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This study explored experiences of intimate relationships, stigma, social support and treatment adherence among
HIV-positive adolescents in Chiredzi district, Zimbabwe. The study adopted an interpretive qualitative methodology
to explore the intricacies of living with HIV as an adolescent. Thirty (N = 30) adolescents aged between 13 and 19
years participated in this study. They were recruited while attending social support or during their routine visits
to collect antiretrovirals. In-depth interviews were conducted to generate data. Adolescents were asked about
their romantic lives and the difficulties they faced while living with HIV. Findings revealed that adolescents living
with HIV (ALHIV) are confronted with stigma and discrimination. They also grapple with emotional issues such
as dealing with disclosure. However, social support minimises the risk of harbouring suicidal thoughts. To the
various challenges ALHIV face, most of them (particularly males) adopt several coping mechanisms. These include
(but are not limited to) non-disclosure of their seropositive status to sexual partners, thereby risking reinfection
and exposing their partners to HIV. Non-disclosure of seropositive status contributed to either poor antiretroviral
therapy (ART) adherence or defaulting on HIV medication. A life-cycle approach to HIV prevention and management
is crucial to mitigating the challenges faced by ALHIV because risks of HIV infection, challenges of access to HIV
services and solutions to these challenges change at different stages of someone’s life. This scenario justifies
the necessity of a holistic bio-psychosocial approach to managing HIV among adolescents, not only limited to the
client, but also involving appropriate education programmes for the broader community.
Keywords: ART adherence, adolescents living with HIV (ALHIV), disclosure, discrimination, sexual behaviour

Introduction and background
This study explores experiences of intimate relationships,
stigma, social support and treatment adherence for
HIV-positive adolescents in Chiredzi district, Zimbabwe.
HIV has evolved from being an acute fatal disease to a
manageable chronic condition due to improvements in
detection, treatment and prevention (Russell et al., 2007;
Curran et al., 2014). Despite these improvements, the number
of adolescents1 (defined as persons aged 10–19 years in this
study) dying due to AIDS-related illnesses tripled between
2000 and 2015, the only age group to have experienced a
rise in deaths (UNICEF, 2015). Adolescents living with HIV
(ALHIV) might have acquired the disease through vertical or
horizontal transmission (UNAIDS, 2012). However, living with
HIV is difficult because the disease is highly stigmatised and
associated with promiscuity and death, despite the strides
made in treatment that prolongs life.
Adolescence is perceived as a bridge or transition from
childhood to adulthood. This period is characterised by
sexual development, sexual debut, risk taking and stressful

social role challenges (van Zantvliet et al., 2020). Living with
HIV is especially difficult for adolescents because this phase
of life is a formative period where identity is established and
intimate sexual relationships are initiated. ALHIV are likely
to experience stigma and discrimination, as such they are
more likely to maintain their confidentiality by not disclosing
their seropositive status to a romantic partner because one’s
status as sick is not desirable, particularly for adolescents
(Toska et al., 2015). The quality of adolescents’ future
lives largely depends on how successfully they negotiate
this stage of life, especially ALHIV who are more likely
to experience stress that emanates from grappling with
emotional issues of disclosure, and rejection from caregivers
or peers as a result of their seropositive status (Bekker
& Hosek, 2015). Research suggests that the burden of
disease in adulthood is due to risk behaviours that began in
adolescents and shaped future adult behaviours (Kar et al.,
2015; Machado et al., 2016).
Findings from a survey conducted in Uganda in 2011
revealed that adolescents had their sexual debut at 15
years of age. Further, the lack of experience among this
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understudied despite its long history of child prostitution
stretching from the 1960s (Mafirakureva, 2019). A detailed
geographical analysis of Zimbabwe’s HIV epidemic indicates
that areas linked to transport corridors, increased commercial
activities and mining activities were identified as HIV hotspots
(Phillips, 2019). Chiredzi district is an HIV hotspot because
of sugar production and commercial alcohol operations that
started in the 1960s. Additionally, because of its proximity to
South Africa, some parents cross the border to South Africa
in search of greener pastures, leaving behind their children,
who reportedly engage in prostitution, resulting in an upsurge
of child prostitution (Mafirakureva, 2019). Chiredzi district is
located in Masvingo Province, which recorded a worrisome
14.9% HIV prevalence and came fourth in 2016 in a country
with 10 provinces (Figure 1).
Despite high HIV prevalence rates in Masvingo, many
studies have been focusing on urban centres and cities
such as Harare (Kidia et al., 2014). By 2018, 85% of the
2.1 million HIV-positive adolescents in the world lived in SSA
(Slogrove et al., 2017). Zimbabwe is a landlocked country
in SSA. More so, Zimbabwe’s HIV prevalence is among the
highest in the world, standing at 12.8% in 2019 (UNAIDS,
2019), something which may hinder the attainment of the
universal target to end the AIDS epidemic by 2030 (UNAIDS,
2020). A comparison of new infections in Zimbabwe shows
that Chiredzi district lies among the top 15 districts with the
highest infections in 2017 (Zimbabwe Estimates HIV Report,
2018; see Figure 2). Harare and Bulawayo contribute the
largest number of new infections, followed by Gokwe South
district. However, Chiredzi district had the highest number
of new infections in Masvingo Province. This ranking is
worrying, particularly in the context of the remarkable
progress in mitigating new infections in Zimbabwe.

Study context
This qualitative study was conducted in Chiredzi district
in Zimbabwe with ALHIV because the area has been
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2016). Therefore, understanding the experiences of ALHIV
is critical to exploring a biomedical intervention that focuses
on reducing onward transmission among this group. This is
particularly important, given that some of the ALHIV engage
in intimate relationships and grapple with emotional issues
such as dealing with status disclosure.
Evidence from studies in sub-Saharan Africa (SSA)
attests that ALHIV engage in risky sexual behaviours that
contribute to new HIV infection (Zgambo et al., 2018; Sandy
et al., 2019). However, little is known about the impact of
the vulnerability posed by HIV on the transition and identity
of adolescents. Many studies tend to focus on evaluating
social support programmes for ALHIV. A study by Willis et
al. (2019) in rural Gokwe South in Zimbabwe evaluated a
multi-component programme to improve ART adherence
and retention of medication caring for ALHIV. Mavhu et
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delivery programme on ALHIV’s virological failure in rural
Shamva and Bindura in Zimbabwe. Apart from the fact that
most of these studies were done in rural Zimbabwe, the
current study’s sampled population was from both rural and
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SSA, particularly Chiredzi district in Zimbabwe. This study
aims to bridge that information gap.
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Figure 1: Prevalence of HIV in Zimbabwe by province (Source: Zimbabwe population-based HIV impact assessment, (ZIMPHIA, 2015)
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We used George Engel’s bio-psychosocial model (1980).
The theory proposes that systems exist within systems and
that nothing exists in isolation. It proposes that biological,
psychological and sociocultural factors act simultaneously
to shape people’s health. Similary, we argue that the
challenges of ALHIV are viewed within the context of the
family, the community and the peers with which adolescents
interact. Therefore, understanding the experiences of
ALHIV in contexts of stigma and social support can help
practitioners and policy makers improve their response to
the needs of this group. The behaviours of ALHIV can only
be explained in relation to the context within which they
occur.
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Figure 2: Estimated new adult HIV infections by districts (15+) (Source: Zimbabwe HIV Estimates Report (2018)
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This article draws on critical information on adolescents’
experiences of living with HIV in the contexts of their quest
to be in intimate relationships and the stratergies that
they employ to cope with stigma associated with HIV. The
study seeks to contribute more robust strategies that can
urgently inform innovative and targeted interventions that
support ALHIV. Findings from this study contribute to the
existing field of knowledge on ALHIV and may inform policy
formulation and practice aimed at reducing new infections
in Zimbabwe. The study identifies social support as an
important variable in the prevention of illnesses such as HIV.
It also assists ALHIV, particularly in the context of promoting
health, therapeutic compliance, safer sex and recovery from
illness (Mavhu et al., 2017).
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This study adopted an interpretive qualitative methodology
to understand the experiences of ALHIV, with particular
reference to stigma, intimate relationships, social support
and ART adherence. The qualitative approach was
appropriate to this study as we sought to understand the
experiences of ALHIV, something we could not adequately
explore if we had adopted a quantitative approach, which
is often limited to statistical analysis. Participants provided
informed consent. Those below the age of 18 (legal age of
majority in Zimbabwe) were requested to provide consent
letters from their parents or legal guardians. Further, they
provided assent to participate in the study.
Ethical clearance for this study was granted by the
University of KwaZulu-Natal’s Biomedical Research Council
(BREC) (Protocol number: BE475/19). The study protocol
was also submitted to the Medical Research Council of
Zimbabwe and clearance was granted (MRCZ/B1794).
Data were collected through in-depth interviews with ALHIV
from October to December 2019. These interviews had
a duration of approximately 45 minutes. Interviews were
adopted because of their flexibility when collecting sensitive
information because they provide a platform for non-verbal
communication, adding clarity for both parties (Harding,
2013). Initial access to the participants was negotiated
through hospital administration and researchers (the principal
researcher and two research assistants [male and female,
both with honours degrees in psychology and counselling
respectively]) were introduced to the participants.
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Subsequently, the participants were informed about
the study and voluntarily accepted to be interviewed. All
the participants were given Shona pseudonyms. The use
of pseudonyms was in line with the ethical principle of
confidentiality. We used purposive sampling to recruit 30
adolescents aged between 13 and 19 years. They were
accessing HIV services at Chiredzi General Hospital. A
counsellor was available to reassure the participants of
professional support in case of emotional trauma that could
arise from the interviews, thus operating in line with the
ethical principle of ‘first, do no harm’ (primum non nocere)
(Neuman, 2014).
To obtain the rich data required to understand adolescents’
experiences of living with HIV, a pilot test of the interview
guide was conducted with five participants before the main
study was done. Adolescents who participated in the pilot
study had similar characteristics to those who participated in
the main study, but were excluded from participating in the
main study. Piloting was done two weeks before the main
study and modifications to the interview guide were done .
Permission to audio record interviews was sought
verbally and through informed consent forms. To minimise
participants’ fear and anxiety about discussing their HIV
status, the interviews were conducted in a quiet and
secluded space that fostered trust, i.e. counselling rooms at
the hospital. Participants were not only recruited based on
their availability, they also had to meet the inclusion criteria:
(1) Living with HIV, on ART and have disclosed status to
parents, guardians and researchers;
(2) Between 13 and 19 years old; and
(3) Willing to participate in the study without expecting
payment (participants’ transport costs were reimbursed).
The exclusion criteria were:
(1) Participants who had not signed informed consent; and
(2) Participants who were acutely sick during the time of the
research.
Data collection schedule
Data were collected in three stages.
• Stage 1: In-depth interviews were held with all 30
participants, using open-ended questions. Such
questions allowed the researcher to take a holistic and
comprehensive look at the issues under study because
the responses permit participants to provide more options
and opinions, giving the data more diversity than would be
possible with a yes/no question.
• Stage 2: Repeat interviews were conducted with 15
participants. The second stage interviews were a
follow-up on issues that were not well explained during
the first stage interviews. Participants for the second stage
interviews were identified from the first stage and these
were invited for repeat interviews. These were participants
who had shown that they had extensive knowledge of
the topic under investigation, but had failed to articulate
issues. The goal of the second stage interviews was to get
richer information than that obtained during the first stage
interviews in which some participants appeared to withhold
some information, partly because of the sensitivity of the
topic. The second stage interviews were semi-structured,
which allowed the participants time to open-up about
sensitive issues and the researchers to probes in a much
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more sensitive way. This allowed researchers to compare
previous and current data from the same participants.
• Stage 3: From the participants who were interviewed
in stages 1 and 2, five were further interviewed for the
third time because of their willingness to share more
experiences in relation to the topic.
Data analysis
An inductive approach was used to define themes. This
means that themes are strongly linked to research findings
and the theoretical lens (Patton, 1990). Interviews that were
audio recorded in Shona, a dominant language spoken
in Chiredzi district, were translated into English during
transcription. Efforts were made to enhance accuracy and
clarity through intercoder reliability because the process
of data transcription was done by many researchers
(Nyambuya et al., 2021). Thematic analysis was used to
analyse data following the six stage method described by
Braun and Clarke (2006). Transcripts were later entered into
Nvivo (QSR International, Melbourne, Australia) software
for coding. While our analysis prioritised important themes
based on how often they were raised by participants, the full
spectrum of experiences, including divergent accounts, were
also considered.
Findings
The importance of social support
Most participants highlighted that at some point they wanted
to commit suicide, while others denied this, but informational
social support from the Internet and social groups on survival
stories facilitated acceptance and played an influential
role in minimising the risk of harbouring suicidal thoughts.
Hence, participants longed to live a quality life. This finding
is similar to other studies (Agnew-Brune et al., 2019; Willis et
al., 2019). One participant reported:
I was afraid when I was first told that I was HIV
positive. I spent sleepless nights, stressed and
thinking about what to do next. I even thought of
committing suicide. However, when I researched
on the Internet and attended a social support
group, I realised that I could still survive on ARVs
(Tinomudaishe, 19-year-old male).
Survivor accounts on the internet equipped Tinomudaishe
with significant knowledge that he could still live a quality
life when adhering to HIV medication (ARVs). Another
participant who attended a social support group explained:
After I was told about my status, I never
contemplated committing suicide. I learned of
my status at the age of ten. At that age, I did not
know anything about being HIV positive. Through
social support and HIV/AIDS education at school,
I accepted my status especially when my mother
comforted me and I was already on medication
(Shovo, 14-year-old female).
Emotional social support from a significant other (the
mother) helped Shovo to accept her status. ALHIV who
did not attend social support groups reported experiencing
shame, and consequently isolated themselves. Feelings
of worthlessness were prevalent in the absence of social
support. This increases the difficulty that adolescents face
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in accepting their status, except for those who attend social
support programmes.
Social support session attendance emphasised the
importance of observing review dates, hence promoting
ART adherence and maximising the quality of life. Attending
social support groups also helped to minimise risky sexual
behaviours such as unprotected sex. Furthermore, it helped
to improve mental and emotional well-being, particularly by
eliminating suicidal thoughts. One participant shared the
following:
At social support sessions, we are taught to take
our medication correctly. We sometimes play the
‘soldier game’, which emphasises correct taking
of medication because if we stop, our antibodies
(soldiers) will be weakened by HIV; hence, the name
soldier game (Dhurango, 19-year-old male).
It emerged that ALHIV develop a sense of belonging
during social support sessions when they meet as a group
and make friends (appraisal social support). Attending
support groups also helps to build resilience, especially in
the face of discrimination. The close contact and the trust
established among ALHIV peers were mentioned as positive
outcomes that promote ART adherence. The following was
shared in an interview:
Sometimes I forget how certain pills are taken,
but at the social support meetings, we meet peer
educators who remind us because they work with
nurses and they know almost all the pills that we
take (Kuda, 15-year-old male).
Social support is pivotal to ART adherence as adolescents
are equipped with information that effectively helps them
adhere to their treatment. At the same time, psychosocial
support earned through support groups is significant as it
improves retention of and adherence to ARV medication.
The importance of group activities and spaces to meet other
ALHIV encouraged discussion and coping with experiences
involving the HIV-positive adolescent.
However, there were some limitations where social
support groups impacted negatively on new infections.
One male participant who attended social support said the
following: If you are infected, find someone to infect too
(Tinashe, 18-year-old male).
The need to spread the virus was the catalyst for risky,
unprotected sexual behaviours. This negative influence
was attributed to group friends during social support group
meetings. In this case, social support is to some extent
limited in terms of preventing risky sexual behaviours and
new infections among this group.
Masculinity and ART adherence
Male participants exhibited rebellious attitudes towards HIV
medication, probably because of masculinity norms in the
region which emphasise rebellious identities as a sign of
being a ‘real man’. When asked if he knew anything about the
importance of ARV drugs, one male participant responded by
saying that he knew that ARVs improved the quality of life,
but sometimes when he is with friends, he cannot risk being
seen taking medication as this is seen as an obstruction to
their chances of getting sex. The participant said:
Taking medication imposes restrictions on my party
life with my friends. I can’t excuse myself from a
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party because it’s time to take medication or excuse
myself because l need to get back home to take my
medication. I may take them later, remember there
will be beautiful girls and if they see you taking
ARVs, you won’t have a chance to find a hit and run
chick [girl] (Takunda, 19-year-old male).
Owing to experiences of masculinity, boys either delay
taking their medication or deny their seropositive status.
Hegemonic masculinity norms proved to have a strong
hold on male ALHIV, thereby affecting how they took their
medication. A popular ‘hit and run’2 saying among male
adolescents was the main cause for new infections and
denying having an HIV-positive status.
One participant explained how he would rather die than
compromise his masculinity by being seen taking medication
by his friends:
It’s better to die than to be seen taking medication.
That will be my end. So whenever l am with my
friends, l don’t take medication because I want
to be the same with them. Because of poor ART
adherence, l am now taking second-line medication
because my viral load had risen (Vunganai, 15-yearold male).
When asked why they do not excuse themselves for a few
minutes to take medication in a private space, participants
offered no solid answer. Most adolescents admitted to
just going with the flow and did not see the importance
of excusing oneself from the crowd to take their routine
medication. Arguably, hegemonic masculinity and the
need to be identified as HIV negative among men amplifies
AIDS mortality rates and treatment failures, a common
factor reported among this group. The meaning behind the
statement ‘its better to die than to be seen taking medication’
signifies that HIV is still a well kept secret, apart from boys
hiding it from their romantic partners who may deny them
sex otherwise. As a result, statistics on new infections will
maintain an upward trajectory due to the unprotected sexual
behaviour common among adolescents.
Reported sexual behaviours
In terms of romantic relationships, participants were worried
about transmission of infection to their sexual partners,
even among those who have not yet had romantic or sexual
experiences. The general consensus was that sexual
relationships must be characterised by responsibility and
extreme caution. One participant said: When you think of
having sex, you can’t help but think what if l transmit the
virus to my partner? You can’t help but think about it (Tsitsi,
18-year old female).
The idea of disclosing one’s seropositive status to sexual
partners was unanimous among the participants. However,
when to tell and at what stage of the relationship to disclose
one’s HIV-positive status are questions accompanied by
anxieties and worries. One male participant said:
I have a girlfriend and she knows about my HIV
status because I disclosed it to her. We have had
sex twice. However, on both occasions we used
protection (Taona, 18-year old male).
The main argument for postponing disclosure was fear of
rejection and abandonment.
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To tell your partner about your HIV-positive status,
you must be strategic. You have to be with them for
some time, make sure they love you, otherwise you
will be rejected and hurt (Chido, 19-year-old female).
From the above sentiments, it can be argued that
disclosure is reserved for close relationships. Further,
disclosure is sustainable only after a thorough examination
of the person’s worth in knowing the other’s status.
Stigma and discrimination
Despite the numerous HIV and AIDS campaigns in
Zimbabwean schools, adolescents still face discrimination,
which impacts negatively on their self-esteem and
psychological well-being. Discrimination against ALHIV
is documented in previous studies in SSA (Ashaba et al.,
2018; Petersen et al., 2010). As a result, many participants
feel isolated and stressed. Most of the participants showed
that adolescents were experiencing the actual burden of
enacted stigma. One of the participants related the stigma
experienced at high school thus:
At school there were some guys who used to see me
taking pills. They said that they no longer wanted to
play with me. I had to excuse myself (Tinomudaishe,
19-year-old male).
From the above assertion, ALHIV are at risk of
experiencing stress and depression, hence they face
difficulties in navigating the transition from adolescence to
adulthood. Depressive moods, irritability, anxiety, stress,
family conflicts and feelings of anger were reported as some
of the responses to stigma. The following was shared:
Sometimes l feel very angry with my life and with
everyone who sidelines me because of my status.
I sometimes wish bad luck on them, like wish that
they will also get HIV. During these times, l fight with
my friends and family a lot (Nyasha, 14-year-old
female).
Stigma was not only a menace from outsiders. Sadly, even
family members subjected ALHIV to stigma. A participant
that endured stigma by family members said:
When my family members buy snacks or cookies,
they avoid eating them together with me. They put
mine in a separate plate. I even use separate soap,
blankets and cutlery (Nhamoinesu, 18-year-old
male).
Participants’ responses showed that the public does
not have adequate knowledge about HIV and AIDS.
After almost four decades battling with the HIV and AIDS
pandemic, this chronic condition is still shrouded in myths
and misinformation which tend to perpetuate stigma and
discrimination. One participant highlighted how stigma
contributed to ALHIV’s poor performance at school:
I used to do Fashion and Fabrics at school. Nobody
dared touch or use my sewing machine whenever I
left it behind. It used to stress me a lot and even my
academic performance dropped (Hama, 13-year-old
female).
Stigma and discrimination affected ALHIV’s psychological
well-being, leading to internalised stigma, depression and
anger.
To avoid being victims of stigma, ALHIV would seek
clinical support from health facilities situated far from their
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communities. One participant reported that she came from
another town, yet she was collecting her medication from
Chiredzi because she feared being identified at her local
clinic. She said:
I do not collect my medication from my local clinic
because if people see me collecting from there, they
will isolate me. My mother accompanies me to this
clinic [Chiredzi] because no one knows us here.
I cannot come for social services as l do not have
money for transport (Chipo, 13-year-old female).
The problem of travelling long distances often led to poor
attendance of social support programmes as Chipo noted that
she only gets her ARV medication from Chiredzi, far from her
place of residence. Furthermore, the problem of adolescents
travelling long distances to seek medical care and access
social support meant that they were more likely to miss review
dates, something which impacted ART adherence.
Participants also revealed that they were collecting their
ARV medication secretly to protect their status from being
revealed. Fear of rejection by colleagues and romantic
partners was the reason for the secrecy. One participant
said:
When I see a girl I like at the hospital, l don’t collect
my medication. I will just make some rounds at the
hospital until she is gone. However, if that girl is also
taking their medication, then I can also take mine at
that moment (Tawanda, 19-year-old male).
For most participants in this study, the quest to belong and
maintain the secret regarding their HIV status defined their
lives. They indicated that careless talk about the virus could
bring discomfort, embarrassment and the risk of rejection
due to the stigma associated with HIV.
Discussion
Experiences of living with HIV: The need for special
attention among adolescents
This research has examined the psychosocial experiences
of ALHIV through personal narratives and obstacles faced
in the context of living with a chronic disease that is highly
stigmatised. The common theme that runs through ALHIV’s
accounts was the quest for normality and equality in
everyday life. On the one hand, normality was threatened
by the need to access care that appears endless through
treatment and routine medical consultations. On the other
hand, normality was threatened through living with the secret
of being HIV positive and the possibility of transmitting the
virus to sexual partners. These findings are consistent with
those of previous studies (Li et al., 2010; George & Lambert,
2015). In their transition to adulthood, adolescents’ quest
for freedom, individualism, concrete reasoning capacity
and the need to identify with others increase the chances
of new HIV infections among this group (Bekker & Hosek,
2015). ALHIV face the challenge of living with a chronic
illness, coupled with the dilemma of disclosure especially to
romantic partners because they fear being stigmatised and
rejected, which further complicates their access to health
care services (Feyissa et al., 2019).
Pertinent issues reported by ALHIV in this study touched
on stigma and the fear of being rejected by romantic partners
once they learnt about their status. Moreover, adolescents
reported experimenting with unprotected sex, resulting in
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new HIV infections (UNAIDS, 2018a). Our findings dovetail
with previous studies conducted in SSA which concluded
that peer counselling is effective in offering emotional
support, promoting safer sex and fostering adherence to
clinical support suitable for ALHIV (Toth et al., 2018; Willis
et al., 2019). Similarly, findings from the current study
have shown that social support is effective in discouraging
suicidal thoughts and minimising feelings of shame and
worthlessness among ALHIV.
Disclosure of an HIV-positive diagnosis to peers proved
to be difficult because revealing one’s HIV status exposes
the individual to social stigma, prejudice and discrimination.
These aspects are widely identified in the adult population
living with HIV and AIDS (Hosek et al., 2000). Stigma
and discriminatory attitudes that dehumanised ALHIV
were commonly cited as negatively affecting adherence
to medication. Similar results have been documented
in previous researches in SSA (Ashaba et al., 2018;
Petersen et al., 2010; Willis et al., 2019). Enacted stigma
and community stigma were both reported, which resulted
in many ALHIV resorting to risky coping strategies such
as non-disclosure of their HIV status to romantic partners,
unprotected sex and defaulting on medication. These
risky coping strategies often result in new infections and
premature deaths (Toska et al., 2015).
Stigma and discrimination were the major factors
hindering adherence to medication among ALHIV, hence
they affected the quality of their lives. A study conducted in
Uganda also concluded that stigma was the main hindrance
to adolescents’ ART adherence and quality of life among
school-going teenagers living with HIV (Kimera et al., 2019).
Communities hold misconceptions about HIV and AIDS. The
findings from a study conducted in Zimbabwe highlighted
that HIV was perceived as unacceptable and associated
with prostitution (Kidia et al., 2014).
Findings from this study demonstrate that male
adolescents were more unlikely to disclose their status or
default their medication because of their ego (a product of
hegemonic masculinity) than their female counterparts.
Even though males have their masculine behaviours and
tendencies which influence non-disclosure of their HIV
status, both sexes in the current research described a cycle
that they went through. The cycle starts when adolescents
hide their status from their partners. As sanctioned by the
largely patriarchal society in Zimbabwe, some female
participants in this research mentioned that they could not
insist on safe sex through the use of condoms during sex.
As such, their male counterparts would decide when and
how to have sex. Risky unprotected sex was reported by
both male and female participants. They reported that they
faced difficulties in disclosing their HIV-positive status. This
meant the non-disclosure of one’s HIV-positive status to
romantic partners, which heightened the risk of engaging in
unprotected sex. While there has been a decrease in new
HIV infections among all the other populations, there has
been a marked rise in HIV incidence among adolescents,
accounting for 37% of all new infections (UNICEF, 2018).
HIV status disclosure improves general mental health as
it effectively reduces secrecy and improves condom use
(Hayfron-Benjamin et al., 2018). If parents, health care
workers and adolescents are not educated about HIV and
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AIDS, global targets of attaining an AIDS-free generation by
2030 may not be feasible. The World Health Organisation
(WHO) recommends that adolescents should be empowered
with knowledge so that they know the right time for partial
and full disclosure. This significantly reduces new infections.
Thus, there is a possibility of meeting global targets of a
75% AIDS-free generation by 2030 (UNAIDS, 2017).
Health practitioners should develop and implement
interventions at both community and society level. Notably,
adolescents are inextricably linked to the social ecosystem
that encompasses the family and the school in the broader
community (Mburu et al., 2014). Further, ALHIV are likely
to be orphaned and live in hostile family environments
characterised by discrimination (Ramaiya et al., 2016;
Telisinghe et al., 2016). The current study demonstrates that
stigma and discrimination can influence ALHIV to default on
ARV treatment, adopt risky sexual behaviours and resort to
poor ART adherence. Therefore, it is imperative that health
practitioners should adopt a holistic approach, that is, the
biomedical approach to mitigate the unpleasant HIV and
AIDS-related experiences. Thus, HIV and AIDS education
must be offered at schools and in wider communities to
create protective environments for ALHIV.
Social support: A safe corner for adolescents
Evidence from this study supports the view that multiple
social support packages should be adopted. Emotional
social support has been found to effectively buffer stressrelated problems, while informational social support plays
an influential role in supporting adolescents with the right
knowledge (Mavhu et al., 2017). As such, the current study
demonstrated that offering an optimum combination of
appraisal, informational and instrumental social support
to ALHIV can be an effective therapeutic intervention
linked to safe practices such as disclosure of status to
romantic partners, adherence to medication and increased
self-confidence. Further, adolescents reported that social
groups are their safe stress-free corners where they
learn about ART adherence, safe sexual practices and
testimonies from others on how to improve the quality of life.
Thus, social support may be an effective variable in ensuring
a successful transition from adolescence to adulthood.
Comprehensive sexuality and HIV and AIDS education
It emerged that a lot still needs to be done to promote health
and well-being among ALHIV, perhaps through sexuality
education, counselling and social support, as this group
continues to be stigmatised and discriminated against.
Again, adolescents are indulging in risky behaviours as
statistics on new infections and treatment failures are
worrying among this population.
Research evidence has demonstrated the effectiveness
of sexuality and HIV and AIDS education in promoting the
quality of life among ALHIV (UNESCO, 2016). There is
a need for the endorsement of comprehensive sexuality
education (CSE) to impart the right information among
ALHIV. HIV and AIDS education must not mainly focus on
adolescents, but on various other stakeholders, including
the communities where stigma and discrimination have
been found to be rampant. For instance, the government
of Zimbabwe should consider incorporating aspects of
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CSE into the school curriculum for every child to benefit,
depending on age, gender and level of education. Genderfocused interventions are more effective than ‘gender-blind’
programmes, particularly in promoting critical thinking and
sexual and reproductive health education. These two are
significant to reducing unintended pregnancies, stigma and
discrimination, thereby promoting safer sex behaviours.
Strategic distribution of condoms and financial support
Often, adolescents start experimenting with sex when they
are between 13 and 19 years old (Ankunda et al., 2016).
While reasons for poor condom distribution have been cited,
there is a need to adopt more effective condom distribution
programmes. In Zimbabwe, sex is seen as the preserve of
married couples. Such cultural values often promote risky
sexual behaviours. For example, participants in this study
mentioned that they would avoid buying condoms in public
places because they were afraid of being seen. In some
places in Chiredzi district, condoms are reported to be
sold; thus, some participants reported the lack of money
to buy these protective paraphernalia. This requires that
stakeholders adopt a more strategic initiative in distributing
condoms. One such strategy is to install condom dispensers
in public toilets and even in toilets at schools. Although
sexuality and HIV and AIDS education is offered to
adolescents in primary and secondary schools in Zimbabwe,
most educators are not taking the subject seriously because
it is only mentioned for conformity to international standards.
It can be argued that if condoms are strategically distributed
where adolescents can access them without being noticed,
new HIV infections among adolescents will be significantly
reduced.
Cash flows can help build the resilience of adolescents
by providing financial incentives, thereby enabling them
to travel to hospitals for routine medical check-ups and the
much-needed instrumental social support (UNAIDS, 2018b).
In addition, offering financial support is on its own a way of
offering the actual social protection that adolescents need,
which greatly reduces risky sexual behaviours among
females and deviant, risky behaviours among men. For
instance, criminal acts, unprotected sex and substance abuse
can be mitigated through income-generating programmes,
vocational training and microfinance programmes as
standalone schemes that reduce poverty among unemployed
ALHIV (Lorenzetti et al., 2017; Pega et al., 2017).
Peer support interventions
Peer support interventions are more responsive, acceptable
and relevant to encourage adolescents to seek medical
attention and remain engaged in HIV care (WHO, 2018).
The bio-psychosocial approach proposes that the best
practice to mitigate challenges facing ALHIV is to put them at
the forefront when making laws and formulating policies, for
instance through peer counselling (Bekker & Hosek, 2015).
There is evidence to support the view that peer support
interventions help to minimise stigma and discrimination,
especially in communities where ALHIV live (Armstrong
et al., 2018; Willis et al., 2019). For instance, the Zvandiri
model of community adolescent treatment supporters
(CATS) in Zimbabwe offers differentiated services to
ALHIV to increase linkages and ART adherence among
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among ALHIV. Evidently, this programme is effective and is
recognised by WHO as one of the best innovations in this
area (WHO, 2019). In support, data from Zimbabwe’s 161
sites revealed that 976 ALHIV were recruited through CATS,
and 947 of 976 (94%) were initiated on ART and 909 were
retained after six months (Willis et al., 2019).
In addition, the local Zimbabwean Friendship Bench (FB)
model has also proved to be the best fit locally, particularly
in terms of reducing suicidal ideation and improving ART
adherence among people living with HIV. These findings are
congruent with other studies (Chibanda et al., 2017; Verhey
et al., 2020). Detailed descriptions of the FB intervention
model can be found elsewhere (Chibanda et al., 2016).
Therefore, adopting models similar to Zvandiri with its famous
CATS or the Zimbabwean FB programme may be significant
in reducing new HIV infections among adolescents.
Limitations of the study
While this study reflected on the experiences of ALHIV, it
has some limitations. The findings cannot be generalised to
other places because a small sample was used. In addition,
the study also relied on self-reported narratives. There is a
need for a quantitative study that identifies the relationship
between stigma and ART adherence, and examines the
extent to which social support effectively benefits ALHIV.
However, the strength of the current study lies in its
geographical location, which makes its contribution unique.
It is one of the first studies to document the experiences of
adolescents and methods of interventions in Chiredzi district,
Masvingo Province in Zimbabwe.
Conclusion
In summary, many ALHIV default on treatment due to
stigma and discrimination, coupled with accidental and late
HIV status disclosures. Adolescents reported difficulties in
disclosing their status to their peers, especially to potential
and romantic partners. This mostly resulted in risky sexual
behaviours compounded by lack of proper knowledge
on sexuality and HIV and AIDS. Evidence from this study
supports the view that offering all forms of social support,
counselling and HIV education is important to minimising
stigma and discrimination in communities as reported
by adolescents. In addition, cash flows can help build the
resilience of adolescents by providing financial leverage,
which enables them to travel to hospitals for regular medical
check-up and other HIV services, including social support.
It can be concluded that to meet the 2030 global targets set
by UNAIDS by at least 75 per cent, a holistic biomedical
intervention must be implemented at both community and
society level. Further, there is a need to prioritise ALHIV
when enacting laws and formulating youth-friendly policies.
Notes
1

2

Defined by WHO (2018) as the second decade of life (aged
10–19) with ‘young adolerscents’ as 10–15-year-old individuals
and older adolescents as 15–19-year-old individuals.
‘Hit and run’ refers to once-off romantic sexual relations without
any meaningful ties, also known as one-night stands.
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