce dropped out from school due

to recurrent illness in childhood. I finally gotsted and put on medication, after a secondary
care giver in my ward advised my grandmother toetake to the New Start Centre or

hospital. When | was put on treatment, my healtbraved tremendously. | no longer have

numerous headaches as | used to do and | have gmoed weight and now look much

better. | will continue to eat well and take my mé&dn so that | will live a healthy and

longer life.

Another respondent remarked that:
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(R12)¥1 am coughing as much as | used to do since | wason treatment. | feel much

better these days longer experiencing much pain”.

One key informant also highlighted the important&RT in helping adolescents living with

HIV and AIDS in Chinhoyi:

(K1 3): “Some of the look children look very healthy, unjegsare told; you may not know
that one is living with HIV. The fact that theyhkohealthy reduces their chances of being
stigmatized by community. The fact that antiretavdrugs are provided to them free of
charge gives them a sense security as they aréy like live longer with these drugs.

Antiretroviral therapy helps a lot of improving Hereand well being these children”.

The key informant (health worker) also indicate@ttimost adolescents respond well to
antiretroviral treatment as compared to adults. digeificant improvement in physical health
as well as the fear of being attacked by Opportunisfection has prompted the adolescents

living with HIV and AIDS to strictly adhere to thrdreatment regimens.

Antiretroviral treatment has been effective agpirng strategy. Findings point out to the fact
that taking action to take life prolonging medioatihelps to cope with challenges to relating
to physical health for the adolescents. It alsoeanrt that effective taking of medication has
social implication, as this helps to reduce stigind discrimination among adolescents living
with HIV and AIDS in Chinhoyi, among other challesy These results are consistent with
Medley (2009) who found that antiretroviral treatmelays a key role in addressing health
challenges of women living with HIV and AIDS, asetireatment make them physically
stronger and less vulnerable to opportunistic imd@s and recognizable symptoms of HIV

infection.
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Adolescents living with HIV and AIDS in Chinhoyi paded out that utilizing counseling
services help them to cope with challenging prolslerihey all concurred that they
sometimes cope with the demands of their ilinessedksas other societal challenges through

counselling. One respondent said that:

(R8):“I value counseling that I receive from Pamuhach&elps me to accept things | can’t
change in my life and to identify solutions for lpleams that worry me day and night.
Whenever | face problems at home, whenever | nesai@gone to talk to, these guys have

been there for me”.

Though, some adolescents still have some emotisaaés to deal with, most adolescents
have accepted their situation and are preparedvéowith it as long as medication and

professional support services remain availabtaém.

The usefulness of counselling has also been coafirtmy study that was conducted in
Mabvuku and Tafara in Harare by Tarwirei (2005).eT$tudy revealed concluded that
seeking counselling and joining support groupscaramon coping behaviours used by HIV
positive clients. Counselling is a highly effectiw@ping method that is used by HIV positive

adolescents.

Adolescents living with HIV and AIDS in Chinhoyi ele information as a strategy that help
them cope better with challenges associated wiihdiwith HIV and AIDS. According to
key informant (Health Worker), adolescents whoatequately equipped with information in
relation to their condition tend to cope better hwitheir condition. She added that,
Information dissemination education about heakliés is mainly done in support groups and
in counselling sessions and clinic visits. One asloént clearly articulated her view towards

receiving about health issues:
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(R7): “When 1 visit the health care centre, | make sui thget as much information as
possible about HIV. | also ask the sisters to expiae every procedure that they do on me so

that | have a full appreciation of what is going.’on

Another participant added by saying that

(R6): “I get all the information on dangers of stoppingking my pills, CD4 counts, drug
resistance as well as information of food | am sg®ol to eat so that | stay healthy and well.
This education helps me to take precautionary nregsagainst falling ill and this helps

maintain my good health”.

Indications from another key informant (secondaregiver) were that proper explanation to
adolescent on the why certain procedures are b#omg helps them to understand their
conditions better. She said giving necessary in&ion leaves little room for anxiety.
Health education has empowered adolescents to d&naeetain degree of empowerment and
be actively involved in their treatment. This fing highlights the value of seeking
information relating to HIV and AIDS. This makespendents understand their nutritional

and other needs, as well as technical aspectenfdre.

This can be explained by the conservation of nessutheory which by Hobfoll (1989)
which propounds that people makes every efforntweiase their resources such as income,
employment and education. In this study, seekiegth information plays a vital role in
protecting adolescents living with HIV and AIDS @hinhoyi against distress. Adlet al.
(2009) also proposed an argument that seekingnbomation is one of the strategies that

are used in coping with chronic illnesses.
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4.5.4 Social Withdrawal

Social withdrawal was regarded as a fairly usedtetyy by all the adolescents living with
HIV and AIDS in Chinhoyi, (mean, 1.66; SD=0.66)n terms of the perceived effectiveness
of social withdrawal as a strategy, the 82% regaraks an effective strategy, though the
extent of its effectiveness as a strategy variesrgmrespondents. This is illustrated by the

table 5 below:

Table 5 Percentage distribution showing effectigsnef coping method adopted (social

withdrawal)

Not effective 18
Somewhat effective 24
Quite effective 37
Very Effective 21
Total 100

However, social withdrawal was fairly rated as #ieaive strategy (mean 1.61; SD=1.03).
Despite social withdrawal being widely used and elydrated as a coping method by
adolescents living with HIV and AIDS, it is gendyategarded as a passive style of coping
with HIV and AIDS. Adler and Carlson (2009) pasthat while avoidance strategies of
coping produce some positive outcome, they alsaagonwithin them, maladaptive or

potentially destructive elements through sociallagon. Some of the strategies social
withdrawal strategies reported by respondents dunrdepth interviews include relocation

and non disclosure (selective disclosure) of H s,
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4.5.4.1 Relocation

Adolescents reported that they are frequently feaired to live with another relative another
relative in a different town or city after incideescwhere adolescents are exposed to much
stigma and discrimination in the community. In mostances, the adolescents may get an
opportunity to live in an environment where theiikstatus is not thereby being spared from

damaging consequences of stigma and discrimina@ane child narrated that:

(R15) “When | got sick, everyone knew about it at theingncompound and it was the
widely talked about it. The situation was very emdmsing for the family. When my
condition improved, my uncle transferred from Slgwuto Chinhoyi (Shackleton) where no
one is aware of my HIV status. | have started a lifevhere in Chinhoyi where no one knows

or bothers about my HIV statusKey informant (Secondary caregiver) also addet tha

(K1 3) “It is a common practice for adolescents to mawarf one place to another to escape

from stigma and discrimination in the community”

The findings show transferring to a new place, orvimg a relative in a new locality provides

some relief to adolescents living with HIV and AIB¥@®m various stressors, mainly stigma
and discrimination. The stress coping theory ofdrag and Folkman (1984) hold that stress
is determined by the extent to which external slirate perceived to exceed one’ s ability to
handle. This may result in threatening their wetigeand end up taking necessary action. in
this study, relocating may be perceived as run@ngy from stigma and discrimination

Adolescents living with HIV and AIDS may have limdit capacity handle complex issues of
stigma and discrimination when it is accompaniggbor physical health. It has worked for

adolescents who experienced stigma and discriromablowever, change of environment is
not fully effective because it does not addressugpgtream challenges that may precipitate

adolescents confront problems they experience (oontive coping). This strategy may need
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to be complimented with empowering the adolesceat dith such challenges, should they

recur in the future.

4.5.4.2 Non disclosure (Selective Disclosure)

All the adolescents interviewed indicated that tineye not disclosed their HIV positive
status to their peers and colleagues. They alleparaion disclosure to a very useful strategy
to cushion them from stigma and discrimination. sMadolescents have highlighted that they
have not experienced much stigma as long as loalthyeand they disclosure to community
members and peers. Health workers and encouragenbeto disclose their HIV statuses.

Some respondent adolescents remarked that:

R36:“l will never disclose my status to anyone whoa$ @ member of my family; otherwise
they would move around and spread the word about HY positive status in the

compound”.

(R4) “If I disclose my status, | may lose all my frieradsd | will be on my own. *

(R13)“l am afraid of disclosing my HIV status to my fids, because they may mock me

using this information in the event of an argumand misunderstanding".

Selective disclosure of HIV status is perceiveddspondents as a strategy that can cushion
them from being stigmatized by the community. Tikiglso motivated by fear of rejection.
However, these finding in an Ugandan study by QbRieingi, Katahoire, Hannington, and
Kibenge (2009), indicated that 56% of study pgtiats had disclosed their HIV positive
status to school friends, whereas 47% had disclas®edchool teachers. This disparity could
be attributed to reduced stigma against HIV positstudents in Ugandan schools, as
compared to Zimbabwe’s school system. This suggeéstsit is still in the culture of the

people of Chinhoyi to conceal things that they rdges sensitive. Furthermore, this may be
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indicative of the fact that the stigma and discriation are still rife in society, hence the
reluctance of adolescents living with HIV and AID& disclose HIV status despite the
documented benefits of doing so (Orbainal 2012). Mabalaet al (2009) in a study

conducted in Tanzania and Namibia observed thatpdi§itive adolescents who experienced
negative consequences of disclosure have realz&tegr safety in silence. Lazarus (1993)
concludes that indiscriminate disclosure of HIVtgsais suggestive of failure to cope with
HIV and AIDS. Midboet al. (2012) also confirms that strategic disclosurea isiseful

strategy. There is general consensus that ists@etisclosure is a useful strategy that is

used by adolescents living with HIV and AIDS in Ginbyi.

4.5.5 Cognitive restructuring.

All adolescents (n=38) reported the use of cogaitiestructuring as they endeavor to cope
with demands of living with HIV and AIDS. Thoughl aldolescents have used this strategy,
it is not used widely (mode=1). The table below vshaespondents’ view towards the

effectiveness of cognitive restructuring wheneves used.

Figure 6 Percentage distribution showing effectesshof coping method adopted (cognitive

restructuring)
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Previous researches demonstrate that use of cognéstructuring is associated with passive

coping, hence no efforts are made to directly dati a proble , ( Lazarus and Folkman,
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1984). However, use of cognitive restructuring weagarded as effective whenever it is used.
This finding suggests that adolescents living Mt and AIDS encounter certain situations
where the neither have control over difficult cimegtancer nor the capacity to address the
challenge and change the situation. Hence the fugscstrategy entails changing one’s way
of viewing a problem so that it becomes more maablgeand less threatening. Adler and
Carlson (2009) noted that individuals define chajles as evryday problems or major life

events.

4.5.7 School attendance

Key informants have highlighted going to school wasy helpful for most HIV positive
adolescents. It helps them to cope. When theynaifgei school system they also feel like they
are like other children. This also helps them tpegence normal socialization and a pleasant
childhood just like other children. They also getapportunity to participate in community
activities. Furthermore, they start planning tHfeiure. However, they may be bad days as
children refuse to go to school if they experierstggma in the school environment.
Furthermore, if they are sick, they tend to dropg ofischool until they are feeling and

looking much better.

Teacher intervention has greatly assisted HIV pasitidolescents to experience much
challenge in the school system. Furthermore, teache school now have better
understanding of the needs of HIV positive adolet;enence protection measures are now
in place in some schools. In addition, all childrerschool environments are being taught to
be friendly and accommodative to everyone in thesk Schools also run various social
clubs which help children to develop necessaryadatiill and these clubs are also attended
by HIV positive adolescents. All these efforts lgeput are remarkably improving the school
to be a safe environment for adolescents with Hi\éxperience normal growth and develop

to the fullest of their potential. In this regarschool attendance is a highly effective
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mechanism to cope with demands of living HIV and8| provided that child protection
systems are in place and that all students in ¢sh@zeive sensitization to accept and

tolerant with every child in the school.

4.5.8 Traditional beliefs and practices

A very limited number of adolescent’s families attypditional beliefs, practices and values
as way of coping with demands of HIV and AIDS. ®oraspondents’ families claimed to
have consulted traditional healers to try and asklemme of the challenges that adolescents
face. This has however had damaging effects aaindselief systems have acted as a barrier
for adolescents to access treatment for some thoe.instance, children are meant to believe
that chest pain they experience could a resultenfigoused by witches to plough in their

fields at night, yet the heaviness of the chest beag symptom of untreated tuberculosis.

Though very few, some families believe the frequidiness may also be attributed to
witchcraft, hence need to address the possibleowirol such illnesses through traditional
medicine and traditional healing procedures .Soawe lat some stage failed to strictly adhere
to their medication. Some traditional herbs arevkm@o have some healing effects, though
issues of dosage are not clearly defined. Turrongaiditional practices are effective, but to a
lesser extent, on if their use do not interferehnwilV positive adolescents’ treatment

regimens and dietary requirements.

4.6 Sub Theme 2: The Extent to which Adolescents \ting with HIV and AIDS are

coping with the condition

Results shown on table 6 below show that adolesciwihg with HIV and AIDS are
generally coping with challenges they encountehilie demands for living with HIV and

AIDS. These general variability of responses (maoaleging from 0 to 3) on each coping
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methd point to on enach the fact that other adelgscindividuals see things differently,

depending on their individual experiences conceyiive coping method in place.

Table 6 Summary of the Effectiveness of the copiaghanisms adopted by adolescents

living with HIV and AIDS in Chinhoyi.

Effectiveness of Coping Mechanisms Adopted

Coping Mechanism Mode Mean | Std. N
Deviation
[bDistraction] | thought about something else; tried|tb .84 754 38

forget it; and/or went and did something like waloh or

play a game to get it off my mind.

[bSocia Withdrawal ] | stayed away from people, kep? 1.61 | 1.028 38
my feelings to myself, and just handled the sibratn

my own.

[bCognitive Restructuring] | tried to see the good side 2.00 | .838 38
of things and/or concentrated on something good |tha

could come out of the situation.

[bSelf Criticism] | realized that | brought the problem 00 .66 .815 38

myself and blamed myself for causing it.

[bBlaming] | realized that someone else caused |iDe .58 722 38

problem and blamed them for making me go through th

[ bProblem Solving] | thought of ways to solve the2 2.13 | .811 38
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problem; talked to others to get more facts
information about the problem and/or tried to aftyu

solve the problem.

and

[ bActive Emotional Regulation] | talked about how | 2 1.37 | .970 38
was feeling; yelled, screamed, or hit something

[bPassivi Emotional Regulation] | tried to calm myself 3 2.39 | .679 38
by talking to myself, praying, taking a walk or jusying

to relax.

[bWishful thinking] | kept thinking and wishing this had® 1.29 | .927 38
never happened; and/or that | could change what| had

happened.

[bSocia Support] | turned to my family, friends, or other2 2.03 | .716 38
adults to help me feel better.

[bResignaticn] | just accepted the problem becausgll 1.82 | .766 38
knew | couldn’t do anything about it.

TOTAL SCORE 17 16.72| 9.026 38

Passive emotional regulation was regarded as ausafyl strategy in coping with HIV and

AIDS as compared to all other strategies (mode&3ategies like social withdrawal,

cognitive restructuring, problem solving, active aional regulation, wishful thinking and

social support were moderately rated in their affic(mode =2). Resignation and distraction
were lowly rates (mode=1), whilst self distractiand blaming were regards as ineffective

(mode=0). The total score of modal score of 15cete¢ moderate coping by adolescents
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living with HIV and AIDS with HIV and AIDS. Furthenore, although a combination of

coping methods are utilized; passive ways of copiilp stressors seem to be preferred.

Asked, whether adolescents living with HIV and Al managing to cope with their

demands, various responses came from the key iafaan

Table 7: Summary of responses on the extent tawddolescents living with HIV and AIDS

in Chinhoyi are coping

Key Informant Remark

Kl1 “Adolescents living with HIV and AIDS have develb&ills to cope with their
challenges, but let me say that they need a Igpautp

Kl 2 “By and large, these adolescents are somehow copimigwith challenges”.

KI3 “Yeah, they are managing to carry on with life, tigh | believe more needs to be
done to enable them to experience the best oifeoSlociety needs to be tolerant
to these kids”.

Kl 4 Those who have received professional care and su@pe coping, though
service provision needs to be enhanced to be abigeet their needs. | would not
know about adolescents who have not been reachadhorare not accessing
treatment care and support”.

KI5 They are coping to a lesser extent because seraiEkable are not able to fully

address their needs.

Discussion

Findings from the study show that generally, admass living with HIV and AIDS are
coping with some of the challenges they encountetheir daily lives. Though there is a
general tendency towards the use of passive wagspifg, both active and passive methods

of coping are used depending on the person ansittieion at hand. This finding is matches
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results obtained by Orbaet al. (2012) that both passive and active styles of rapgre
utilized. In a study by Parker (2009) on peringtafifected adolescents (who are orphans),
the majority presented personal characteristicsgdhpport emotional functioning. Gray and
Putter (2007) came to a conclusion that developiitggates the meaning of chronic illness
upon physical functioning. Though it has been reggbthat adolescents living with HIV and
AIDS in Chinhoyi are coping with their challengésshould be borne in mind that not all

adolescents are managing to effectively deal véir tchallenges.

It also came out that there could some other adelds who have not yet been reached,
hence they cannot access services. From a proeesseptives, coping changes over time
and in accordance with the situational context,edeing on the particular person and
encounter. There is, therefore a general conseéhatiadolescents living with HIV and AIDS
are coping with taxing circumstances to a limitgteat, as much work still needs to be done
to make the world a better place for them to ldespite their difficult circumstances. The
social work profession upholds the principle ofiunduality which recognizes the uniqueness
of every individual, hence the need to accept th@nwhat they unconditionally. This calls
for social workers to address individual differesi@e their quest to work for the promotion

of interests of adolescents living with HIV and AAD

Theme 3: Supporting Mechanisms available for Adoleents living with HIV and AIDS

in Chinhoyi.

It emerged from the key informants that the govesntrprovides various services which are
accessed by the HIV positive adolescents in livuiipy HIV and AIDS in Chinhoyi. Various

nongovernmental organizations also complement gowent in provision of social services.

The heath worker indicated that health servicesaaalable in Chinhoyi which seek to

address their physical and psychosocial needs:
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(KI 2) “There are three treatment sites in Makonde distfat adolescents, including
Chinhoyi provincial hospital. At Chinhoyi provintihospital, services that are offered to
HIV positive adolescents include voluntary coumsgland testing, ART initiation, including
physical examination, drug resupply (ART) and pegobial support. An adolescent comes
into contact with professionals like medical dostonurses and primary care counselors
among others. At the hospital, children up to tige af fifteen are seen at the family and
child health where paediatric antiretroviral thergjps administered. At FCH, there is a child
support group is called “Tichararama” (We shall &y which meets every last Saturday of
the month. Adolescents who are over fifteen yeacsive their antiretroviral therapy and
treatment from the O.I clinic which deal with adulHowever, At the O.I clinic, there is a
support group which is operational, but it is, hawee dominated by adults, although young
people who are in their mid twenties actively papate. This excludes adolescents who are

in their late teens.”

The district social service officer indicated thedcial (welfare services are available to

adolescents living with HIV and AIDS in Chinhoyiekexplained that

(K1 5) “At the department of social services also indicatkat they provide services to all
vulnerable groups which can also be accessed by pti%itive adolescents if they are
eligible. The department of social services regafilg positive adolescents as children in
need of care. In the absence of parents or caregjithe social welfare system encourages
the children to seek voluntary counselling andingsand ART. The department also provides
Assisted Medical Treatment Orders to children whizsrilies have challenges in raising

money for medical expenses for the adolesceniglivith HIV and AIDS.

He also added that the department of social senats® engages in family casework, where

family problems are reported. He said this usublippens when there are there are family
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adjustment problems which may compromise the heallld nutrition needs of the

adolescents living with HIV and AIDS.

The director of Pamuhacha indicated that her osgaioin also provides services to
adolescents with HIV and AIDS which include lifeillk training (that encompass
reproductive health), income generation, skills nideation, nutrition education,
psychosocial support activities among others. Tigamzation works in collaboration with
volunteers who are based in the community who iflerand report on HIV positive

adolescents in the community including those fagsgchosocial adolescents.

She added that they work with Child Protection Catteges in various wards in Chinhoyi,
whenever they are functional. These committees iam®lved in investigation and
intervention on cases of emotional, physical andugkeabuse of children (including those

who are HIV positive).

Treatment services for HIV positive adolescentseweported to be available and accessible
though not very comprehensive. Adolescents areatptired to pay for user fees for services
provided at O.l clinic and at the family and chitgalth, including supply of ARVs.
However, there may be other medical procedureshwimay require cash payment upfront.
The district social service officer stated thatakément of social services has been playing a
role by assisting those who cannot afford othevises by providing AMTOs which cover
comprehensive services and medical proceduresablailt the provincial hospital, except
for blood transfusion.

However, some adolescents (n=13) have reportedagone of services offered by DSS or
lack of concern by caregivers to visit social segsi offices for assistance. DSS indicated that
for they try to make services available for HIV pive adolescents as no strict means testing

is done for them when they need medical and otbend of assistance.Secondary care
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volunteers have providing support in some commesiittdo adolescents and adolescents living
with HIV and AIDS. They work in selected wards irhi@hoyi. It was also reported that
adolescents often receive support from these camiynearegivers usually when they
experience challenges in the home set up, usuaiiptional abuse. These community care
givers are somehow trusted by the adolescents becthiey are viewed as independent,

neutral outsiders who are willing to help them witegy are in difficult circumstances.

The health worker also said that at Chinhoyi ProahHospital’s Family and Child Health,
there is a child support group is called “Tichanaad (We shall live) which meets every last
Saturday of the month. She added that adolescamisane over fifteen years receive their
antiretroviral therapy and treatment from the dihic which deal with adults. It was
indicated that, at the O.I clinic, there is a suppmpoup which is operational, but it is,
however, dominated by adults, although young pewbie are in their mid twenties actively

participate. This excludes adolescents who areain tate teens.

Key informant from Pamuhacha indicated that a Behinumber of adolescents who come
from poor background have received support fromaoizations like Batsirai Group and
Kapnek Trust (school fees). Some local churche® hmen assisting primary school HIV
positive adolescents with meals before or aftepsthrhese adolescents visit their premises
on their way to school (when they are hot sittiog)after school (if they have morning

classes).

Of the adolescents interviewed a few (n=8) condadnreceiving support in various ways
from charitable organizations, while the majoritye anot benefiting from such initiatives.

This has gone a long way in complementing nutréloreeds of these adolescents.

However, it came out that there are some structimallenges regarding support mechanisms

available to adolescents living with HIV and AID& Chinhoyi. All key informants raised
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issue of resources limitations. The health workedated that nurses in the FCH sometimes
make personal contributions to buy refreshmentsetased for support group meetings as no
funds are allocated for such by the hospital. Panaha director indicated that it has limited
funding, hence it cannot cater for many adolescaris needs it services. Furthermore,
operations can be suspended when there is no fyndimaddition, lack of coordination was
cited between department of social services andptbeincial hospital when it comes to
cases that need cooperation of both institutiansarhe out that limited resources may limit
the capacity of the department of social servicellow up on every case. This situation
has also been exacerbated by the unavailabiligy €dcial worker at the provincial hospital,

who can act as a link between the patients anddbial services delivery system.

Key informant from the Department of social sersicproposed that adopting some
traditional models of care can also bring fruitfesults as managing issues related HIV and

AIDS need community effort.

Discussion

The findings from the study indicate that a varietgervices from medical, psychosocial and
social services are available to adolescents liwitly HIV and AIDS. Various initiatives are
being done by government and non government pldagaeach out to this vulnerable group.
However, shortages of resources (financial and mjroampromise the quality of service
that is provided to adolescents living with HIV aAtDS in Chinhoyi This has also been
noted by Government of Zimbabwe (2010) throughNg&ional Community Home Based
Care Strategic Plan (2010-2015). This results isphal based support groups catering for
large numbers of children, thereby limiting the e’ capacity to address individual
concerns.

An issue of concern which emerged is the need itortanake services which suit the

developmental needs of the adolescents living Wit¥i and AIDS. This find is consistent
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with AIDSTAR-ONE(2012) which proposed that servioghich suit transition needs of
adolescents should be introduced, as well as ttegriation of adolescent health services

various levels.

Of paramount is the development of programmes wkitipower adolescents living with
HIV and AIDS people to with the necessary skillsb able to manage their condition and
cope better with their illness. This is best expai by the theory of learned resourcefulness
by Rosenbaum (1990) which states that cognitivatesjies are useful in deal addressing
future stressful situations that can be acquiredalperson from learning that occurs as a
result of current learning experiences. Brown, rimand Pao (2000) suggest the inclusion
community based outreach staff as part of an iategr of medical, psychological and social
services, coupled by the cooperation of multi-gikcary professionals concerned. Habbib
and Rahm (2010) share the same sentiments whemdtstylated that social workers should
be a liaison between the adolescents living with ldhd AIDS and their families, medical

personnel, other health care providers and soerglces agencies.

4.10 Chapter Summary

This chapter presented findings from the study. flindings were structured as demographic
characteristics of respondents, challenges faceping mechanisms by respondents and
support mechanisms available for adolescents liwitg HIV and AIDS in Chinhoyi. The
discussion and analysis of the findings of the wtwas covered in this chapter. Based on

these findings, the next chapter draws numerouslgsions and recommendations.
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CHAPTER FIVE

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

5.1 Introduction to the Chapter
The findings from this study led to various conaus. The previous chapter presented
findings from the study. This chapter aims to sumpea draw conclusions based on these

findings and to make recommendations.

5.2 Summary of Findings

The study sought to evaluate the coping mechantbatsused by adolescents living with
HIV and AIDS in Chinhoyi. The results of the stuihglicate that HIV positive adolescents
are stressful situations due to various challengesounter in their lives. Stigma and
discrimination remains a major challenge that ast@ats living with HIV and AIDS may
have to deal with. Stigma is experienced in famsgy up, in the school environment and in
the community. Other challenges include healthtedlahallenges, community integration,
fear and anxiety, emotional and behavioural chghksn Adolescents living with HIV and
AIDS were found to utilize both active and passsiges of coping, though passive styles
dominated. Furthermore, adolescent used endogemays of coping which reflect their

situation in Chinhoyi.

It was also discovered that various support mecmamiexist to assist adolescents living with
HIV and AIDS in Chinhoyi from state and non statdéoas. Though they play a key role in
ameliorating suffering by the adolescents, lackrexfources poor coordination by among
various professional and service providers for @slménts living with HIV and AIDS limited
the effectiveness of the support mechanisms to uedely address the needs of these

adolescents. Furthermore, the absence of an aggtdilicy framework which provides for
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the harmonization and provision of services whiphcHically target the adolescents living
with HIV and AIDS limits the effectiveness of awatle services in meeting the complex

needs of adolescents living with HIV and AIDS.

5.3 Conclusions

Based on the results presented in the previougehape following conclusions were made:

5.3.1 Psychosocial and economic challenges are pbaeriers to effective coping.

Adolescents have experienced stigma, or fear teceréxmce stigma and discrimination.
Stigma and discrimination against HIV positive adolents is still prevalent in the
community. Financial challenges in the family, ymgortive family and community pose
barriers to adolescents to effectively seek treatnaed support as well to cope with the
demands of living with HIV and AIDS. This also négaly affects their capacity to develop

to the fullest of their potentials.

5.3.2 Provision of health and social services makélV and AIDS more manageable by
adolescents living with HIV and AIDS.

The improved provision of medical and social seesibas reduced suffering for adolescents
living with HIV and AIDS. The introduction of ARTds dramatically changed the physical
health of adolescents that they lead near norwes lprovided that support is available. Gaps

in service provision reduces effective coping bgladcents.

5.3.3 Health and social service provision is fairlgomprehensive but not fully adequate
to address the complex and emerging needs of adalests who are living with HIV and
AIDS.

Health and social services address the majorith@iheeds of the HIV positive adolescents.

However, the shortage of resources such as finandehuman resources has led to other
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needs of these adolescents unmet. Community resoare therefore needed to feel the gap

in terms of service provision by government.

5.3.4 Lack of effective coordination by stakeholers in responding to the needs of HIV
positive adolescents.

Ineffective coordination and cooperation by healttrkers and social services officers has
compromised quality of services that are neededliepts. Resources constraints have also
limited department of social services to effectvigitervene in situations where adolescents
are experiencing abuse or being denied accessdtment. Such cases take long to conclude

or they may never be concluded.

5.3.5 HIV positive adolescents are developing slkslito cope with various demands that
confront people living with HIV and AIDS.

HIV positive have learnt to accept their HIV postti status. Furthermore, they are
developing skills to confront adversities that thggy through in their daily lives, including
resiliency. They are gradually developing cognital®lities which enable then to cope with
regard to taking medication on a daily basis, lafggarents, as well as living in a community
which is not sensitive to the needs of people tjwwith HIV and AIDS. The existing services
and community structure have been of use to théesdents overcome adversities that are
associated with living with HIV and AIDS in a Zimbaean context. This suggests that

adolescents who have been reached are managingdotbough with difficulties.

5.3.6 Adolescents with HIV and AIDS are utilize bdt active and passive coping
methods, and passive methods are mainly preferred.

Results have shown the use both active and pasgtieods of coping with stress related to
living with HIV and AIDS. Passive methods are mpstvoured, despite their detrimental

consequences if their over used.
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5.3.7 Adolescents living with HIV and AIDS are copig with their condition to a
moderate/ lesser extent.
Adolescents are coping with challenges to a limégt&nt, though coping ability varies from

one person to another, depending on the socialrostances.

5.6.8 Older adolescents need adequate support taanage the developmental pressures
and still adhere to medication

Older adolescents having fully internalized sodiet#itudes towards people who are HIV
positive, they are tempted to dissociate themsdheas having HIV, subsequently leading to
defaulting treatment, missing clinic appointmemd aupport group meeting. The process of
developing an identity and the need to have a saeinBelonging to their peers has interfered

with their quest for independence, even in manatiieg own health demands.

5.3.9. Extended family remains critical for the cae and support for HIV positive
adolescents.

This suggests that they still depend on the exteridaily for their basic necessities. This
also includes finances to meet their medical needgvell as supervision for adherence to
treatment as well as provision of emotional suppBrovision of economic resources and
emotional support by family system for the treatmeare and support of HIV positive

adolescents is critical in promoting their physiecaéntal, psychosocial wellbeing.

5.3.10. Coping with HIV and AIDS is not individual, but community responsibility.

Coping with HIV and AIDS related challenges shootut abdicated to the adolescents but
should a community responsibility. The communitydlvement in removing barriers that
prevent effective coping may strengthen help impréve quality of life for HIV positive

adolescents
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5.3.11 Decentralization and Transition of TreatmentCare and Support has potential for
better health outcomes.

Provision of ART in local clinics has the potenti@ increase adolescents’ access to
treatment within their communities. Furthermore, stfipport groups for HIV positive
adolescents are widespread in communities, that atao reduce barrier to accessing
opportunities to for receiving psychosocial suppdntch will, in turn strengthen their coping
with HIV and improve their physical and psychosbewll being. Health care services for
adolescents living with HIV and AIDS should be sysatically adjusted to meeting changing
needs of adolescents as they strive towards indiepeer of their own affair, including health

care.

5.3.12 Empowerment and building confidence in adoseents promotes better coping.
Creating better confidence in adolescents has thenpal to boosts their self esteem, and
strengthens their potential to overcome stigmadisctimination as well as being resilient in

sight of various adversities.

5.4 Recommendations

Based on the above conclusions made in this chagierfollowing recommendations are
being made:

5.4.1 Sensitize community to combat stigma and dismination against adolescents
living with HIV and AIDS.

The community should be conscientised to be s&asit the needs of adolescents who are
living with HIV and AIDS. Community should be tauglaccept and be tolerant to
adolescents who are in difficult circumstances bseaof their health problems. The
community should be engaged in a bit to elimindignsa and discrimination against HIV

positive adolescents.
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5.4.2 Introduce livelihood programmes that strengtlken economic situation of families
looking after HIV adolescents living with HIV and AIDS.

Developmental organizations should also include ilfesn caring for HIV positive
adolescents in the livelihood programmes which bémsd security. This would enhance the

nutritional status of HIV positive adolescents ware on medication.

5.4.3 Improve allocation of resources for programmg and services that specifically
target HIV positive children.

Improvement in the provision of resources leadbdtier programmes and services that are
tailor-made to address the needs. HIV positive estints should be recognized as a special
group because which needs a lot of financial supginitical personnel to deal with HIV

positive adolescents should be made available.

5.4.4. Improvement policy and legal framework prowle for the harmonization of
service provision for adolescents living with HIV ad AIDS.

The government should improve the existing laws policy so that they provide for the
harmonization of service provision for adolescdnisg with HIV and AIDS. Furthermore,
policy should also clearly articulate the role timtplayed by various stakeholders in the
multi sectoral approach in responding to the compksalth and social needs of HIV positive

adolescents in a resource limited setting likelZ&bwe.

5.4.5 Introducing structured programmes to train HIV positive adolescents and their
families to adopt better and effective methods ofaping with demands of HIV and
AIDS.

Structured programmes should be implemented topeqdblescents with more skills of
dealing with various challenging situations anawmnstances that they may come across in

the family, in schools and in the community at &ar&arents or caregivers should be given
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professional advice by trained professionals onsamay handling disclosure of the child’s
HIV positive status. This would result the childeevzing information at the appropriate time,

thereby promoting better adjustment.

5.5.6 Creating conditions for equal opportunitiesdr HIV positive adolescents.
The government should create conditions which ptemequal opportunities for HIV
positive adolescents. They should have access phogment and also skills to make them

economically self sustaining in future as well@aslévelop to their fullest potential.

5.5 Areas for Further Study:

The researcher recommends the following areas sbuuokes:

The experiences of HIV positive adolescents inlrse#tings.

» Coping strategies for HIV positive children living institutions or residential places of
safety.

» Challenges experienced by families in addressirgribeds of children who are HIV
positive.

* The adoption of traditional models of care in deglwith children living with HIV and
AIDS

* The role of culture in promoting better coping

* The psychosocial circumstances of children with 8@ho are not accessing treatment.
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5.6. Chapter Summary

The difficult circumstance that surround adolessemnho are living with HIV and AIDS
needs attention of the social work profession, @gssion which aims to enhance people’s
problem solving and coping capacities. Thereforeiatavorkers have to advocate for the
adoption of policies as well the creation of anismment which protects the health and
social needs of adolescents living with HIV and AlIDThis will not only improve their
quality of life, but reduce morbidity and improvéelexpectancy for this special group. This
will promote the attainment of the millennium dey@ient goal number six. If some of the
proposed recommendations are adopted, with treataceess, longer and fulfilling lives for

HIV infected children and adolescents becomesldyea
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APPENDIX |

INTERVIEW GUDEOR ADOLESCENTS

This study seeks explore the coping mechanismsteddyy adolescents living with HIV and
AIDS in Chinhoyi.

DEMOGRAPHIC DATA:

Y= G

Level of EdUcation AttaINEd: ... ....o oo e e e e e e e e e e

Indicate whether or not you are still in

SCNOOL . ..

Relationship to your guardian/ primary care

Occupation of your

[0 U = U0 > o

Are your biological parents still

AV 2 e
Any other relevant Details:

CHALLENGES EXPERIENCED BY ADOLESCENTS LIVINGWITHH 1V AND
AIDS.

What challenges do you face in accessing treatoremedical care?
Indicate challenges you encounter when taking nagidic

What challenges do you experience at School?

What challenges do you encounter in the community?

TESTING AND DISCLOSURE

How old where you when you were told of your HIAtsis?
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Indicate your relationship with people you havecltised your status
What is the people’s usual reaction after knowiagnHIV status?
How do you feel about disclosing your HIV statuyear friends and peers?

SEXUAL AND REPRODUCTIVE HEALTH ISSUES

Tell me about your (prospective) relationship vtttk opposite sex (dating, sexual

behaviour)

How do you feel about disclosing your HIV statugéar boyfriend/girlfriend or future

partner?

What challenges have you encountered in datingtsluip because of your HIV positive

status

What are you future wishes about dating, marriagechild bearing?

What do you know about secondary prevention ofstrassion of HIV and AIDS?
What methods to do you use to cope with sexuagyes?

How effective are these coping methods?

PSYCHOLOGICAL ADJUSTEMENT/ COPING WITH HIV AND AIDS

How are you managing to deal with stigma and disicration at home and in the

community?
How .do you deal with disclosing your status toryfsiends and peers?
How do you respond to pressures within the schoakrenment?

How do you feel about the need to take medicatioa daily basis? How do you feel about

frequent hospitalization and medical attention?

How do you manage stresses that are associatediwiity with HIV and AIDS within your

community?

Do you think you able to effectively deal with vauis challenges that face adolescents living
with HIV and AIDS in society?
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What are your future aspirations?
Do you think you have the capacity to attain yauufe aspirations?
What keeps you going in the face of adversitiegour life?

COPING MECHANISMS

What methods do you use deal with challenges yoai ifathe community?
Which methods do you think are effective in addresgour challenges?
What methods do you think are less effective inrasking your challenges?
Who gives you the greatest social and psychologigaport in your life?
What level of support do you receive from the fafil

SUPPORT MECHANISMS

What forms of support do you receive from the comity@
What sort of support do you receive from your peers

Do you find support group membership being usefuilandling challenges that you

encounter?
Do you receive any support from the departmentataervices ( upon request)?

What do you think should be done to help you imprgaur quality of life? Any other

comments:

-THANK YOU-
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APPENDIX II

ADOLESCENT VERSION OF KIDCOPE QUESTONNAIRE

This study seeks explore the coping mechanismsteddyy adolescents living with HIV and
AIDS in Chinhoyi.

To respond to statements on this questionnaire,nyost have specific challenges/ stressful
situations which you have gone through in your. lif@e situation should be reflective of
challenges you encounter as an adolescent livitig WV and AIDS in the community.

Reflect on what really transpired, how you acted sy these situations are important to

you.

Not Used Used Somewhat Used Quite A Bit Used Aagt deal

0 1 2 3
ITEM FREQUENCY IN THE USE OF
STRATEGY
1. | thought about something else; tried to fonget O 1 2 3

and/or went and did something like watch TV or play
a game to get it off my mind.

2. | stayed away from people, kept my feelingg @ 1 2 3
myself, and just handled the situation on my own.
3. | tried to see the good side of things andfr 1 2 3

concentrated on something good that could come out
of the situation.

4. | realized that | brought the problem on myseiél| 0 1 2 3
blamed myself for causing it.

5. I realized that someone else caused the probiem0 1 2 3
blamed them for making me go through this.

6. | thought of ways to solve the problem; talked © 1 2 3

others to get more facts and information about|the
problem and/or tried to actually solve the problem.

7. | talked about how | was feeling; yelled, soned, | O 1 2 3
or hit something

8. | tried to calm myself by talking to myself, gnag, | 0 1 2 3
taking a walk or just trying to relax.

9. | kept thinking and wishing this had neyer 1 2 3
happened; and/or that | could change what |had

happened.

10. | turned to my family, friends, or other aduto| O 1 2 3

help me feel better.
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11. | just accepted the problem because | kne

O | 1 2

couldn’t do anything about it.

Not effective = Somewhat Effective  Quite Efféive Very Effective
0 1 2 3
ITEM EFFECTIVENESS OF

STRATEGY USED

1. | thought about something else; tried to forge

to 1 2

and/or went and did something like watch TV or play

a game to get it off my mind.

2. | stayed away from people, kept my feelings @ 1 2
myself, and just handled the situation on my own.

3. | tried to see the good side of things andf@r 1 2
concentrated on something good that could come out

of the situation.

4. | realized that | brought the problem on myseiél| 0 1 2
blamed myself for causing it.

5. I realized that someone else caused the probitem0 1 2
blamed them for making me go through this.

6. | thought of ways to solve the problem; talked © 1 2
others to get more facts and information about|the

problem and/or tried to actually solve the problem.

7. | talked about how | was feeling; yelled, soned, | O 1 2
or hit something

8. | tried to calm myself by talking to myself, gnag, | 0 1 2
taking a walk or just trying to relax.

9. | kept thinking and wishing this had neyer 1 2
happened; and/or that | could change what |had

happened.

10. | turned to my family, friends, or other aduto | O 1 2
help me feel better.

11. | just accepted the problem because | knew | 1 2

couldn’t do anything about it.
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APPENDIX III

KEY INFORMANT INTERVIEW GUIDE

This study seeks to evaluate the coping mechanahadolescents living with HIV and
AIDS in Zimbabwe.

This interview shall endeavor to collect data @aselto the following aspects as possible:

1. BACKGROUND INFORMATION OF KEY INFORMANT

a. Name of key informant
b. Institution’s name

c. Title

d. Summary of work

e .Years of Experience

f Any other details

2. DISCUSSION QUESTIONS:

a) Can you comment on the psychosocial challerfggsate faced by adolescents living HIV
and AIDS in Zimbabwe?

b) How have adolescents been able to deal withlesigds relating to stigma and
discrimination in society?

c) How are adolescents managing to handle issuadh&frence to treatment and disclosure?

d) What strategies have been used by the adolasteobpe with challenges associated with
living with HIV in Zimbabwe?

e) What are the useful coping strategies mostlyg bgeHIV positive adolescents?
f) What are the less useful coping strategies epguldy adolescents with AIDS?

g) What are the factors that make it difficult fdolescents to cope with the demands of
adolescents living with HIV and AIDS?
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h) What are the health and social services availéd use by adolescents living with HIV
and AIDS?

i) Are there health and social services specifjcalesigned to meet special needs of
adolescents living with HIV and AIDS?

J) How satisfactory / adequate are these services?

k) What do you think should be done by relevanhatrities to improve the quality of life for
adolescents living with HIV?

[) Can you comment on the legal and policy framdwior dealing with ALHIV?

Thank You
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APPENDIX IV

CONSENT FORM FORESPONDENTS

*This form should be filled in duplicate. One forshould be given to interviewee or
interviewee’s guardian and the other form remainth\the researcher.

Introduction : Good morning/afternoon. My name IS

| am carrying out a study on an exploration of agpmechanisms adopted by adolescents
living with HIV and AIDS in Chinhoyi. You (or youchild) have (has) been chosen to
participate in this research as a respondent. Batithe research and researcher are given
below:

Title of Research An exploration of the coping mechanisms adoptg@dolescents living
with HIV and AIDS in Chinhoyi, A Case of adolesceneceiving treatment at Chinhoyi
Provincial Hospital, Mashonaland West Province imZabwe.

Interview_details: The interview will take approximately 45 minutaad you are free to
reject taking part or terminating the interview ay time. Your responses as well as
observations made in this interview will be usedtfe purposes of this study only and will
not be released to anyone.

The interview procedure involves me asking you tjaes and | will record your answers/us
discussing issues | have on my list. You are feegeek clarification, expand your responses
or ask questions. There are no risks or direct fiilsn@ssociated with this study but your
accurate contributions will help build knowledgeatthwill be used to shape future
interventions.

Name of Researcher and Contact PersomMr. Rangarirai Frank
Contact Details:

734 Rudland Avenue, Orange Groove, Chinhoyi  Telapigéumbers: 0772307983

Declaration of Consent

l.. ..consent to take part in this researctder the terms stated above.
I have appended my S|gnature below in the presehies withess who will also sign below:

Interviewee’s Signature:..........ccvee v i veiieiieieneeen, Date:......coo i
WitNESS’S SIgNatUIe:......eieiie it Date:.....coi i e
Interviewer’s signature:...........cccoevvevevieeeennenn... Daterl

e consent on behalf of ...
who is under my care, to take part in this redeancder the terms stated above. | have
appended my signature below in the presence of itmggs who will also sign below:

Interviewee’s Signature:..........ccveevv i veiieiieeneeen, Date: ..o
Witness’s SIgNature:.......ocvvvveie et Date: ...
Interviewer’s signature:...........ccoeeviveiiivieien e DateILLL
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