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Abstract 
 

The primary goal of this study is to examine and determine factors influencing stigmatisation 
and discrimination among adolescents towards people living with HIV/AIDS in Botswana. 
HIV/AIDS-related stigma and discrimination result from fear, ignorance, and denial. There 
exists little or no research in Botswana dealing with how people living with HIV/AIDS or 
suspected of having HIV/AIDS are perceived and treated. Data analysed in this paper are 
taken from the Botswana AIDS Impact Survey conducted in the year 2001. Both descriptive 
and multivariate logistic regression models are used to analyse the data. The results show that 
many of the adolescents expressed negative attitudes towards people living with HIV/AIDS. 
Logistic regression analysis shows that misconceptions about HIV transmission often 
encourage stigmatisation and discrimination of people living with HIV/AIDS. Interestingly, 
although the majority of the adolescents stigmatise and discriminate against PLWA, many of 
them are willing to care for a family member who has HIV/AIDS. There is need to address 
issues of stigma and discrimination as part of prevention of further spread of HIV/AIDS in 
Botswana. 
 
 
 
 
 Introduction 
 
Right from the beginning, the HIV/AIDS epidemic has been accompanied 
by an epidemic of fear, ignorance, and denial, leading to stigmatisation of 
and discrimination against people with HIV/AIDS and their family 
members (International Center for Research on Women, 2002). HIV/AIDS-
related stigma and the resulting discriminatory acts create circumstances 
that fuel the spread of HIV (Busza, 1999). The fear of being identified with 
HIV prevents people from learning their sero-status, changing unsafe 
behaviour, and caring for people living with HIV/AIDS. A study in 
Botswana and Zambia found that stigma against HIV-positive people and 
fear of mistreatment prevented people from participating in voluntary 
counselling and testing and programmes to prevent mother-to-child 
transmission (Nyblade and Field, 2000). The authors argued that stigma and 
its resulting discrimination also intensifies the pain and suffering of both the 
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people living with HIV/AIDS and their families. There exists little or no 
research in Botswana dealing with how people living with HIV/AIDS 
(PLWA) or suspected of having HIV/AIDS are perceived and treated 
because of their illness. However, it is quite evident from studies done 
elsewhere that PLWA are unfairly treated and/or discriminated against 
because of their actual or suspected HIV/AIDS status (Aggleton, 2000; 
Busza, 1999; International Center for Research On Women, 2002; Gilmore 
and Somerville, 1994; Goldin, 1994). Discrimination against people living 
with or suspected of having HIV/AIDS, apart from denying them their basic 
rights, is also an ineffective public health measure.  
 

It should be noted that at the on-set of HIV/AIDS epidemic, the disease 
was mainly found among groups who are already socially marginalised and 
discriminated against. These groups included homosexuals, injection drug 
users, and commercial sex workers. To anybody belonging to these groups, 
HIV/AIDS means additional stigmatisation whether or not they are 
infected. People living with HIV/AIDS may become implicitly associated 
with stigmatised behaviours, regardless of how they actually became 
infected. The stigmatised find themselves ostracised, rejected, and shunned 
and may experience sanctions, harassment, and even violence based on their 
infection or association with HIV/AIDS. Discrimination may stem from 
fears due to lack of knowledge about how HIV/AIDS can or cannot be 
transmitted. Since discrimination often includes public restrictions and some 
forms of punishment, it can be more frequently identified (Busza, 1999). 
Stigma is often rooted in social attitudes. In this study, social attitudes’ 
variables are used to investigate HIV/AIDS-related stigma and 
discrimination among adolescents in Botswana. 

 
Individuals with HIV and AIDS are stigmatised because their illness is: 

(i) associated with deviant behaviour; (ii) viewed as the responsibility of the 
individual; (iii) tainted by a religious belief as to its immorality and/or 
thought to be contracted via a morally unsanctioned behaviour and, 
therefore, thought to represent a character blemish; (iv) perceived to be 
contagious and threatening to the community; (v) associated with an 
undesirable and an unaesthetic form of death; and (vi) not well understood 
by the lay community and viewed negatively by health care providers 
(Alonzo and Reynolds, 1995). The present paper adopts a similar framework 
in studying factors influencing stigmatisation and discrimination against 
PLWA among adolescents in Botswana. Variables that reflect knowledge 
and misconceptions about HIV transmission and those that show the socio-
economic and demographic profile of individuals are used as predictors of 
stigma and discrimination. 

 
The primary goal of this study is to examine and determine the attitudes 

and perceptions of adolescents towards PLWA with a view to suggest how 
such stigma and discrimination can be mitigated. Specifically, the paper 
addresses two main objectives. First, it measures the attitudes of adolescents 
towards people living with HIV/AIDS. That is, whether or not adolescents 
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are willing to care for a family member who is ill with HIV/AIDS; whether 
an HIV positive teacher should or should not be allowed to continue 
teaching; whether or not they would buy food or vegetables from an HIV 
positive shopkeeper; and whether or not it should remain a secret if a family 
member got infected with HIV/AIDS. Second, it examines the factors (social, 
economic and demographic) that are associated with negative attitudes 
toward people living with HIV/AIDS. The high prevalence of HIV/AIDS in 
Africa as reflected in the statistics makes this study particularly important.  

 

Materials and Methods 
 
The data analysed in this paper are taken from the Botswana AIDS Impact 
Survey (BAIS) conducted in 2001. Sample selection was done in two stages. 
First, 98 enumeration areas were selected with probability proportional to 
measures of size, where measures of size are the number of households in 
the enumeration area. Second, the households were systematically selected 
from a fresh list of occupied households prepared at the beginning of the 
survey’s fieldwork, i.e. listing of households for the selected enumeration 
areas. Overall, 2000 valid households were drawn systematically. The 
questionnaires for the BAIS study were based on the UNAIDS Model 
Questionnaire with some modifications and additions. Some of the 
modifications include lowering the age limit of eligible persons to 10 years 
and increasing the upper limit to 64 years. Two questionnaires were 
administered in the survey: the household questionnaire and an individual 
questionnaire for men and women aged 10-64 years. Respondents who did 
not complete the questionnaire, and those who were not adolescents, were 
excluded from the present analysis.  
 

The data quality is believed to be high because of a number of reasons. 
First, the interviewers were thoroughly trained for 2 weeks. Second, there 
was close supervision of the interviewers during the data collection stage. 
Third, questionnaires were thoroughly edited to ensure that relevant 
questions have been responded to and coded according to the codes 
designed for the study. Fourth, the data were checked for consistency with 
the aid of the Computer Edit Specifications designed by the subject matter 
specialist. Finally, the household response rate was 88% (90.3% in rural areas 
and 85.8% in urban areas) whilst the individual response rate was 95.1% 
(Central Statistics Office, 2002).  

 
Definitions of Stigma and Discrimination 
 
Stigma generally refers to a negatively perceived defining characteristic, 
either tangible or intangible (Busza, 1999). Several authors had divided 
stigma into felt or perceived stigma and enacted stigma (Gilmore and 
Somerville, 1994). Felt stigma refers to real or imagined fear of societal 
attitudes and potential discrimination arising from a particular undesirable 
attribute, disease (such as AIDS) or association with a particular group. 
Enacted stigma, on the other hand, refers to the real experience of 
discrimination.  
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Regarding HIV/AIDS, it may be actual infection or based on behaviours 

believed to lead to infection. Stigma is most frequently associated with 
diseases that have severe, disfiguring, incurable, and progressive outcomes, 
especially when modes of transmission are perceived to be under the control 
of individual behaviour (Gilmore and Somerville, 1994). It is also common in 
diseases that are perceived to result from the transgression of social norms, 
such as socially sanctioned sexual activity (Gilmore and Somerville, 1994). 
Stigmatisation often leads to discrimination, which refers to any form of 
distinction, exclusion, or restriction affecting a person by virtue of a personal 
characteristic (International Center for Research On Women, 2002). 
Ignorance and fear are said to underlie HIV-related stigma. Inadequate 
understanding of the modes of HIV transmission leads to fear of 
transmission from casual contact (International Center for Research On 
Women, 2002). Through stigma, society often blames infected people for 
being ill and justifies discriminatory acts against them while asserting 
innocence and health of those who stigmatise (UNAIDS, 1999). For the 
purpose of this study, stigma and discrimination are conceptualised as 
negative attitudes toward people living with HIV/AIDS. 

 
Measurement of Stigma and Discrimination 
 
One of the most difficult issues facing researchers working in the area of 
stigma and discrimination is that of measurement. Stigma and 
discrimination are measured here by assessing negative attitudes toward 
persons living with HIV/AIDS. For instance, respondents who report that 
they do not want an HIV-positive teacher to continue teaching even though 
he is not sick exhibit distinction, exclusion or restriction against persons with 
HIV/AIDS. The reason for not allowing the teacher to continue teaching is 
based on the teacher’s sero-status.  
 
Methods 
 
Both descriptive and multivariate analyses were conducted. Logistic 
regression analysis is used to evaluate the effect of a select group of 
predictor variables on the probability of expressing negative attitudes 
toward PLWA, while controlling for other variables in the model. Logistic 
regression method was used because it provides an interpretable linear 
model for a categorical dependent variable. It also allows for the testing of 
the significance of a given predictor whilst controlling for all other 
predictors in the model (Agresti and Finlay, 1986). 
 

Separate logistic regression models were used to evaluate the effects of 
individual factors on the probability of expressing negative attitudes toward 
PLWA. For the ith individual, the model could be expressed as:  
 ln PI / (1−Pi) = ß0 + ∑ß kxki  
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where PI is the probability that the ith adolescent will express negative 
attitudes toward PLWA, 1−Pi is the probability that the ith adolescent will not 
express negative attitudes toward PLWA, ß0 is the baseline constant, xki is an 
array of (k) independent variables, and ß is the corresponding vector of 
unknown regression coefficients (Agresti and Finlay, 1986; Hosmer and 
Lemeshow, 1989). The SPSS-PC logistic programme was used to estimate 
regression coefficients through the maximum likelihood procedure, together 
with confidence intervals for the estimates. 
 

Results 
 
Sample Characteristics 
 
The interviewed adolescents’ ages ranged from 10 to 19 years, with a mean 
age of 16. The ratio of males to females was virtually similar, 50.7% 
compared to 49.3%. The population of the adolescents used for analysis was 
slightly skewed towards those aged 10-14 years (Table 1).  By virtue of their 
age, the majority of adolescents had either primary or secondary education 
(99 percent) and were predominantly unmarried (98 percent). Another 
interesting observation is that 86 percent of adolescent reported that they 
have never had sexual intercourse.  
 
Table 1: Percentage Distribution of Adolescents by their Characteristics  
                (N= 1511), Botswana, 2001 
 
Characteristic Percentage Distribution 
Sex 
           Male 
           Female 
 
Age  
           10-14 
           15-19 
 
Education 
         Primary  
         Secondary 
         Higher 
 
Marital status 
          Married 
          Living together 
          Never married/living together 
 
Have you ever had sexual intercourse? 
           Yes 
           No 
 
Total                  

 
49.3 
50.7 
 
 
51.6 
48.4 
 
 
51.2 
48.2 
0.6 
 
 
0.1 
1.6 
98.3 
 
 
13.8 
86.2 
 
100.0 
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Descriptive Statistics 
 
The majority of adolescents (68.6%) indicated that they would not buy 
vegetables from an HIV/AIDS patient (Table 2). The next most popular 
HIV/AIDS-related stigma and discrimination among adolescents was 
towards a teacher who is HIV-positive but not sick with AIDS. About 54 
percent of the adolescents argue that an HIV-positive teacher should not be 
allowed to teach even though he or she may not be sick. Almost four-fifths 
of adolescents stated that they would be willing to care for a family member 
sick with HIV/AIDS. A related but different observation is that about 30 
percent of adolescents reported that it should be kept a secret if a family 
member is sick with HIV/AIDS. The next section examines factors 
influencing negative attitudes of adolescents toward people living with 
HIV/AIDS. 
 
Table 2. Percentage Distribution of Adolescents by their Attitudes toward  
                People Living with HIV/AIDS (N= 1511), Botswana, 2001 
 
Characteristic Percentage 

distribution 
Are you willing to care for an HIV-positive family member? 
                                    Yes 
                                    No 
Should HIV-positive teacher be allowed to teach?    
                                    Yes 
                                    No 
Would you buy vegetables from HIV-positive shopkeeper? 
                                    Yes 
                                    No 
Should it be kept a secret if family member is HIV-positive? 
                                    Yes 
                                    No        
 
Total                  

 
79.0 
21.0 
 
46.4 
53.6 
 
31.4 
68.6 
 
29.5 
70.5 
 
100.0 

 
 
Multivariate Analysis of Discriminatory Attitudes of 
Adolescents toward HIV/AIDS Patients 
 
The betas represent the change in the log odds due to the unit increments in 
the values of the predictors (DeMaris, 1992). eß is a summary statistic for the 
partial effect of a given predictor on the odds, controlling for other 
predictors in the model. Tables 3, 4, 5 and 6 show the results of multivariate 
analysis models predicting the relative odds of adolescents expressing 
discriminatory attitudes toward HIV/AIDS victims. In addition to the 
relative odds, 95% confidence intervals are also shown in the tables.  
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Table 3: Adjusted Odds Ratio that Adolescents Would Not Care for a  
                Family Member Living with HIV/AIDS by Selected Explanatory  
                Variables, Botswana, 2001 (N = 444) 
 
Explanatory Variables Adjusted Odds 

Ratios 
95% Confidence 
Interval 
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Sex 
           Male 
           Female 
Age of the adolescent 
          10-14 
          15-19 
Education of the adolescent 
          Primary 
          Secondary + 
Have you ever had sexual intercourse? 
           Yes 
           No 
Can a person get HIV/AIDS infection 
through witchcraft? 
            Yes 
            Do not know 
            No 
Can a condom reduce contracting 
HIV/AIDS infection? 
            Yes 
            Do not know 
            No 
Can a healthy looking person be 
infected with HIV/AIDS? 
            Yes 
            Do not know 
            No 
Can a person reduce HIV/AIDS 
infection by having one partner? 
            Yes 
            Do not know 
            No 
Can mosquito transmit HIV/AIDS 
infection? 
            Yes 
            Do not know 
            No 
Can HIV/AIDS be transmitted from 
mother to child? 
            Yes 
            Do not know 
            No 
Can a person get HIV infection by 
sharing a meal with a PLWA? 
            Yes 
            Do not know 
            No 

 
1.000 
1.117 
 
2.147** 
1.000 
 
1.501 
1.000 
 
1.000 
0.492 
 
 
0.458** 
0.848 
1.000 
 
 
1.000 
1.261 
1.720** 
 
 
1.000 
0.897 
1.021 
 
 
1.000 
1.275 
1.677* 
 
 
1.095 
2.345** 
1.000 
 
 
1.000 
0.447** 
0.751 
 
 
2.585*** 
0.946 
1.000 

 
- 
0.714 – 1.747 
 
1.046 – 4.406 
- 
 
0.730 – 3.084 
- 
 
- 
0.161 – 1.501 
 
 
0.228 – 0.921 
0.428 – 1.678 
- 
 
 
- 
0.642 – 2.476 
1.001 – 2.953 
 
 
- 
0.428 – 1.880 
0.614 – 1.700 
 
 
- 
0.633 – 2.568 
0.937 – 3.001 
 
 
0.659 – 1.820 
1.043 – 5.273 
- 
 
 
- 
0.228 – 0.873 
0.386 – 1.459 
 
 
1.584 – 4.219 
0.402 – 2.225 
- 

Significance level  *** p < 0.01; ** p < 0.05; * p < 0.1 
Respondents who did not know that one can reduce contracting HIV 
infection by consistent use of a condom were 1.7 times more likely to state 
that they were unwilling to care for a family member living with HIV/AIDS 
than those who knew (Table 3). Table 3 indicates that respondents who did 
not know that one can reduce HIV infection by having one uninfected 
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faithful sexual partner were 1.7 times more likely to state that they were 
willing to care for a family member living with HIV/AIDS than those who 
knew. All these relationships were statistically significant at 90% level. 
Respondents who believed that a person can get HIV infection by sharing a 
meal with a PLWA were almost three times more likely to say that they were 
unwilling to care for a family member living with HIV/AIDS than those 
who did not have this misconception. It is therefore evident that adolescents 
who lack understanding of modes of transmission were more likely to 
stigmatise and discriminate against people living with HIV/AIDS. 
Generally, respondents who had misconceptions about how HIV 
transmission were more likely than their counterparts to state that they were 
unwilling to care for a family member living with HIV/AIDS.   

 
Another noteworthy observation is that adolescents 10-14 years of age 

were 2 times more likely to state that they were unwilling to care for a 
family member living with HIV/AIDS than those who were 15-19 years. The 
sex and education of the respondent were not predictors of whether or not 
the adolescent was willing to care for a family member living with 
HIV/AIDS.  
 

Those who have misconceptions (those who believe that HIV/AIDS can 
be transmitted by sharing a meal with PLWA or can be contracted through 
witchcraft or mosquito) were more likely to express negative attitudes 
toward an HIV-positive teacher than those who had correct knowledge of 
HIV transmission. However, not all of the predictors are statistically 
significant. From Table 4, it can be observed that adolescents who believed 
that a person can get HIV infection by sharing a meal with a HIV/AIDS 
patient were 2.3 times more likely than their counterparts to stigmatise and 
discriminate against a teacher who has HIV/AIDS. This relationship was 
statistically significant at 99% level. Another observation is that adolescents 
who did not believe that a healthy looking person can be infected with HIV 
were almost 2 times more likely than their counterparts to have a negative 
attitude towards an HIV-positive teacher. It is also interesting to note that 
adolescents who believed that a person can get HIV/AIDS through 
witchcraft were twice more likely than their counterparts to have a negative 
attitudes toward a teacher who is HIV-positive. It appears again that lack of 
knowledge of how HIV/AIDS can be transmitted is an important predictor 
of discriminatory attitudes among adolescents towards people living with 
HIV/AIDS.  

 
 
 
 

Table 4. Adjusted Odds Ratios That Adolescents Do Not Want a Teacher  
                Living with HIV/AIDS to Teach by Selected Explanatory  

           Variables, Botswana, 2001 (N = 432) 
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Explanatory variables                 Adjusted odds ratios 95% confidence interval 
Sex 
           Male 
           Female 
Age of the adolescent 
          10-14 
          15-19 
Education of the adolescent 
          Primary 
          Secondary + 
Have you ever had sexual 
intercourse? 
           Yes 
           No 
Can a person get HIV/AIDS 
infection through witchcraft? 
            Yes 
            Do not know 
            No 
Can a condom reduce contracting 
HIV/AIDS infection? 
            Yes 
            Do not know 
            No 
Can a healthy looking person be 
infected with HIV/AIDS? 
            Yes 
            Do not know 
            No 
Can a person reduce HIV/AIDS 
infection by having one partner? 
            Yes 
            Do not know 
            No 
Can mosquito transmit HIV/AIDS 
infection? 
            Yes 
            Do not know 
            No 
Can HIV/AIDS be transmitted 
from mother to child? 
            Yes 
            Do not know 
            No 
Can a person get HIV infection by 
sharing a meal with a PLWA? 
            Yes 
            Do not know 
            No 

 
1.000 
0.849 
 
1.328 
1.000 
 
1.725 
1.000 
 
1.000 
1.274 
 
 
2.027* 
1.050 
1.000 
 
 
1.000 
1.470 
1.181 
 
 
1.000 
0.885 
1.845** 
 
 
1.000 
2.802** 
1.389 
 
 
1.215 
1.007 
1.000 
 
 
1.000 
1.444 
1.341 
 
 
2.314*** 
1.454 
1.000 

 
- 
0.542 – 1.332 
 
0.686 – 2.569 
- 
 
0.899 – 3.309 
- 
 
- 
0.445 – 3.648 
 
 
0.921 – 4.463 
0.504 – 2.184 
- 
 
 
- 
0.702 – 3.080 
0.677 – 2.062 
 
 
- 
0.404 – 1.938 
1.097 – 3.102 
 
 
- 
1.212 – 6.478 
0.750 – 2.572 
 
 
0.728 – 2.028 
0.422 – 2.402 
- 
 
 
- 
0.732 – 2.849 
0.650 – 2.767 
 
 
1.407 – 3.807 
0.583 – 3.624 
- 

Significance level  *** p < 0.01; ** p < 0.05; * p < 0.1 
Table 5: Adjusted Odds Ratio that Adolescents Would Not Buy  
                Vegetables from a Shopkeeper Living with HIV/AIDS by  
                Selected Explanatory Variables, Botswana, 2001 (N = 448)  
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Explanatory Variables                 Adjusted Odds Ratios 95% Confidence Interval 
Sex 
           Male 
           Female 
Age of the adolescent 
          10-14 
          15-19 
Education of the adolescent 
          Primary 
          Secondary + 
Have you ever had sexual 
intercourse? 
           Yes 
           No 
Can a person get HIV/AIDS 
infection through witchcraft? 
            Yes 
            Do not know 
            No 
Can a condom reduce contracting 
HIV/AIDS infection? 
            Yes 
            Do not know 
            No 
Can a healthy looking person be 
infected with HIV/AIDS? 
            Yes 
            Do not know 
            No 
Can a person reduce HIV/AIDS 
infection by having one partner? 
            Yes 
            Do not know 
            No 
Can mosquito transmit HIV/AIDS 
infection? 
            Yes 
            Do not know 
            No 
Can HIV/AIDS be transmitted 
from mother to child? 
            Yes 
            Do not know 
            No 
Can a person get HIV infection by 
sharing a meal with a PLWA? 
            Yes 
            Do not know 
          No 

 
1.000 
1.147 
 
1.176 
1.000 
 
2.117** 
1.000 
 
1.000 
0.535 
 
 
1.282 
1.003 
1.000 
 
 
1.000 
2.093 
0.981 
 
 
1.000 
0.946 
2.288** 
 
 
1.000 
2.104 
1.188 
 
 
0.761 
1.750 
1.000 
 
 
1.000 
0.915 
0.529 
 
 
4.692*** 
1.416 
1.000 

 
- 
0.682 – 1.928 
 
0.556 – 2.490 
- 
 
1.013 – 4.425 
- 
 
- 
0.150 – 1.906 
 
 
0.500 – 3.290 
0.423 – 2.381 
- 
 
 
- 
0.814 – 5.382 
0.529 – 1.819 
 
 
- 
0.381 – 2.350 
1.213 – 4.316 
 
 
- 
0.755 – 5.865 
0.568 – 2.484 
 
 
0.423 – 1.368 
0.552 – 5.552 
- 
 
 
- 
0.410 – 2.043 
0.235 – 1.190 
 
 
2.419 – 9.101 
0.498 – 4.032 
- 

Significance level  *** p < 0.01; ** p < 0.05; * p < 0.1 
Table 6: Adjusted Odds Ratio that Adolescents Would Like It Kept a  
                 Secret if a Family Member is Living with HIV/AIDS by Selected  
                 Explanatory Variables, Botswana, 2001 (N = 447)  
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Explanatory Variables                 Adjusted Odds Ratios 95% Confidence Interval 
Sex 
           Male 
           Female 
Age of the adolescent 
          10-14 
          15-19 
Education of the adolescent 
          Primary 
          Secondary + 
Have you ever had sexual 
intercourse? 
           Yes 
           No 
Can a person get HIV/AIDS 
infection through witchcraft? 
            Yes 
            Do not know 
            No 
Can a condom reduce contracting 
HIV/AIDS infection? 
            Yes 
            Do not know 
            No 
Can a healthy looking person be 
infected with HIV/AIDS? 
            Yes 
            Do not know 
            No 
Can a person reduce HIV/AIDS 
infection by having one partner? 
            Yes 
            Do not know 
            No 
Can mosquito transmit HIV/AIDS 
infection? 
            Yes 
            Do not know 
            No 
Can HIV/AIDS be transmitted 
from mother to child? 
            Yes 
            Do not know 
            No 
Can a person get HIV infection by 
sharing a meal with a PLWA? 
            Yes 
            Do not know 
          No 

 
1.000 
0.903 
 
1.236 
1.000 
 
1.088 
1.000 
 
1.000 
1.433 
 
 
1.269 
1.173 
1.000 
 
 
1.000 
0.758 
0.993 
 
 
1.000 
1.346 
0.723 
 
 
1.000 
0.870 
0.935 
 
 
1.119 
0.960 
1.000 
 
 
1.000 
2.237*** 
0.897 
 
 
0.872 
1.140 
1.000 

 
- 
0.592 – 1.378 
 
0.643 – 2.373 
- 
 
0.565 – 2.094 
- 
 
- 
0.465 – 4.414 
 
 
0.671 – 2.398 
0.626 – 2.200 
- 
 
 
- 
0.402 – 1.430 
0.582 – 1.692 
 
 
- 
0.685 – 2.645 
0.438 – 1.194 
 
 
- 
0.453 – 1.672 
0.517 – 1.691 
 
 
0.688 – 1.819 
0.552 – 2.000 
- 
 
- 
1.239 – 4.039 
0.454 – 1.771 
 
 
0.541 – 1.406 
0.533 – 2.438 
- 

Significance level  *** p < 0.01; ** p < 0.05; * p < 0.1 
Adolescents with primary education were 2 times more likely than those 
with secondary or above education to state that they would not buy 
vegetables from a shopkeeper living with HIV/AIDS (Table 5). Adolescents 
who believed that a healthy looking person can be infected with HIV/AIDS 
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were twice more likely than their counterparts to discriminate against a 
shopkeeper living with HIV/AIDS. From Table 5, it can be observed that 
adolescents who believed that a person can get HIV infection by sharing a 
meal with a HIV/AIDS patient were 5 times more likely than their 
counterparts to indicate that they would not buy vegetables from a 
shopkeeper living with HIV/AIDS. This relationship was statistically 
significant at 99% level.  
 

As to whether or not adolescent would like it kept a secret if a family 
member became ill with HIV/AIDS, none of the independent variables was 
statistically significant (Table 6), reflecting, perhaps the hypothetical nature 
of the question.  

 
Discussion 

 
HIV/AIDS-related stigma and discrimination are a serious public health 
problem not only in Botswana but also internationally. The purpose of this 
study was to examine the factors influencing stigma and discrimination 
related to HIV/AIDS among adolescents and to suggest ways of mitigating 
the impact created by such practices. The results clearly showed that 
HIV/AIDS-related stigma and discrimination are rampant in Botswana. One 
important finding is that although many of the respondents stigmatise and 
discriminate against HIV/AIDS patients (a teacher or shopkeeper who is 
sick with HIV/AIDS), a substantial proportion of them are willing to care for 
a family member sick with HIV/AIDS. This probably reflects that no matter 
how stigmatised the disease is, people are willing to make sacrifice in order 
to care for their close relatives. It is possible that the hypothetical teacher or 
shopkeeper who is sick with HIV/AIDS is not imagined to be a family 
member but a distant person. One may conclude that people are more likely 
to discriminate against HIV/AIDS patients who are not close relatives.  
 

Misconceptions about how HIV infection may be transmitted tend to 
promote negative attitudes towards PLWA. Consistently, respondents who 
believed that HIV infection can be transmitted through witchcraft or sharing 
a meal with a PLWA were significantly more likely to stigmatise and 
discriminate against PLWA than other people. This might be indicative of 
the fact that negative response and attitudes towards PLWA are strongly 
linked to general levels of knowledge about HIV and AIDS and, in 
particular, to the causes of AIDS and routes of HIV transmission (Bharat, 
Aggleton and Tyrer 2001). In other words, the perception of how HIV/AIDS 
was acquired is critically important on how people will treat a PLWA. The 
results also show that regardless of intensive public campaigns relating to 
various aspects of HIV/AIDS, including its transmission, the messages have 
not quite reached a large majority of people in the country. The Information, 
Education, and Communication campaigns on HIV/AIDS need to be 
intensified to dispel some of the prevailing misconceptions about HIV/AIDS 
transmission. There is clearly a need for a qualitative study on stigma, 
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discrimination, and associated factors so that mitigating strategies that 
effectively deal with these issues are designed and implemented. 
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