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ABSTRACT
BEYOND DYADS: THE PERCEPTION AND EMBODIMENT OF HIV/AIDS RISK AMONG
MUSLIMS WITHIN MARITAL UNIONS IN RURAL UGANDA
By
Teresa A. Swezey

The research for this dissertation was conducted over nearly two years in a rural area of
eastern Uganda with Muslims of the Basoga ethnic group who had been reached by an intensive,
faith-based HIV/AIDS education and prevention program (the Islamic Medical Association of
Uganda's Family AIDS Education and Prevention through Imams Project). The primary research
question addressed is how the social construction and practice of gender relations affects the
perception and embodiment—or lived experience—of HIV/AIDS risk, particularly for women in
marital unions. Individuals learn gender norms and are rewarded or sanctioned based upon the
extent fo which they practice (or “do”) gender according to dominant norms. Qualitative and
quantitative methods were used to examine (1) how doing gender among Basoga Muslims impacts
access to and control over valued social and economic resources as well as control over sexuality
and reproduction, (2) the way inequitable distribution of resources and control over sexuality and
reproduction affects the perception and embodiment of risk, and (3) the different way matched
wives and husbands in monogamous and polygynous unions assess their HIV/AIDS risk and their
reasons for that risk. Perceptions of polygyny as a risk factor for HIV/AIDS were analyzed as a
sub-set of the third research question. |

Marital partners in polygynous unions are linked to each other through complex, multi-
dimensional networks yet, the focus of research on HIV/AIDS risk within marital unions in Sub-
Saharan Africa remains at the level of individuals or couples (dyads). This dissertation argues that
we need to adopt a broader frame of analysis when conducting research on HIV/AIDS in areas of
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Sub-Saharan Africa with high levels of polygyny. To address this and produce data to answer the
above questions, the risk cluster concept was developed as an analytical and methodological tool.
This concept attempts to move beyond the level of individuals and dyads (or couples) to compare
matched husbands and wives’ responses to key issues related to HIV/AIDS risk and risk reduction.
A risk cluster consists of all the marital partners within a union, whether living in separate or linked
households. A linked household is one in which a husband has wives living in more than one
compound (or house).

Consistent with other research, women were concemed about their husband’s risk-related
behavior as an influence on their HIV/AIDS risk. A new finding is that women in polygynous unions
were also concemed about their co-wife/ves’ behavior. This suggests the need to expand West
and Zimmerman's (1991) concept of “doing gender” to include gender relations among women as
well as between women and men. Another significant finding, not reported in other research, is
that the majority of participants (nearly two-thirds) considered polygyny a risk factor for HIV/AIDS.
Moreover, members of polygynous risk clusters were more likely than members of monogamous
risk clusters to assess their risk as moderate/great. The conclusion presents the theoretical and

substantive contributions of the dissertation, including implications for practice.
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CHAPTER 1
INTRODUCTION TO THE STUDY

Introduction

At the close of 2002, an estimated 42 million people, over 95 percent of
whom were residents of developing nations were living with HIV/AIDS globally.’
Heterosexual transmission accounts for the majority (80%) of HIV infections in
the South. While the dynamics of the global HIV/AIDS pandemic are changing,
Sub-Saharan Africa, with one-tenth of the world’s population, accounts for 70
percent (29.4 million) of the estimated global total. Women comprise 50 percent
of the adults (1549 years of age) living with HIV/AIDS globally. The majority
(58%) of women living with HIV/AIDS are located Sub-Saharan Africa, where
heterosexual transmission is the main mode of transmission.? The rate of HIV
infection in young women ages 15-24 is about twice that of men in the same age
group (an estimated 6%-11% of women versus 3%-6% of men) (UNAIDS/WHO
2002: 18).

Within the context of the AIDS epidemic, there are a variety of ways that
social forces may become translated into personal risk, particularly for women.
Sociocultural norms shaping unequal gender relations may mean that women
have less control over sexuality and reproductive decision-making than men.
Norms that define women primarily in terms of their roles as wives and mothers
may contribute to lower levels of education and earlier age of marriage for

women than men, and potentially large age gaps between spouses. Men who are



several years older than their wife/ves or female sexual partner/s may have had
several previous sexual partners, thus potentially increasing the risk of infection
for their current female partner/s (Kelly et al. 2003; UNAIDS/WHO 2002).
Additionally, age and educational gaps between spouses may increase women'’s
risk by decreasing the likelihood that condoms will be discussed or used within
the context of a marriage (Blanc and Wolff forthcoming; Blanc et al. 1996).
Worsening economic conditions and increasing poverty in many African
countries also has increased many women's economic dependence on men.
Within this context, women may exchange sex for money or material goods to
increase their financial and/or social security, thereby increasing their risk for HIV
infection (UNAIDS/WHO 2002; Schoepf 1998; Simmons, Farmer, and Schoepf
1996; Standing 1992). Moreover, many Sub-Saharan African women'’s
commitment to monogamy within a marital union or steady partnership is no
guarantee against HIV infection. An estimated 60-80 percent of women infected
with HIV in the region have had only one lifetime sexual partner (Adler et al.
1996, cited in Rivers and Aggleton 1999: 4; see also Whelan 1999: 15). Most
women living with HIV/AIDS in Sub-Saharan Africa, as globally, were infected by
their “primary partner” (O’Leary 2000).2 “Many married women may erroneously
believe that they are in mutually monogamous relationships, or may not know
that their partner is HIV-positive and putting them at risk” (Center for Health and
Gender Equity 2004: 10). A ten-year longitudinal study in the Masaka district in
Uganda found, for example, that “[ijn married couples where both partners are

not infected, men bring HIV infection into the marriage at twice the rate of



women. . . . probably owing to extramarital sexual behaviour® (Whitworth 1999:

181). To address these issues, this dissertation explores the connection

between culture, gender, and HIV/AIDS in the Busoga region of eastern Uganda.
Statement of the Problem

Notions of power, powerlessness, and empowerment are often applied
uncritically across cultures by both researchers and practitioners. The lack of
attention to clearly defining and understanding these concepts in various social
contexts has implications for the success of health promotion efforts, particularly
AIDS education and prevention programs. It is problematic to assume that
HIV/AIDS risk reduction programs can ‘empower’ people to change their behavior
without first defining power, powerlessness, and empowerment and addressing
underlying structural issues such as gender and economic relations.

Power is often conceptualized in sociology in Weberian terms, that is, as
the ability to impose one’s will on others despite opposition (Weber 1947:152).
Weber’s formulation of power reduces power relations to domination and control
and portrays power as something that is possessed by individuals; you either
have power or you do not. Those who are assumed to be without power are
viewed as ‘victims' of the powerful (Gallin 2002:74; Villarreal 1992:255).

A Weberian notion of power also does not clearly illuminate the social
structural bases of power relations and how “the refations of ruling” [emphasis
added] shape how we experience the realities of our everyday world(s) (Smith
1987). Weber’'s formulation of power implies that it is the amount of power one
possesses that matters (Villarreal 1992: 256). Consequently, it closes off the



possibilities for recognizing the multiple forms and fluid nature of power as well
as the ways that the “powerless” resist (Foucault 1980) and manipulate the
constraining and enabling social forces shaping their lives (Gallin 2002:74,
Villarreal 1992:258). Finally, the Weberian notion of power does not address
how power relations might be transformed nor does it shed light on the meanings
of “empowerment.”

Empowerment directed toward promoting behavior change is a goal of
both international and Ugandan AIDS prevention programs. These programs
often target their messages to women. Implicit in this approach is the assumption
that improving knowledge is equivalent with empowering women to negotiate a
reduction in their HIV/AIDS risk (Campbell 1995; Ulin 1992). Yet the varied
meanings and experiences of power, powerlessness, and empowerment within
particular contexts as shaped by gender and economic relations are rarely
examined (Campbell 1995; Heise and Elias 1995; Schneider 1992; Schoepf et al.
1991b). Any program that seeks to increase people’s ability to control their risk
of AIDS must address the way that personal biography and social structure (Mills
1959), particularly gender and economic relations, interact to create differing
degrees of opportunities and/or constraints within particular social contexts.

In addition to the need to redefine and recontextualize the meanings of
power, powerlessness, and empowerment within the field of HIV/AIDS research
and practice, there is a need to expand the analytical lens. To date, the majority
of research on HIV/AIDS in Sub-Saharan Africa has been analyzed at the

individual level, using either women alone, men alone or wives and husbands,



i.e., “couples”) as units of analysis. This research has greatly contributed to our
understanding of the ways that gender inequality contributes to different levels of
risk and ability to act on risk reduction messages for women and men. Gender
power differentials disadvantage the majority of women in ways that make it
difficult for them to reduce or control their risk for HIV/AIDS. With valued
socioeconomic resources generally controlled by men, women’s socioeconomic
vulnerability negatively affects their ability to negotiate a reduction in their
HIV/AIDS risk. The primary HIV/AIDS prevention messages of fidelity, condom
use, and partner reduction are of limited relevance to women, largely because
the balance of power in sexual relationships rests with men (Center for Health
and Gender Equity 2004; Rao Gupta 2000; Schoepf 1998, 1992; Reid 1997,
Farmer, Connors, and Simmons 1996; Rao Gupta, Weiss, and Whelan 1996;
Baylies and Burja 1995; Basset and Mhloyi 1991; Carovano 1991). Even when
women put HIV/AIDS prevention messages into practice, they still perceive
themselves to be at risk because of concemns over their husbands’ or steady
male partners’ behavior (Kengeya-Kayondo et al. 1999; Baingana et al. 1995;
Caraél 1994; McGrath et al. 1993 ).

While existing studies move beyond the failure of many risk reduction
models to factor in gender-power as a reality check on whether women are able
to reduce their HIV/AIDS risk, they ignore an important issue: Sub-Saharan
Africa has the highest incidence of polygyny in the world. Recent research
(Blanc and Gage 2000; Dodoo 1998b, 1996, 1994; Ezeh 1997; Blanc et al. 1996)
highlights the need to include analyses of gender power differentials within



polygynous unions as they influence reproductive preferences and decision-
making. What is missing from the literature on HIV/AIDS is an analysis of
whether wives, in addition to being concerned about their husbands’ behavior as
a factor in their HIV/AIDS risk, are also concemed about the possible effects of
their co-wife/ves behavior.

Multiple partner relationships—whether formally or informally
polygynous—expand the sexual network for all involved. When it comes to HIV
transmission, it is not so much the type of union tﬁat matters as the openness of
the network. A “monogamous” husband with several outside partners or perhaps
“outside wives” is actually at greater risk (as is his wife) than those in a
polygynous union in which all partners stay within the union (Berkley 1994).

Women's attitudes toward polygyny in Sub-Saharan Africa vary. While
some women identify cooperation as a benefit of polygyny, many other women
identify conflict among co-wives as a major disadvantage. Co-wives may
compete for their shared husband’s resources, and such competition can affect
their fertility decisions. Women stand a better chance of claiming a larger share
of their husband'’s resources if they produce children. To the extent that women
are able to control their own reproductive decisions, co-wives in polygynous
unions may compete with each other to bear the most children (Meekers and
Nadra 1995; Bledsoe 1993; Wittrup 1990; Ware 1979). Infact, co-wives in a
family may not limit their fertility unless they have some sort of guarantee that

their fellow co-wives will do the same (Ware 1979). Given the influence of co-



wives on each other’s reproductive behavior the question arises whether co-
wives consider each other in assessing the extent of their HIV/AIDS risk.

This dissertation puts gender back into gender relations by exploring

‘relations among women as well as between women and men. HIV/AIDS
research in Sub-Saharan Africa too often focuses on “couples” as though they
exist in isolation from the larger units in which they are embedded. In the
instance of polygynous unions—again, whether formal or informal—each dyadic
“couple” is linked to the others within a complex web of social, economic, and
sexual networks. Generally, studies focus on comparisons in risk assessment,
behavior, and risk reduction among wives and husbands (or male and female
partners) and rarely address the question of co-wives.

Over 20 years ago, Ware (1979: 190) questioned the wisdom of using
“couples” as the unit of analysis in areas with high rates of polygyny: “No one
seems to have given thought to the problematical meaning of the couple as the
basic unit for family planning communication or economic decision-making in the
context of the polygynous family.” Failing to address gender relations among
women—particularly co-wives in linked or separate households—as an influence
on risk and risk reduction is a critical gap in the HIV/AIDS research in Sub-
Saharan Africa. This failure also raises serious questions about how the
absence of such analyses affects HIV/AIDS education and prevention efforts.

Drawing upon two complementary theoretical foundations, this dissertation
argues for the need to move beyond the level of dyads, or couples in areas with

a high level of polygyny, to explore how gender inequality impacts perceptions of



HIV/AIDS risk and ability to reduce that risk. The first theoretical foundation used
is Farmer’s notion of the embodiment of risk (1996: 24; see also Farmer,
Simmons, and Schoepf 1996) , which examines the ways that social forces such
as poverty, gender inequality, and other forms of discrimination become
embodied as personal risk. This dissertation focuses on what the embodiment of
risk means for women. More specifically, it asks, how do the gender power
relations in which women'’s lives are embedded related to their HIV/AIDS risk?

The form that these gender power relations take and the types of
inequalities that they produce are related, in large part, to the way that gender
relations are socially constructed and practiced within societies. Thus, West and
Zimmerman’s (1991: 24 and 32-33) concept of “doing gender” serves as the
second theoretical foundation. Doing gender involves the enactment and re-
enactment (i.e., practice) of socially constructed norms about differences
between women and men, which legitimate and sustain the inequitable
distribution of power and resources (such as education, employment, income,
land ownership) at both the interpersonal and societal levels. These social norms
about gender relations are learned, and individuals are rewarded or sanctioned
based upon the extent to which they practice (i.e., do gender) according to the
dominant norms. The way that gender is socially constructed and practiced
within societies also impacts the extent of women'’s control over their sexuality
and HIV/AIDS risk.

In arguing for the need to move beyond dyads, this dissertation introduces

the concept of “risk cluster” as an analytical framework. A risk cluster consists of



all the marital partners in separate or linked households (a linked household is
one in which a polygynous husband has wives in more than one location). The
concept of risk cluster attempts to move beyond an individual level of analysis of
comparisons of women and men (or wives and husbands) to an analysis of
husbands’ and wives’ responses within the same or linked households. The
notion of risk cluster is based on themes that emerged around inter- and intra-
household dynamics with regard to HIV/AIDS risk and risk reduction during my
pre-dissertation (1994-95) and dissertation (1997) research in Uganda. These
themes focused on the social, economic, and sexual links between marital
partners in separate or linked households and the way that these connections
shaped perceptions of HIV/AIDS risk and risk reduction.

Participants in the research expressed an awareness of self-assessed risk
beyond the level of the dyad. A consistent theme was that the behavior of all
partners within the marital union impacted one’s HIV/AIDS risk and ability to
reduce that risk. Wives were concerned about their co-wive/ves’ as well as their
husband’s behavior and husbands were concerned about their wife or wives'’
behavior. In risk cluster terms, everyone within a risk cluster is affected by
everyone else’s risk-related behavior and even though a wife, for example, may
consider her risk as low because of her own behavior, she may nonetheless
assess her risk as moderate to high because she has no control over her
husband’s and/or co-wife/ves’ behavior.

The central research question asked in this dissertation is how the social

construction and practice of gender relations among the Basoga Muslims who






participated in the study shape the embodiment—or lived experience—of
HIV/AIDS risk particularly that of women within marital unions.® Beyond that, how
do differences in control over valued social and economic resources, sexuality,
and reproduction impact differences in wives' and husbands’ perception of
HIV/AIDS risk and ability to reduce that risk? Specifically: are there differences in
how matched wives and husbands in monogamous and polygynous risk clusters
assess their HIV/AIDS risk and their reasons for that risk?
Background and Setting of the Study

Uganda'’s success in reducing its HIV prevalence rates from as high as 30
percent in the early 1990s to as low as the single digits from the mid to late
1990s onward is unequalled in other countries.® For example, the HIV
prevalence rate in women attending antenatal clinics in the capital city of
Kampala fell from 30 percent in the early 1990s to eight percent in 2002. Similar
substantial declines in HIV prevalence have been documented in other urban
areas as well as in rural areas (UNAIDS/WHO 2003). Recent research
(Whitworth et al. 2002: 1049) from the Masaka District of Uganda shows that HIV
incidence (the estimated number of new HIV infections) has also decreased,
particularly among “young women aged 13-24 years and young men aged 20-29
years.”

Uganda’s implementation of the “ABC” (abstain, be faithful, use condoms)
approach to HIV/AIDS prevention is generally acknowledged as one of the key
elements in what some refer to as the “Ugandan miracle.” The relative weight of

each part of the “ABC" approach in contributing to Uganda’s success is,

10



however, a subject of debate.” What is agreed upon is that the “Ugandan
miracle” is related to a combination of a reduction in multiple partnerships,
promoting faithfulness, abstinence, and correct and consistent condom use. In
addition, Uganda encouraged youth to delay sexual debut and addressed the
economic vulnerability of women by promoting their empowerment through
financial independence (USAID 2002: 8).

The reasons for Uganda'’s success are not limited to the “ABC” approach,
however, and a number of additional factors played a crucial role in the country’s
declining HIV prevalence and incidence rates. These include a strong political
commitment to HIV/AIDS prevention and education at the national level
characterized by a multi-sectoral approach; the development of a national AIDS
policy early in the epidemic along with a national AIDS Control Program; strong
donor support; and involving people living with HIV/AIDS in prevention and
education efforts to address the issues of stigma and discrimination. Moreover,
Uganda'’s approach to HIV/AIDS education and prevention emphasizes
community-based approaches and the involvement of religious leaders and faith-
based organizations as well as civil society organizations. After initial resistance
at the national level, the country also actively promotes condom use through
social marketing and free condom distribution. Efforts to prevent and control
other sexually transmitted infections, which are known to increase the risk of HIV
infection, were also increased. Finally, Uganda’'s national-level approach
emphasizes voluntary counseling and testing (VCT), treatment, and care. The

country is intemationally recognized for its leadership in this area. The first
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confidential VCT center (the AIDS Information Centre) in Africa was established
in Uganda in 1990 and The AIDS Support Organization (TASO) is also an
international leader in providing counseling and support services (Hogle et al.
2002; USAID 2002).

The above discussion provides a background to the national context.
Below, | identify my social location to show how it shaped the research
experience and | provide a brief summary of the context, setting, and methods |
used in my dissertation research. | am a white, middle-class, American woman,
who was raised as a Catholic (although | no longer practice that faith). | was
unmarried, childless, and in my 40s at the time | conducted this research with
Ugandan Muslims of the Basoga ethnic group—the vast majority of whom were
married and had children. | entered the field for my dissertation research with a
masters degree and having completed six years of course work toward my Ph.D.,
including training in three East African languages: Lusoga, Luganda, and
Kiswahili.

My social location shaped the research experience in a number of ways.
During my pre-dissertation research, | was a participant/observer at a number of
training sessions for family based HIV/AIDS educators. Because of my status as
a Westerner, many of the rural people who were being trained as HIV/AIDS
educators tended to view me as an “expert” on all matters related to HIV/AIDS.
This created some awkward moments for me, as | felt that my colleagues from
IMAU who were the trainers were better educated about the realities of HIV/AIDS

prevention and able to convey that information in a way that was sensitive to the

12



local context than | was. While | answered the questions to the best of my ability,
| also stressed my Ugandan colleagues' expertise and encouraged people to
take advantage of their "local" HIV/AIDS experts. My location as a Westemer
affiliated with a project that had formerly been funded by USAID also affected my
relationship with research participants and other community members. Some
people felt that, as a white Westerner, | must be well resourced and connected to
donor funds. While | was certainly much better situated financially than members
of the communities who participated in the research, we often joked about how |
was still only a student (albeit an old student).

Community members viewed my status as a student, who had never been
married or had children as an anomaly. On the one hand, | was a highly
educated woman in my 40s. On the other hand, because the social definition of
“‘woman” is linked to having “produced” a child, or children, | was socially defined
as a “girl.” People were very curious about why | had never married or had
children (although | often joked that | was ‘married’ to my books) and a frequent
response to my unmarried, childless state was “sorry for you.” My social status
as a “girt” also made for some interesting discussions during and after the focus
groups that were held, in part, to discuss and define key sociological concepts,
such as head of household. The question debated was whether | could be head
of my own household, even though | was a “girl.”

Additionally, while | had learned three local languages, | was nonetheless
very aware that | was a child both culturally and in terms of my ability to express

complex concepts and questions linguistically. This often frustrated me and |
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was grateful for my research assistant’s patience and impressive skill in working
with me as a translator as we teased apart the various meanings of power and
empowerment as they relate to women's status and HIV/AIDS risk reduction.
Community members also were very patient in answering all of my outside
researcher questions about taken-for-granted aspects of every day life (such as
how households and heads of households are defined, and economic and
reproductive decision making processes) as well as sensitive questions related to
HIV/AIDS risk and risk reduction. In some ways, because of my outsider status, it
was easier for me to ask these types of questions than for my Musoga research
assistant to ask them.

| conducted the fieldwork for this study in two stages over a period of 18
months in the Busoga region of eastern Uganda. The first stage (pre-dissertation)
took place over seven months in 1994-95 and the second stage (dissertation)
was conducted during 11 months in 1997. | carried out the research in
collaboration with the Family AIDS Education and Prevention Through Imams
(FAEPTI) Project of the Islamic Medical Association of Uganda (IMAU). IMAU is
an indigenous non-governmental organization, which has a number of health-
related programs. The FAEPTI Project trains imams (religious leaders) and
community members how to be family-based AIDS educators (Family AIDS
Workers). The target population of the FAEPTI Project was Muslim and the vast
majority of people who participated in this research are Muslims of the Basoga

ethnic group.
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During both periods of research, | studied the impact of gender and
economic power relations on HIV/AIDS risk and risk reduction among Muslims
reached by the FAEPTI Project. The first stage of research was region-wide (i.e.,
throughout the three districts of Busoga), while the second stage was focused in
a rural parish (a political administrative unit) within one of the districts. | used a
combination of qualitative and quantitative data collection methods including
focus groups, key informant and in-depth interviews, participant-observation, a
parish-wide census of all Muslim households, and a household-based survey

organized by risk cluster.

rganization of the Stu

In this chapter, | introduced the study and my research questions. |
present the conceptual/theoretical framework, review of relevant literature on
gender power relations and HIV/AIDS, research questions, and risk cluster
concept as an analytical tool in Chapter 2. | then move to a description of the
setting of the study and research methods used in Chapter 3. Given the centrality
of marital relations and other unions to the embodiment of HIV/AIDS risk for
women in Sub-Saharan Africa in Chapter 4, | provide an overview of the major
themes in the literature on marital relations in the region, including a discussion
of the characteristics of polygynous societies. The fluidity of marital unions
emerges as a major theme in this literature, i.e., the challenges to defining

marital relations and other unions and the fact that monogamy and polygyny as

15



types of marital unions appear to be situated along a shifting continuum, rather
than being fixed opposites or endpoints.

My purpose in this review is to provide a context for understanding marital
relations and other unions in Uganda in general and among the Basoga Muslims
who patrticipated in the study in particular. | also include a discussion of Islam,
marriage, and the status of women among the Baganda and Basoga of Uganda
in Chapter 4. My focus is the similarities and differences between the way gender
is done in Islam and how it is done among Baganda and Basoga Muslims. These
two systems of doing gender often result in a gap between Islamic ideals and
practice (i.e., Islam as filtered through culture and acted upon by Muslims at the
local level).

In Chapters 5 through 8, | present the major findings of the dissertation.
The framework of analysis in each of the chapters highlights how the way gender
is done among the Basoga Muslims who participated in the study shapes the
embodiment of risk—particularly for women in marital unions. | examine marital
relations and risk in Chapter 5. Here | show that while power and empowerment
are frequently identified as central to women'’s ability to reduce their HIV/AIDS
risk, these concepts are rarely defined or contextualized. Thus, | include a
discussion of the different types of power (which are highly gendered) among
Basoga Muslims and focus on power, resources and risk in Chapter 6. In
Chapter 7, | extend this focus to include power, sexuality and risk.

While the lens in each of these chapters is widened to include gender

power relations at the household and risk cluster levels, in Chapter 8, | present
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the risk cluster level analysis of self-assessed risk, including comparisons of risk
assessment between monogamous and polygynous risk clusters. There | also
provide a discussion of respondents’ views on polygyny as a risk factor for
HIV/AIDS. My emphasis throughout Chapters 5 through 8 is on the challenges
confronting women within marital unions as they attempt to reduce their
HIV/AIDS risk in the face of seemingly unyielding social structural obstacles.
Within this context, some women manage to exercise their agency to reduce
their risk through both direct and indirect means. In Chapter 9, | summarize my
major findings, discuss the contributions as well as the limitations of my research,

and make suggestions for future research.
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NOTES

! The phrase, “living with HIV/AIDS" refers to all individuals who are HIV positive,
regardless of whether they have developed symptoms associated with AIDS
(UNAIDS 2002).

2 |t should be noted that more men are living with HIV AIDS in all regions of the
world, aside from Sub-Saharan Africa (UNAIDS/WHO 2000: 4).

3 For further examples of the risks posed to women by their steady male partners
in Sub-Saharan Africa, see Carpenter et al. (1999) and Allen et al. (1992, 1991).

“ The largely rural Masaka and Rakai districts in southwestem Uganda have been
especially impacted by the HIV/AIDS epidemic.

® A linguistic note about the use of terms used throughout this dissertation: the
first language spoken by the majority of people in the study is Lusoga, a Bantu
language. In very simplified terms, Bantu languages are noun-class driven,
meaning that words belong in certain noun classes and the noun classes are
distinguished by prefixes, infixes, and suffixes. This means that the prefixes “lu,”
“bu-* and “mu-* or “ba” refer to language, place, and person or people,

- respectively. Thus, using “-soga” as a root, the language is Lusoga, the place (or
region) is Busoga, and a person hailing from Busoga is a Musoga (plural,
Basoga).

¢ Prevalence refers to the percentage of adults who are estimated to be living
with HIV/AIDS at one point in time. incidence refers to the number of new HIV
infections over a specified time period (usually one year). For a discussion of
other Sub-Saharan African countries’ success in reducing their prevalence rates
see UNAIDS/WHO (2003).

” See Hogle et al. (2002) and Greene (2003) who argue the importance of the “A”
and “B* component over the “C” component of the “ABC” approach in
contributing to Uganda’s substantial reduction in HIV/AIDS. For a critique of the
“ABC” approach see the AIDS and Anthropology Bulletin (Volume 15, Number 2,
2003), and the recently published (March 2004) monograph by the Center for
Health and Gender Equity. See Parkhurst (2002) for a challenge to some of the
claims made about the Ugandan success story.
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CHAPTER 2
THE PERCEPTION AND EMBODIMENT OF HIV/AIDS RISK

Introduction

Much of the focus in HIV/AIDS research on risk and risk reduction centers
on two key questions. First, how do people perceive their risk? Second, what
determines whether and how people act on their risk perception? The way these
questions are framed helps to determine their policy-level outcome, i.e., the
scope and focus of HIV/AIDS education and prevention programs. “Research
paradigms tend to define what questions will be asked and help to determine
which problems will be legitimated as issues....If the dominant paradigms reflect
limited perspectives, then the policy conclusions they suggest or legitimate may
be ineffectual or even counterproductive® (Schoepf 1991: 749; see also Packard
and Epstein 1991).

The dominant paradigm used to frame AIDS risk and risk reduction has
been based in the field of public health. The halimark of the public health
approach is population-based studies of the modes of HIV transmission and
factors influencing the patterns and distribution of the HIV/AIDS epidemic.
Epidemiological research continues to be an important tool in delineating and
tracking changing pattems of seroprevalence rates, AIDS cases, and biological
and behavioral factors contributing to the spread of the epidemic.' It also plays a
central role in efforts to reduce transmission (Whelan 1999). As discussed below,

however, there are major limitations to the emphasis on risk groups—or more
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recently, risk behaviors—in public health HIV/AIDS research and interventions
(Gilbert and Walker 2002; Parker 2001; Schoepf 2001; Treichler 1999; Farmer,
Connors, and Simmons 1996; Rhatigan et al. 1996; Epstein 1995; Hart and
Boulton 1995; Rhodes 1995; Reid 1992; Wermuth, Ham, and Robbins 1992).

The major public-health HIV/AIDS risk reduction models are based on
psychological and/or social-psychological principles emphasizing the
determinants of individual-Hevel risk perception and behavior change.2 While
posing differing mechanisms and processes leading to risk reduction these
models assume that changes in attitudes and cognition result in increased
preventative behaviors and “that individuals behave rationally and that certain
theoretically relevant elements affect their behavior. They assume that
individuals are free to choose a rational course of action and that they have the
necessary resources...” to implement change (Fisher and Fisher 2000: 47, see
also Rhodes 1995; Ingham, Woodcock, and Stenner 1992). Mainstream models
generally do not consider gender power differentials that shape differing degrees
of knowledge about HIV/AIDS, as well as social definitions of masculinity and
feminity that impact attitudes and behavior, along with control over sexuality and
risk (Rao Gupta 2000; Whelan 1999; Reid 1997, 1992; Rao Gupta, Weiss, and
Whelan 1996).

Such models have been critiqued for their failure to recognize that
individuals’ attitudes, behaviors, knowledge, risk, risk perception, and ability to
act on that perception are embedded within a wider matrix of social forces
(Parker 2001; Schoepf 2001; Schoepf 1998; Reid 1997, 1992; Connors 1996;
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Farmer, Connors, and Simmons 1996; Rao Gupta, Weiss, and Whelan 1996;
Ankrah et al. 1994; Ankrah 1991; Worth 1989). While research based on
individual-level studies has “... monitored the changes in risk behavior as thé
epidemic has progressed,” they have been limited in their ability to contribute to a
sociological understanding of risk and risk reduction (Hart and Bolton 1995: 56).

In restricting themselves to psychological or at best social
psychological parameters of human action they have failed to take
account of the social dimensions beyond membership in a “peer
group.” In this schema, socio-economic location, age, and ethnicity
are simple descriptive variables included with others in statistical
analyses rather than what they really are—shorthand terms for
complex and multi-dimensional social processes and experiences
(ibid.: 57).

Risk Groups versus Risk Behaviors: A Shift beyond the Individual Level?

Over the first two decades of the AIDS pandemic, the epidemiological
gaze and discourse on who is most infected and affected has shifted from an
emphasis on risk groups to risk behaviors. Many researchers argue, however,
that this linguistic shift is more subtle than substantial, i.e., it still results in an
overemphasis on individual behavior and behavior change. From this
perspective, risk behaviors, while perhaps an improvement over the highly
stigmatizing risk group concept, do not expand the scope of analysis and
intervention to the broader range of social forces shaping such behavior (Rao
Gupta, Weiss, and Whelan 1996; Rhatigan et al. 1996; Simmons, Farmer, and
Schoepf 1996).

During the early years of the AIDS pandemic, the concept of risk groups
was used to identify those at highest risk of both infection and infecting others.
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The focus was on individual risk and risk reduction. The risk group framework
created boundaries separating those in high-risk groups (e.g., gay men,
“prostitutes,” long-distance truck drivers in Sub-Saharan Africa, or injecting drug
users) from the “general population.” Members of high-risk groups were targeted
for research and intervention with an array of consequences including
stigmatization and a denial of the possibility of risk in the “general population”
(Epstein 1995; Treichler 1999, 1989)

In the case of the U.S. until the early to mid 1990s, women and the
heterosexual transmission of AIDS were excluded from the social and scientific
construction of the epidemic. AIDS was constructed primarily as a gay male
disease, with serious consequences for women.® While this is no longer the
case, the initial exclusion of women from “risk groups” contributed to a lack of
research and knowledge about the clinical manifestations of HIV/AIDS in women,
and meant that women were denied access to treatment and care for HIV/AIDS
(Simmons, Farmer, and Schoepf 1996).4 It also contributed to the denial of
heterosexual transmission in the U.S. and to creating a false sense of security
among women that they were safe from HIV infection (Rao Gupta, Weiss, and
Whelan 1996; Treichler 1989). Even when the language changed from “risk
group” to “risk behavior,” the fact remained that women in the U.S. (and
elsewhere) who “had no known behavioral risk factors were contracting HIV...”
highlighting the inadequacy of the individualistic emphasis in the

conceptualization of “risk behavior” (Rao Gupta, Weiss, and Whelan 1996: 149).
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Whereas women were missing from the initial construction of risk groups
in the U.S., they were central to the construction of risk groups in Sub-Saharan
Africa and other parts of the world where heterosexual transmission was
recognized as part of the dynamics of the HIV/AIDS epidemic.’ In this case,
however, women were dichotomized into two groups: “mothers® and “whores”, or
“good women” and “bad women.” In other words, the primary focus of research
and intervention was in terms of women as reproducers and transmitters of the
HIV virus to children, and on “prostitutes” as “reservoirs of infection” (Carovano
1991). Aside from their status as reproducers or “as dangerous vectors,” women
were not conceptualized as worthy of HIV/AIDS free health in their own right.
The term “prostitute” was rarely problematized; “prostitutes” may also be wives
and mothers (Booth 1998; Carovano 1991). Nor was there much recognition of
the fact that in times of economic crisis more women were turning to sexual
exchange as a way to support themselves and their children (Schoepf et al.
1991a, 1991b).

A few years into the epidemic in Sub-Saharan Africa, an additional “core
group” was added—i.e., long distance truck drivers. AIDS in Africa was thus
constructed as a disease of promiscuity spread by the “core groups” of
prostitutes and long-distance truck drivers (Simmons, Farmer and Schoepf 1996;
Packard and Epstein 1991).° The consequences of this construction were
increased scapegoating and stigmatization of “prostitutes” as responsible for the
spread of AIDS. “Prostitutes” were viewed as infectors rather than infected and

limited attention was paid to their risk of infection. Additionally, because of the
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stigma attached to prostitutes, men reclassified their casual partners as “friends”
(Simmons, Farmer and Schoepf 1996: 69-70).

The stigmatization of prostitutes and of AIDS as a disease of promiscuity
reinforced barriers for women seeking treatment for AIDS or other sexually
transmitted diseases (STDs). Condoms were associated with prostitutes, and
women who had multiple partners “were reported to refuse condoms in order to
protect their virtue, even when condom use was a possible option” (Simmons,
Farmer, and Schoepf 1996: 70). Additionally, women were viewed as solely
responsible for the vertical (mother-to-child) transmission of HIV. During the
initial years of the epidemic, the focus on women as reproducers—or women of
reproductive age—deflected attention from the need to develop education and
prevention programs for adolescents (Carovano 1991).” Finally, the utility of risk
groups as a conceptual, epidemiological, and ultimately intervention framework
was further belied by the high levels of HIV seroprevalence in womén attending
antenatal clinics and at blood banks—both sources of data refiect the HIV
infection rate in the “general population® (McGrath et al. 1993).

The transition from “risk group” to “risk behavior” has had the unfortunate
effect of reinforcing the individualistic bias in public health and behavioral science
analyses of HIV/AIDS (Rhatigan et al. 1996: 241).

There is thus an enormous body of literature examining “high risk

behaviors® and AIDS. AIDS interventions, accordingly, have been

designed to educate or persuade individuals to choose to avoid the
demonstrably risky behaviors. Such an approach... permits

individual risk behaviors to be divorced from the larger social world

in which such behaviors are embedded. It also tends to exaggerate

the agency of the poor and poor women in particular. In
epidemiology and in public health, these individualizing trends have
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a common tendency to desocialize the social (ibid.: 241, emphasis

in the original).

The explicit awareness of the ways that broader social, economic, political
and cultural contexts shape risk is more pronounced in much recent research.
For example, the most recently published global AIDS epidemic update by the
United Nations AIDS Programme (2002) highlights all of these factors. Their
summary of the resolutions passed by the UN General Assembly Special
Session on HIV/AIDS also shows the need to address the underlying structural
factors such as poverty, discrimination, underdevelopment, and women'’s lack of
empowerment that drive the AIDS pandemic. The language of “risk groups” or
“vulnerable groups” as opposed to the “wider population® persists, however,
reinforcing the idea that the categories are mutually exclusive.

The next section reviews a framework that extends the analysis of

HIV/AIDS beyond the individual level.

The Embodiment of Risk and Gender Power Relations

Farmer and his colleagues’ notion of the “embodiment of risk® provides an
alternative framework to the dominant discourse on HIV/AIDS risk and risk
reduction (Farmer 1996b; Farmer, Connors, and Simmons 1996). The emphasis
throughout is on the ways that gender inequality contributes to the embodiment
of HIV/AIDS risk for women in developing nations, with a specific focus on Sub-
Saharan Africa. While gender inequality is not the only axis of stratification

affecting women's risk, “[g]ender relations enter and are constituent elements in
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every aspect of human experience...” (Flax 1990: 40). Gender is thus
inseparable “from other social relations of inequality” (Baylies and Burja 1995:
195). As noted by Rao Gupta (2000: 2), the imbalance of power between women
and men translates into an imbalance of power in heterosexual relations. In
many geo-social contexts, men'’s pleasure takes precedence over women'’s and
‘men have greater control than women over when, where, and how sex takes
place. An understanding of individual sexual behavior, male or female, thus
necessitates an understanding of gender and sexuality as constructed by a
complex interplay of social, cultural, and economic forces that determine the
distribution of power.”

In moving beyond individualistic models of AIDS risk and risk reduction
many authors argue for the need to examine the economic, political, and
sociocultural forces that shape differing degrees of risk and ability to reduce that
risk (Gilbert and Walker 2002; Parker 2001; Schoepf 2001; de Bruyn et al. 1998;
Bond, Kreniske, Susser, and Vincent 1997; Reid 1997; Farmer, Connors, and
Simmons 1996; Hart and Boulton 1995; Rhodes 1995; Wermuth, Ham, and
Robbins 1992). The concept of the “embodiment of risk” helps to reframe
individualistic, decontexualized approaches to the HIV/AIDS epidemic. This
concept, which is based in a political economy of risk approach, is framed by the
following query: “By what mechanisms, precisely, do social forces (such as
poverty, sexism, and other forms of discrimination) become embodied as
personal risk? What role does inequality, per se play in HIV transmission?”
(Farmer 1996b: 24).
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Throughout this dissertation the focus is on what the embodiment of risk
means for women, i.e., that risk is a part of the lived experience of women
because of the gender power relations in which their everyday lives are
embedded. These gender power relations, which more often than not translate
into greater control over valued social and economic resources, sexuality, and
reproduction for men than for women, structure women'’s risk and their ability to
reduce that risk by acting on HIV/AIDS prevention messages.

The notion of the embodiment of risk is embedded in the concept of
structural violence. In formulating his concept of structural violence, Galtung
(1969: 168) begins by defining violence “as the cause of the differences between
the potential and the actual, between what could have been and what is.”
Structural violence equates with social injustice and exists whenever people are
disadvantaged in ways that are “avoidable.” For example, structural violence is
present whenever “[rlesources are unevenly distributed as when income
distributions are heavily skewed, literacy/education unevenly distributed, medical
services existent in some districts and for some groups only, and so on. Above
all, the power to decide over the distribution of resources is unevenly distributed”
(ibid.: 171).

Farmer defines structural violence as the ways in which social forces such
as poverty, gender inequality, and racism structure risk in such a way that it
becomes embodied as personal experience. In this view, for those “... occupying
the bottom rung of the social ladder in inegalitarian societies,” individual

agency—uwhich is assumed unfettered in the dominant paradigm of HIV/AIDS
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discourse—is constrained by social structure (Farmer 1996a: 1-2).2 “Choices”
i.e., of whether and how to act on risk perception, are shaped by multiple and
intersecting axes of social structure including gender, race or ethnicity, class, and
sexuality. Commenting upon theories based on rational choice models
Strassmann (1993: 63) contends that,

“A theory that focuses on the choices people make assumes that

individual outcomes are a consequence of those choices. Although

choices are directly influenced by background circumstances and

constraints, the emphasis on choice over constraints leads to a

tendency to direct attention toward choice instead of toward the

constraints that direct and underlie choice” (cited in Christensen

1998: 12).
in other words, both the perception and the embodiment of risk do not occur in a
social vacuum. Structural violence means that one’s position within these
intersecting hierarchies of social structure either amplifies or shields one from
risk (Parker 2001; Schoepf 2001; Farmer 1996a, 1996b: 23; Farmer, Connors,
and Simmons 1996).

Structural violence combines with women’s greater physiological
vulnerability than that of men and helps to explain the dynamics and distribution
of the heterosexual transmission of HIV on a global scale (Whelan 1999; de
Bruyn et al. 1998; Farmer 1996a, 1996b; Farmer, Connors, and Simmons, 1996;
Simmons, Farmer, and Schoepf 1996; Doyal 1994).° In the next section, the
physiological factors that put women at greater risk of HIV infection then men are

briefly reviewed.
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Physiological Vulnerability"
Women are at greater physiological risk to HIV infection during

unprotected sex for four primary reasons. First, “the male deposits several
millilitres of potentially infectious semen over the surface of his partner’s vagina,
where it is likely to remain for some time” (Doyal 1994: 13). In other words, HIV
transmission is more efficient from man-to-woman than the reverse.!! Second,
women's reproductive anatomy and physiology increases their risk of infection.
The vagina and cervix provide a broad surface area for infection and ensure
longer exposure to HIV as well as other STDs. Additionally, the mucosal lining of
the vagina is more permeable than the surface of the penis; microscopic tears in
the reproductive tract lining occurring during vaginal sex can act as portals for the
virus. Moreover, cervical cells and the lining of the genital tract are “immature”®
and especially fragile in young women, further increasing their risk of infection
(Campbell 1999: 19-20).'2 Third, along with HIV, other STDs are more efficiently
transmitted from men-to-women than the reverse.'® Women are more likely to
have asymptomatic, undiagnosed STDs, which facilitate HIV infection, thus
increasing their risk (Campbell 1999; de Bruyn et al. 1998; Simmons, Farmer,
and Schoepf 1996; Doyal 1994).'* Finally, women in Sub-Saharan Africa (as
well as other developing countries) “are more likely to receive transfusions of
blood or blood products as a result of anemia and blood loss during labor,
miscarriage and induced abortion, and are therefore more likely to acquire HIV
through transfusions of infected blood” (Elias 1991 cited in Rao Gupta, Weiss
and Whelan 1996: 149).
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Women's physiological vulnerability to HIV infection is only one aspect of
their increased risk. Differences in gender power relations help to structure
differences in knowledge, attitudes and behaviors that affect individuals’ risk
(Rao Gupta 2000; PANOS/Zed 1999; Rivers and Aggleton 1999; Whelan 1999;
Rao Gupta, Weiss, and Whelan 1996; Mbizvo and Bassett 1996). They also
create differing degrees of access to and control of valued social and economic
resources and participation in the paid economy. All of these factors combine to
give men greater control over sexuality and, by extension, limit women'’s ability to
reduce their risk of HIV/AIDS. Because of this imbalance in gender power
relations, the major AIDS prevention messages have little relevance to women'’s
everyday experiences (Rao Gupta 2000; Whelan 1999; Schoepf 1998; Reid
1997, 1992; Farmer, Connors, and Simmons 1996; Campbell 1995; Bassett and
Mhiloyi 1991; Carovano 1991;Schoepf et al. 1991a, 1991b; Bledsoe 1990). In the
following sections, each of these issues is addressed to show how gender power
relations influence HIV/AIDS risk and risk reduction.

Differences in Levels of Knowledge, Attitudes, and Behaviors

The concept of “doing gender” (West and Zimmerman 1991) provides an
additional and complimentary framework to the embodiment of risk for
understanding how gender power relations influence HIV/AIDS risk and risk
reduction.

Doing gender involves a complex of socially guided perceptual,

interactional, and micropolitical activities that cast particular

pursuits as expressions of masculine and feminine ‘natures....
Rather than as a property of individuals... gender [is] an emergent
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feature of social situations: as both an outcome of and a rationale

for various social arrangements and as a means of legitimating one

of the most fundamental divisions of society (ibid.: 14).

In other words, “doing gender” involves the social construction of
differences "between girls and boys and women and men, differences that are
not natural, essential or biological. Once the differences have been constructed,
they are used to reinforce the ‘essentialness’ of gender.” The consequences of
doing gender shape “the allocation of power and resources not only in the
domestic, economic, and political domains but also in the broad arena of
interpersonal relations” (ibid.. 24 and 32).

“Doing gender” serves to produce and reproduce the social system and
allocation of power and resources:

... If we do gender appropriately, we simultaneously sustain,

reproduce, and render legitimate the institutional arrangements that

are based on sex category. If we fail to do gender appropriately, we

as individuals—not the institutional arrangements—may be called

into account (for our character, motives, and predispositions)....

... The sex category/gender relationship links the institutional and

interactional levels, a coupling that legitimates social arrangements

based on sex category and reproduces their asymmetry in face-to-

face interaction. Doing gender fumishes the interactional

scaffolding of social structure, along with the built-in mechanism of

social control. In appreciating the institutional forces that maintain

distinctions between women and men, we must not lose sight of the
interactional validation of those distinctions that confers upon them

their sense of ‘naturalness’ and ‘rightness’ (ibid.: 33)."

Norms of femininity and masculinity shape socially expected and accepted
levels of knowledge, attitudes, and behaviors regarding sexuality, reproduction,
AIDS, and other STDs. These norms often dictate what amounts to a double

standard for women and men. In many societies, ideals of femininity stress that
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women should not be knowledgeable about their bodies, sexuality, reproduction,
and STDs. For women to possess and call upon such knowledge is considered
a sign of diminished virtue. Women are expected to be virgins at marriage and to
remain faithful throughout their marriages. In contrast, men are expected to be
more knowledgeable about these matters, are not expected to be sexually
inexperienced or mutually monogamous, and are expected to take control of
sexual decision-making (Rao Gupta 2000; Whelan 1999; Rivers and Aggleton
1999; de Bruyn et al. 1998; Rao Gupta, Weiss, and Whelan 1996).

Because of a lack of information about the signs and symptoms of AIDS or
other STDs, women are less likely than men to seek treatment. The stigma
attached to seeking treatment for STDs also plays a significant role in whether
women are treated for them (Rao Gupta 2000; Whelan 1999; de Bruyn et al.
1998; Rao Gupta, Weiss, and Whelan 1996). Lack of knowledge about how to
treat STDs can contribute to an incomplete course of self-medication with
antibiotics. This, in tumn, often leads to further problems, since many people stop
using antibiotics once symptoms disappear (Caraél 1994).

STDs that remain undiagnosed and untreated over a long period can
contribute to infertility in women.'® In many parts of Africa, women'’s social status
is linked to their ability to produce children. “Childless women may seek out
various sexual partners in an effort to become pregnant” (de Bruyn 1992: 251).
Women who are assumed sterile are at risk for their husbands’ bringing another
wife into the family. In a study of polygynists and their wives in five Sub-Saharan
African countries (Uganda, Kenya, Ghana, Senegal, and Zambia) Timasus and
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Reynar (1998: 156) found that husbands married to childless women were about
twice as likely to be polygynists as those married to women who had produced
children. Similarly, women who are childless may either be forced out of or leave
their present marriages. They often remarry quickly into polygynous unions as
junior wives (Timaeus and Reynar 1998). Finally, if a childless woman is unable
to remarry, she may have to resort to exchanging sex for money in order to
survive, thereby increasing her risk of exposure to HIV (de Bruyn 1992: 251).

The construction of “good women” as ignorant about matters related to
sexuality and expectations that they will yield to male authority in sexual
interactions contributes to their risk. The “culture of silence” (Rao Gupta 2000)
whereby women are not expected to be knowledgeable about their bodies or
sexuality and the stigma attached to seeking out such knowledge creates
barriers to women getting the type of information that they need in order to
reduce their risk. This is especially true for young women, who are expected to
be virgins at marriage in many societies. Many young women are afraid that by
asking for information about sex, they will be accused of being sexually active.
Similarly, many adults resist making such information available to young women
because of fears that it will encourage them to be sexually active (Rao Gupta
2000; Weiss, Whelan, and Rao Gupta 2000; Whelan 1999; de Bruyn et al. 1998;
Rao Gupta Weiss, and Whelan 1996).

The emphasis on virginity, barriers faced by young women in accessing
information, and their disadvantaged position within hierarchical social structures

are of special concern for several reasons. First, in many Sub-Saharan African
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countries the HIV prevalence rate among the 15-24 year old cohort is as much as
three times higher in women than in men of the same age (MAP 2000). While
intensive and multisectoral HIV/AIDS education and prevention campaigns have
contributed to a dramatic decline in the overall adult (15-49) HIV prevalence rate
in Uganda, women in the 15-19 year old age group continue to be four to six
times more infected and affected than men of the same age (Uganda AIDS
Commission 2001.) |

One of the reasons for this is that older men are having sex with younger
women. In areas with high rates of HIV, older men seek out younger women as
sexual partners thinking that they will be HIV negative because they are virgins.
Young women may find it difficult to resist pressures to have sex in exchange for
money or gifts because of their socioeconomically disadvantaged position
(Stewart 2000; Weiss, Whelan, and Rao Gupta 2000; Whelan 1999; de Bruyn et
al. 1998; Rao Gupta, Weiss, and Whelan 1996). Other studies have shown that
some men seek out virgins thinking that sex with a virgin will cure them of HIV or
STDs (Whelan 1999). Second, the pressure to remain virgins combined with a
lack of knowledge about safer sexual practices means that adolescent women
may engage in sexual practices that increase their risk such as anal sex
(Vasconcelos et al. 1995; Bezmalinovic et al. 1994, cited in Weiss, Whelan, and
Rao Gupta 2000: 4)."7

Finally, in many parts of Sub-Saharan Africa women marry at early ages
and often marry men who are several years older than themselves (Adepoju and
Mbugua 1995; Berkley 1994; Bledsoe and Pison 1994; Bledsoe 1990;
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Lesthaeghe, Kaufman, and Meekers 1989). Such a practice has the potential to
increase young women'’s risk if they marry older men who have had unprotected
sex with several partners (MAP 2000). Large age gaps between spouses may
also reinforce men’s greater control over issues related to sexuality and
reproduction, and by extension, may make it even more difficult for younger
wives to negotiate a reduction in their HIV risk (Luke and Kurz 2002; Becker and
Costenbader 2001; Caraél 1988, in Carballo and Kenya 1994: 501;).

In addition to the physiological vulnerability of young women discussed
above,

The risk of exposure to an HIV infected partner at a young age

depends on the age of sexual debut, the number of partners, and

the likelihood that those partners are infected. Reported age at first

sex [in Africa] is similar for men and women, and even at young

ages men generally report higher numbers of partners than do

women. Since HIV prevalence increases with age, the tendency of

young women to have older partners both within and outside

marriage may increase their exposure to HIV-infected partners...[in

one study], the older a woman'’s most recent sexual partner, the

more likely she was to be infected with HIV (MAP 2000: 4).

Gendered differences in expectations about appropriate knowledge,
attitudes, and behavior also create obstacles for women suggesting condom use
as a risk reduction measure. “Good women" are not expected to know about or
suggest condom use, for to do so is to open one up to accusations of mistrust
and infidelity (Carovano 1991). The dilemmas that women face in implementing
condom use as an AIDS prevention measure are discussed detail below.

The social construction of masculinity and femininity that gives men more

power and control contributes to the likelihood that women may be forced to have
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sex against their will. Violence against women is associated with sexual
coercion, unprotected sex, and obvious risks to women’s health and well-being,
including an increased risk of HIV infection (Rao Gupta 2000; Whelan 1999).

Analyses of the determinants of gender-specific violence have

concluded that the situational factors that provoke violence against

women are vast. They include: male dominance and histories of

family violence; male control of family wealth; divorce restrictions

on women,; verbal marital conflict; heavy alcohol consumption;

economic stress and unemployment; isolation of women and the

family from community support; delinquent peer associations;

notions of masculinity linked to toughness and honour; rigid gender

roles; a sense of male entitlement and ownership of women;

approval of physical chastisement of women; and a cultural ethos

that violence is a valid means of solving interpersonal disputes

(Schuler at al. 1996; Heise, forthcoming, cited in Whelan 1999: 11).

A study in Dar es Salaam, Tanzania suggests that violence may be a
predictor of HIV infection for some women. Women attending a voluntary testing
and counseling center who were “HIV positive were 2.6 times more likely to have
experienced violence in an intimate relationship as those who were [HIV]
negative®’ (Rao Gupta 2000). The threat or fear of physical violence also acts as
an obstacle toward women broaching the subject of HIV risk reduction with their
male partners (ibid.; Whelan 1999).

Until fairly recently, most of the data collected on AIDS in Africa came
from women attending antenatal clinics and studies of female sex workers. The
focus on women—in their roles as reproducers and targeted “vectors" of the
AIDS epidemic—follows the general pattern of focusing on women in
reproductive health and sexuality. One of the major negative consequences of

this approach is that it reinforces stereotypes at the community level that STDs
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are women's diseases. Additionally, it reinforces the idea that fertility control and
infertility are women's problems (Mbizvo and Bassett 1996). The emphasis on
women in AIDS prevention ignores men’s role in sexual decision-making,
buttresses the belief that it is only women who are responsible for safer sex, and
lifts the burden for AIDS prevention from men’s shoulders. Moreover, it relies on
women to change men’s behavior (Campbell 1995: 198). Given the gender-
power differentials that give men more control over sexuality, reproduction, and
risk, an increasing number of studies have begun to focus on the need to include
men in both research and interventions (Rao Gupta 2000; Panos/Zed 1999;
Rivers and Aggleton 1999; Reid 1997, 1992; Mbizvo and Bassett 1996).

Control of Valued Social and Economic Resources, Sexuality, and Risk
*Interpersonal sexual scripts are played out in the context of hierarchical

social structures in which some people have the power to determine the sexual
and reproductive lives of others® (Dixon-Mueller 1993: 279). Men's greater
control over sexuality and reproduction (and by implication, HIV/AIDS risk) is
linked to gender inequality that gives men greater access to and control over
valued social and economic resources than women in many societies (Rao
Gupta 2000; Whelan 1999; de Bruyn et al. 1998; Schoepf 1998; Farmer
Connors, and Simmons 1996; Baylies and Burja 1995; Mason 1994; Ankrah et
al. 1994; Dixon-Mueller 1993; Kirumira et al. 1993; de Bruyn 1992; Standing
1992; Ulin 1992; Ankrah 1991; Kisekka 1990). In developing countries, women
comprise the majority of the poor. They have low levels of education and high
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levels of illiteracy, are more likely to be denied property and inheritance rights,
and have less access to training and credit (UNIFEM 2000; Riley 1997).

Additionally, compared to men, women in developing countries have lower
rates of participation in the paid work force, are paid less when they work outside
the home, often work in unregulated employment in poor working conditions, and
experience high levels of job insecurity. Gender inequality also means that
women may not fully control the income that they eamn from their work in the
formal or informal economy (UNIFEM 2000; Riley 1997).'® These conditions
translate into women's social and economic vulnerability and dependence on
men, which severely limits the extent of their control over sexuality, reproduction,
and risk for HIV/AIDS and other STDs (Rao Gupta 2000; Whelan 1999; de Bruyn
et al. 1998; Schoepf 1998; Reid 1997, 1992; Farmer, Connors, and Simmons
1996; Mason 1994; Ankrah et al. 1994; Dixon-Mueller 1993; Kirumira et al. 1993,
de Bruyn 1992; Mann and Tarantola 1992; Standing 1992; Ulin 1992; Ankrah
1991; Kisseka 1990).

“Individual® decisions about AIDS risk reduction are shaped by the broader
social, economic, political, and cultural contexts in which such decisions are
embedded. The primary AIDS risk reduction messages of (1) abstinence; (2)
mutual monogamy; (3) consistent and correct condom use; (4) partner reduction;
and (5) treatment for STDs are of little relevance to the everyday experiences of
women who have limited control over their sexuality, reproduction, and risk (Rao
Gupta, Weiss, and Whelan 1996; see also Reid 1997, 1992; Campbell 1995;
Bledsoe 1990). Sexual double standards that provide fewer sanctions for male
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infidelity and multiple partnerships and limit women’s control over their sexuality
makae it difficult for women to suggest, much less insist upon, their husband’s or
steady male partner's mutual monogamy and/or partner reduction (de Bruyn et
al. 1998; Rao Gupta, Weiss, and Whelan' 1996; Mason 1994; Ankrah et al. 1994;
Kirumira et al. 1993).

Where many women gain access to valued resources through men and
where women are defined primarily in terms of their reproductive capacity (as in
Sub-Saharan Africa), their social and economic security is tied to producing
children. Condoms are a male-controlled method of AIDS/STD prevention that
also prevents contraception. This may create a potential dilemma for women who
want to reduce their AIDS risk and also bear children. Due, in part, to their
association with AIDS/STD prevention, condoms are generally viewed as used
with outside partners rather than within a marriage or stable relationship. For
women (or men) to suggest their use is to raise the possibility of accusations of
mistrust and infidelity. Women assess a wide range of risks related to acting on
AIDS prevention messages, including the possibility of violence, as well as being
socially and economically dispossessed if they attempt to negotiate a reduction in
their HIV risk. Many women decide that the potential risks to their health do not
outweigh the other negative consequences (Rao Gupta 2000; Weiss, Whelan,
and Rao Gupta 2000; Whelan 1999; Reid 1997, 1992; Cohen and Trussell 1996;
Farmer 1996a, 1996b; Farmer, Connors, and Simmons 1996; Simmons, Farmer,
and Schoepf 1996; Wallman 1996; Lamptey and Coates 1994; Obbo 1993; de
Bruyn 1992; Larson 1992, 1990; Standing 1992; Ankrah 1991; Bassett and
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Mhiloyi 1991; Carovano 1991; Schoepf et al. 1991a, 1991b). “For many women,
faced with divorce or dire poverty on one hand and the risk of HIV infection on
the other, the choice becomes one of ‘social death’ or ‘biological death™ (Bassett
and Mhloyi 1991: 146).

Even when women take steps to reduce their own risk by, for example,
staying faithful, they are still at risk of HIV infection. The majority of HIV positive
women in Africa (an estimated 60-70% in 1990) have had only one lifetime
sexual partner (Reid 1997). Most HIV positive women in Sub-Saharan Africa—
as throughout the world—were infected by their husbands or steady male
partners (O’Leary 2000). Thus, a woman’s decision to be monogamous (or
faithful to her partner) does not necessarily shield her from the risk of HIV
infection. While polygyny in itself is not a risk if everyone stays within the
polygynous union, if one or more spouses have unprotected sex with outside
partners, it may increase the risk for everyone. Marriage thus needs to be
recognized as a significant risk factor for women in many societies (de Bruyn et
al. 1998: 14).

Married women attribute at least part of their risk perception to their
marital status and their lack of control over their husband’s behavior (Bemardi
2002; Baingana et al. 1995; Caldwell et al. 1994; McGrath et al. 1993). A World
Health Organization/Global Programme on AIDS study showed that marital
status is related to perceived risk for women, but not for men (Cohen and
Trussell 1996: 139). For example, McGrath et al. evaluated the applicability of
the AIDS Risk RNu&im Model (ARRM) in Kampala, Uganda with HIV positive
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and negative Baganda women (McGrath et al. 1993).'® The ARRM consists of
three stages leading to behavior change: “(1) the presence of variables
supporting change, (2) a decision to change and (3) taking action” (ibid.: 435).

Variables supporting change include “perception of the morbid event as
problematic; perception of associated behaviors as problematic; knowledge of
behaviors involved in disease transmission; perceived susceptibility; perceived
norms; and adverse emotional status associated with problem behavior.” The
second stage of the ARRM, “decision to change behavior,” involves an
assessment of the perceived costs and benefits of low as opposed to high risk
behaviors; an assessment of perceived norms; and skills and self-efficacy. The
third and final stage, “taking action,” involves “help-seeking behavior; skills in
healthful sexual behavior; sexual communication skills; and perceived norms”
(ibid.: 435).

Sociocultural norms dictate that women are to remain faithful, and
women'’s infidelity is a frequent cause of husbands leaving their wives, although
the reverse is less common. Women who are unfaithful risk divorce, domestic
violence, and economic disenfranchisement. Despite these sanctions, however,
the AIDS risk reduction message of mutual monogamy runs up against both the
sexual double standard and the economic realities of women'’s lives (ibid.).

McGrath et al. highlight the intricate connection between the perception
and embodiment of risk. Models that overemphasize individual behavior fail to
account for multiple sociocultural and structural forces—such as gender relations

and economic inequality—shaping “individual® decisions about HIV risk and risk
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reduction. The authors contend that focusing on empowering women with
knowledge to reduce their risk is inadequate. Their research demonstrates that
women perceive themselves to be at risk even after taking steps that are within
their control to reduce risk. McGrath et al. call for expanding the focus of AIDS
research and interventions to include men and developing programs “to promote
better sexual communication, faithful sexual unions, and increased sexual
decision making powers for women"” (ibid.: 436).

The findings and recommendations of McGrath et al. about the impact of
women'’s lack of control over their own as well as their male partner's sexuality
are a definite improvement over individualistic and decontextualized AIDS risk
reduction research. Nearly 40 percent (38%-39%) of the women in their study
were in polygynous unions (higher than the national rate for urban Ugandan
women of 31%) (ibid.: 433). Uganda’s national rate of women in polygynous
unions places it within what Ezeh (1997: 4-5) defines as a “high polygyny regime”
(20% or more of all currently married women in polygynous unions).? The high
percentage of women in polygynous unions highlights an interesting absence in
Mc'Grath and her colleagues’ research: that is, are women, in addition to being
concerned about the influence of their male partner's behavior on their HIV risk
also concemed about the behavior of their co-wife/ves. The possible influence of
co-wives on the perception and embodiment of HIV risk is a sizable knowledge
gap in HIV/AIDS research in Sub-Saharan Africa, which has the highest polygyny

rates in the world.
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Multiple Partnerships and HIV/AIDS Risk

The relationship between multiple partners, unprotected sex, and HIV risk
is well established (O’Leary 2000; Whelan 1999). Much of the focus on multiple
partnerships—as extrapolated into sexual networks—has focused on the risks
involved when the network involves “prostitutes.” “Prostitutes” are framed as part
of what are called “core groups” of transmitters, in epidemiological pariance.?'
The point often raised is that it is not so much the absolute number of partners in
the network as the characteristics of the partners involved that defines the risk
(Berkiey 1994: 481; see also UNAIDS 1998; Caldwell et al. 1994).

[I}t is the selection of partners, not the absolute number, that affects

the risk for acquiring the virus. Each new sexual contact carries

with it a risk that depends on the aggregate of the sexual

experience of all previous partners. An increase in the number of

sexual partners overall, then, will increase the risk of acquiring HIV

as one increases the risk of encountering an infected partner. For

an individual, however, the slope of the increasing risk will change

based on the society and the type of sexual partner chosen.

Therefore, the number of sexual partners is only a crude

approximation of the true risk of an individual's sexual behavior.

The sexual network defines the risk (Berkley 1994: 481).

The relationship between polygyny as a form of multiple partnership and
sexual networking and HIV risk is, however, highly complex. If all partners stay
within a polygynous union, everyone remains at low risk. For example, a
polygynous man who is married to three wives, all of who stay within the union is
at less risk than a monogamous man who makes regular visits to a “prostitute.”
Here again, the focus is on “prostitutes™ as “high frequency transmitters™ because
of their contact with a large number of sexual partners and the risk that they will

infect the “general population.” Berkley makes this observation within the context
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of suggesting that the most cost-effective AIDS prevention interventions are
better targeted at “prostitutes” as a core group than the “general population”
(ibid.: 481).

The cordoning off of “risk groups” from the “general population® in the
social and epidemiological imagination comes with a number of negative
consequences. As increasing numbers of women are trading sex for money or
material goods in order to survive during economic crises, the “boundary”
encircling the “general population® becomes increasingly blurred (Schoepf 2001;
Farmer 1996a, 1996b; Simmons, Farmer, and Schoepf 1996; Standing 1992;
Schoepf 1991; Schoepf et al. 1991a, 1991b). “Prostitutes” are set in opposition
to “wives and mothers,” a dichotomization based on the assumption of mutual
exclusivity, which “...invisiblizes most women at risk. Most women, including
those who sell sex, may become pregnant someday but a significant number will
not. Some women may at times exchange sex for financial security, material
goods, or specific services—including support for their children. Many women
who sell sex do not identify themselves as prostitutes” (Booth 1998: 130).

Additionally, casting prostitutes as core transmitters makes no mention of
the possibility of them being infected by their clients. This elision of men as
infectors as well as infected, obscures their role and responsibility for the
heterosexual transmission of HIV (ibid.: 130).In this regard, Caraél (1994: 261)
acknowledges that,

[tihe definitions of prostitution that we commonly employ obscure

numerous problems in the African context. Under this rubric are

grouped specific practices, which do not necessarily bear the same
meaning from one culture to another. And the concepts of



sexuality, sexual relations, and sexual partners are themselves

relatively culturally specific, as are the exchange networks, the

relationships between clients and prostitutes, and the place that

they occupy in the sum total of sexual exchange.

Despite the problems with the definition of prostitute and lack of
conceptual clarity in much of the research on the subject, Caraél argues that
studies show that, “in Africa, relationships with prostitutes play a central role in
the spread of STDs in urban areas: 30-50 per cent of prostitutes are infected with
a sexually transmitted disease at any given time, with clients infecting other
prostitutes and other sexual partners” (ibid.: 261; see also Carballo and Kenya
1994: 506-507).

In general, the sexual double standard that socially sanctions and
validates men having multiple partners—whether through formal or informal
polygyny—while expecting women to remain faithful, contributes to STD
transmission. This is especially true in urban areas, but it is not the “urban
situations” that increase the transmission of STDs.

Rather, inequalities in male and female sexual behavior—

particularly the double standard in urban areas where men may

accumulate sexual partners as a sign of status or most notably as a

transgression of traditional control of their sexuality in rural areas,

while women are expected to be faithful to one partner—appear to

comprise a social structure that is particularly susceptible to the

AIDS epidemic (Caraél 1994: 270).

Based on a study of HIV positive and negative couples in Kigali, Rwanda
in 1986, Caraél (ibid.. 269) suggests that, “[plolygyny apparently intensified two
[HIV] risk factors: the man’s accumulation of several sexual partners and the

woman'’s likelihood of having been in other unions.” Women in the HIV positive
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couples reported “more episodes of STDs" than those in HIV negative couples
(47.6% as opposed to 11.3%). As with other studies cited above, however, “the
risk factors for HIV infection in the unions were principally those related to male
sexual behaviour.” The greater likelihood of women in polygynous unions having
been in other unions is related to the pattern of women in polygynous societies
remarrying after divorce or widowhood, which increases their number of lifetime
sexual partners. Men’s accumulation of several sexual partners may be linked to
the gap between men’s age at first sex and age at first marriage in polygynous
societies. Gender norms and ideals of masculinity sanction men'’s sexual activity
before marriage. Thus, the delay between first sex and first marriage means that
men may have multiple partners before marriage (Caraél et al. 1988, cited in
Carballo and Kenya 1994: 501). Men'’s delay in marrying is linked to the fact that
it is generally older and wealthier men who can afford to marry. This increases
the likelihood that younger men will have several sexual partners before they
marry and they will bring that sexual history with them to their marriages (Berkley
1994).

Based on extensive research with the Yoruba of southwestern Nigeria and
comparisons with other ethnographic data, the Orubuloye and the Caldwells
(1994a, 1994b, 1994c, 1991) and their colleagues (Caldwell et al. 1994;
Caldwell, Caldwell, and Quiggin 1994; Caldwell, Caldwell, and Orubuloye 1992)
have explored the relationship between forms of marriage, women'’s control over
their sexuality, and risk for STDs, including AIDS. Their work on what they term

an “African sexual system embracing sexuality, marriage, and much else”
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(Caldwell, Caldwell, and Quiggin 1994: 131) is frequently cited in discussions of
sexual networking and HIV/AIDS in Sub-Saharan Africa. Their formulation of the
African sexual system has, however, also been severely criticized for its
overreaching generalizations and serious methodological and data quality flaws
(see Mfune 1999; Heald 1995; Ahlberg 1994, LeBlanc, Meintel and Piche 1991;
Turshen 1991). Among the points that have been most harshly critiqued are
Orubuloye and the Caldwells’ contention that, polygyny, along with the lineage
structure contributes to a “weak emotional and economic conjugal bond.”
Additionally, they argue that the African sexual system is predicated upon both a
lack of control of female sexuality and a limited moral value placed on sexual
activity itself (Heald 1995).

While Orubuloye and the Caldwells (and their colleagues) do tend to over
generalize based upon the limitations of both their own data and the other
ethnographic data that they draw upon, parts of their arguments are useful.?
Particularly germane to this study is their formulation of polygyny as a form of
multiple partnership and sexual network. What follows is a brief summary of
some of their relevant findings that are specific to their work with the Yoruba
(rather than generalized to all of Africa) regarding the relationship between
marriage form and STDs as well as AIDS risk and risk reduction. |

Caldwell et al. (1994: 245) note that,

[plolygyny presents no greater danger of STDs or AIDS to

polygynists, and in fact, probably gives some protection. However,

at the level of the whole society, it undoubtedly is a major factor in

placing that society at greater risk of coitally-related diseases

because of the necessity for males to marry later and because of
the message that they sexually need many women.
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Additionally, in many Sub-Saharan African societies women are
permitted—and in fact sanctioned—to abstain from sex during pregnancy and for
an often-extended period after delivery. Prolonged periods of post-partum
abstinence common among the Yoruba mean that at any given time, 67 percent
of men in monogamous unions and 58 percent of all currently married men have
*no sexually available wife.” Further, men’s delay in marrying means that 42
percent of men aged 17 and above are single at any point in time (Caldwell,
Caldwell, and Orubuloye 1992: 390-391). The long period of post-partum
abstinence contributes to husbands having extramarital affairs.  While husbands
in monogamous and polygynous unions both reported outside partners, those in
monogamous unions reported more liaisons than polygynously married men
(Orubuloye, Caldwell, and Caldwell 1994a: 81).

Orubuloye and the Caldwells also document other instances in which a
Yoruba woman is permitted to refuse sex with her partner. In cases where the
male partner is known to be infected with HIV or anothef STD, women are
entitled to refuse sex until they have undergone treatment (ibid.: 81). The ability
of Yoruba women to refuse sex under these circumstances, however, is
conditioned by several factors

They can exercise this right because of the leverage they possess

from the instability of Yoruba marriages, from the fact that nearly all

eamn incomes, and because they and their children will be received

back into their family of origin. They can also exercise it because

they have a traditional duty to refuse sex at times of impurity or

disability such as during menses or in the post-partum condition

and it is easily accepted by partners and by the community that
STDs can be classified in this way (ibid.: 81-82).
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As noted by Orubuloye and the Caldwells (ibid.: 86), the conditions under
which Yoruba women can refuse sex or demand safe sex or abstinence when
they know that their male partner is infected with HIV or other STDs may apply to
much of the rest of “coastal West Africa.” These conditions do not prevail,
however, in east and southern Africa. In these regions, women do not generally
have the same extent of economic independence and autonomy as Yoruba
women (who are well known as independent traders). Additionally, differences in
women'’s ability to leave their marriages when they feel they are at risk from their
partner are linked to differences in the lineage systems in eastem and southem
Africa as compared to those in West Africa. In West African lineage systems,
women do not break with their families of origin when they marry.

It is this which gives them the unchallengeable right to return

‘home” from an unsatisfactory marriage and secure access to land,

which allows them to become independent market women and also

keep much of the product from their farming and sell it, to keep and

control their own savings, to suffer no loss of face when they leave

a marriage for their parents’ or brothers’ houses, and to weaken

any claim by their ex-husbands or their husbands’ relatives on the

custody of their children. This is a vast array of resources which

make their situation very different from women elsewhere in Africa

(ibid.: 86).

West African women may not be able to take advantage of these
resources, however, since most women in the study were unaware that their
husbands or steady male partners had STDs or were infected with HIV (ibid.: 87).
Whether women are in monogamous or polygynous unions, if wives repeatedly

refuse to have sex with their husbands at other than the culturally proscribed

times, it may lead to the dissolution of their marriages or to their husbands
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seeking sex elsewhere. If it is a polygynous union, husbands may turn to other
wives. If it is a monogamous union, the husband may bring in additional wives.
In either type of union, the husband may tum to extramarital partners for sex
(ibid.: 80).

Approximately 50 percent of the Yoruba men in this study and two-thirds
of all women supported the idea that sexual relations should be confined to
marriage. Both groups were asked about reasons why they take outside
partners. For rural women, the most frequently mentioned reason was for
financial assistance. Some rural women also mentioned getting outside partners
to meet their sexual needs during long periods of separation from their husbands
or if they were younger wives in polygynous unions. Fifty percent of urban
women respondents mentioned sexual enjoyment as a reason for having outside
partners, and some women also mentioned material assistance as well as
revenge on a wayward husband. The maijority of women identified fear about the
dissolution of their marriages as a brake on having extramarital affairs, while 25%
of both rural and urban women identified fear of STDs as a reason for remaining
faithful. Men cited culturally prescribed abstinence during and after their wives’
pregnancies as a reason for having outside partners, along with “the need to
have fun and assuage their sexual urges at other times. Some add the need for
sex when their wives are away (Orubuloye, Caldwell, and Caldwell 1994b: 22).

As Caraél (1994: 255) notes: “Different kinds of unions, with their
associated obligations and expectations for partners and their families affect the

range of sexual behaviors that occur before and outside the union: elements that
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are important for understanding sexual behaviour overall and the prevalence of
STDs [including AIDS].... The complexities of conjugal partnerships are crucial to
our present understanding of STD transmission.” Moreover, unions are likely to
take a variety of forms that are not necessarily captured in the narrow dichotomy
of married/lunmarried. Especially in urban settings, “a man who has a customary
marriage in a rural setting, cohabits in the city with a regular partner, and
sometimes stays with more casual partners will be classified simply as ‘married”.

Additionally, inter- and intra-household relations between co-wives may
affect their reproductive decisions and, by extension, their HIV/AIDS risk.
Because women in polygynous unions gain access to their shared husband's
resources through bearing children, they may compete with each other in
childbearing. Thus in polygynous unions, wives’ reproductive decisions are not
necessarily limited to the dyad of w'rfelhuéband, but may also be influenced by
their co-wifefves’ behavior (Meekers and Nadra 1995; Bledsoe 1993; Wittrup
1990; Garenne and van de Walle 1989; Ware 1979). Within this context, wives
may bear children, even though they are concermned about their husband’s
behavior (Ankrah et al. 1994: 537). Wives in polygynous unions who feel
neglected by their husbands “may seek compensation elsewhere” (Schoepf et al.
1991b: 216).

HIV/AIDS research in Sub-Saharan Africa shows that wives’ assessment
of their HIV/AIDS risk is influenced by concems over their husband's behavior
(Bernardi 2002; Cohen and Trussell 1996; Baingana et al. 1995; Caldwell et al.
1994; McGrath et al. 1993). It is reasonable to ask if wives in polygynous
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unions—whether formal or informal—also consider the role of their co-wives’
behavior in their assessment of HIV/AIDS. To explore this, it is necessary to
evaluate data from each husband and his wife or wives (whether in separate or
linked households) at a level beyond individuals or couples. In the next section, a
conceptual framework is posed for moving beyond the level of individuals, or
“couples” in areas with a high incidence of polygyny to explore how gender
inequality affects views on polygyny and self-assessed HIV/AIDS risk at the “risk
cluster level.” (i.e., matched husbands and wives within the same or linked

households).

The Risk Cluster Concept as an Analytical Tool
Many scholars argue that it is the household—and not the “family"—that is

the appropriate unit of analysis for research in Sub-Saharan Africa. Households
are the basic unit of production and consumption in rural Sub-Saharan Africa
(Adegboyega, Ntozi, and Ssekamatte-Ssebuliba 1997; Ocholla-Ayayo 1997;
Jiggins 1989). Household dynamics, including the division of labor, as well as
the access to, distribution, and control of resources are all profoundly impacted
by gender relations (Elson 1992; Wolf 1990; Dwyer and Bruce 1988). Because
of gender power dynamics within households and the societies in which they are
embedded, individuals within households are not all on equal footing (Cloud
1994; Peterson 1994, Wolf 1990; Dwyer and Bruce 1988). Households are
characterized by relations of both conflict and cooperation between

interdependent members with differing interests, degrees of power, and access
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to and control of social and material resources (Elson 1992; Kabeer 1991).
Given the centrality of households—whether linked or separate—there is a need
to widen the framework used in conducting research with married people in Sub-
Saharan Africa to explore relationships that may affect HIV/AIDS risk and risk
reduction at the household level.

The notion of risk cluster emerged out of the analysis of data produced by
both the pre-dissertation and dissertation research.? In analyzing data from
individuals in marital unions, “risk cluster” refers to inter- and intra-household
dynamics related to HIV/AIDS risk and risk reduction in a population with a high
rate of polygyny. The concept attempts to move beyond an individual level of
analysis or comparisons of women and men, to an analysis comparing matched
husbands and wives’ responses, whether within households in a single physical
space or living in physically separate, yet linked households. A linked household
is one in which a polygynous husband has wives in more than one location. At
times, a husband may have all of his wives one compound (or house). Other
times, they may be located in separate compounds. If wives are in separate
compounds or households, the husband typically moves between his
households, with most husbands trying to maintain the ideal of an equal number
of nights with each wife (although this is not always the case). Thus, a risk
cluster consists of all married individuals linked through the male spouse,
whether living in the same compound or physically separate compounds.

Models used to analyze inter- and intra-household dynamics based upon

a monogamous model may not be appropriate to the study of polygynous
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household dynamics. In commenting upon differences in decision-making
between monogamous and polygynous households in Tanzania, Omari (1993a:
219) concludes that the “processes of bargaining, influence, and conflict [within
polygynous marriages] have characteristics that are not well explored by models
developed to study monogamous couples.” Specifically pertinent to the concept
of risk cluster is his observation that “[tlhe need to balance the interests of
several wives and their children and to integrate these into the affairs of the
homestead as a whole requires specific skills and processes of negotiation while
tension and jealousy between wives, and possible favoritism by the husband
produce different pattemns of interaction than in a monogamous relationship”
(ibid.: 211). Additionally, the observation noted above of women being at risk of
new wives coming into the family is important within the context of the HIV/AIDS
epidemic. It lends weight to the notion of analyzing perceptions of risk within a
population with a high rate of polygyny at the risk cluster level rather than strictly

at the level of individuals or “couples.”

Research Questions
The central research question of this study is, how does gender inequality
shape the embodiment—or lived experience—of risk in this population,
particularly for women within marital unions. In other words, how do differences
in the control over valued social and economic resources, sexuality, and
reproduction afféct differences in wives’ and husbands’ perception of HIV/AIDS

risk and ability to reduce that risk. Specifically: are there differences in how
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matched wives and husbands in monogamous and polygynous risk clusters
assess their HIV/AIDS risk and their reasons for that risk?
Chapter 3 presents the methods used to develop the data to answer these

research questions and provides a description of the setting of the study.
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NOTES

' Seroprevalence rates provide an estimate of the percentage of people who are
HIV positive at one point in time. Seroprevalence data are generally drawn from
several sources such as STD clinics, women attending antenatal clinics, and
blood banks. Seroprevalence data only provide an estimate of people currently
infected with HIV and provide no information about the numbers who have
already died or who will become infected in the future. Most of the
seroprevalence data for Sub-Saharan Africa are based on women who were
tested at antenatal clinics. Pregnant women are used “as a proxy for the general
population” and antenatal clinic data are then extrapolated to the population
level. There are many problems with estimating seroprevalence for a population
based on antenatal clinic data. First, not every pregnant woman attends
antenatal clinics. Second, clinic attendance varies by “age, locality, education
level, parity, ethnicity, and religion—factors also likely associated with HIV
status.” Third, data from antenatal clinics is based on the sexually active
population and may result in overestimating the extent of HIV infection in a
population, especially among the youngest age cohorts. Finally, HIV infection
results in reduced fertility, which may negatively skew antenatal clinic. Despite
these problems, seroprevalence data “still gives a reasonable overall estimate of
HIV infection in the general aduit population, although they tend to underestimate
HIV prevalence among women and overestimate HIV prevalence among men.”
(MAP 2000: 14 and 16). Seroprevalence data are distinguished from incidence
data; the latter provide an indication of the number of new infections during a
specified period. Incidence data are considered the best indicator of the scope of
the HIV/AIDS epidemic, but are hard to come by in Sub-Saharan Africa and other
nations of the South. AIDS cases refers to the numbers (or percentages) of
people estimated to have transitioned from HIV infection to the constellation of
diseases comprising the Acquired Immunodeficiency Syndrome. The common
term used to indicate people who are both HIV infected and/or have AIDS is
“people living with HIV/AIDS.”

2 See Fisher and Fisher (2000) for a comprehensive critical review of the
following seven theoretical frameworks used to model individual level behavior
change: 1) the health belief model; 2) the AIDS risk reduction model; 3) the
transtheoretical model; 4) social cognitive theory; 5) the theory of reasoned
action; 6) the theory of planned behavior; and 7) the information-motivation-
behavioral skills model. Some of these models, such as the health belief model
originated as part of other public health campaigns and have since been applied
to HIV/AIDS research (Ibid.: 5). Many of the other theoretical frameworks were
developed specifically to address the need for understanding and promoting
AIDS risk reduction behaviors. While some of the models focus on determinants
of behavior change (theory of reasoned action, theory of planned behavior, and
some parts of the information-motivation-behavioral skills model), others add the
dimension of stages of behavior change (AIDS risk reduction and transtheoretical
models) (ibid.: 47). In the latter case, researchers argue that behavior change
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consists of a series of stages. Movement between stages is not linear, i.e,, itis
probable that people will move back and forth between stages. In this view, itis
important to evaluate the processual, staged aspects of behavior change in
addition to behavior change as a “discrete outcome” (ibid.: 17). Also see Denison
(1996) for a summary of the health belief model, AIDS risk reduction model,
stages of change, and theory of reasoned action.

3 While this dissertation focuses on the consequences of the construction of risk
groups and risk behaviors in the developing world—particularly Sub-Saharan
Africa—a great deal has been written about the construction of the AIDS
epidemic in the US. See Treichler (1989) for a cogent analysis of the
consequences to women of AIDS being constructed as a largely gay male
disease in the US. Briefly: during the early years of the epidemic, the focus was
on the “4-H risk groups” of: homosexuals, Haitians, heroin addicts, and
hemophiliacs, along with their sexual partners (whose gender was not usually
specified). There was also an unspecified “other” category. A fifth ‘H’
heterosexuals—and by extension, women were glaringly missing from this
construction of risk groups. As Simmons, Farmer, and Schoepf (1996: 66) note,
“[elssentialist notions of African and Haitian ‘otherness’ reinforced a hazardous
tendency to conflate the outcomes of structural violence and cultural difference.”

4 Since HIV transmission to women was not explicitly recognized during the early
years of the epidemic, suspected cases in women were classified as “other” or
“‘unexplained.” Because AIDS was originally constructed largely as a gay male
disease in the U.S., the clinical case definition was based on a male model and
any symptoms or manifestations of HIV infection and AIDS that might be to
unique to women were unrecognized. Under pressure from activists, the CDC
started modifying the clinical case definition of AIDS beginning in 1986 and
continuing through a series of changes to 1991. Each time that the case
definition was revised, the number of AIDS cases in women increased. When
the CDC’s new case definition that included some manifestations of AIDS
specific to women (as in reproductive tract infections) went into effect in 1992,
“the case rate among women tripled as a result” (Simmons, Farmer, and Schoepf
1996: 59-60).

® See Patton (1993) for a critique of the construction of the African AIDS
epidemic in the media as well as scientific and social scientific discourse. Also,
see Triechler (1989) for an analysis of the first world’s construction of AIDS in the
third world and the material and social consequences resulting from that
construction.

8 See Packard and Epstein (1991) and Schoepf (1991) for a review and critique
of the ways that social scientists—particularly anthropologists—contributed to
reinforcing the idea that sexual behavior is culturally driven. The emphasis on
“culture,” as an explanation for sexual behavior and the heterosexual
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transmission of AIDS in Africa, came at the expense of exploring how other
factors shape the dynamic of AIDS in Africa. Among these factors are: war,
mass migration, economic crises, political instability, historical and current
patterns of male migration, etc., which may play an equal or more important role
in influencing sexual behavior and thus risk and risk reduction.

7 The lack of attention to adolescents is no longer the case. Many countries, such
as Uganda, focus a great deal of their AIDS education and prevention efforts
towards educating and reducing the HIV seroprevalence rate among the youth.

8 Farmer (FN4) acknowledges the influence of Pierre Bordieu's book, In Other
Words: Towards a Reflexive Sociology (Cambridge: Polity, 1990) on structure
and agency in his formulation of structural violence. While Farmer does not
explicitly draw upon Galtung'’s notion of structural violence, Galtung’s formulation
of the concept is included here to elucidate its meaning.

® Unequal access to treatment and care in wealthy and poor countries affects
survival rates; over 98% of the three million people who are estimated to have
died from AIDS in 2001 resided in developing countries. HIV/AIDS is estimated
to have caused 2.3 million deaths of adults and children in Sub-Saharan Africa in
2001 as compared to 20,000 in North America and 6,800 in Western Europe
during the same year. Since the start of the HIV/AIDS pandemic, over 75% of the
estimated 20 million people who have died from HIV/AIDS were from Sub-
Saharan Africa. (UNAIDS/WHO 2001, 2000).

19 1t is beyond the scope of this dissertation to go into the details of the reasons
for women'’s increased physiological vulnerability to HIV infection. Thus, this is a
vastly simplified summary of the major themes identified in overviews on this
topic. For a more detailed discussion, refer to the references at the end of this
section as well as Plummer et.al.’s (1994) for a discussion of the relationship
between sexually transmitted HIV and STDs. Also, see Piot, Goeman, and Laga
(1994) for an overview of the epidemiology of HIV/AIDS in Africa.

" “The risk of acquiring HIV from a single act of sexual intercourse is at least
eight times as high from men to women as opposed to women to men® (Padian
et. al 1987; DeVencenzi 1994, cited in Wingwood and DiClemente 2000: 556).

12 See Campbell (1996: 19-20) for a brief discussion of how age-related
differences in cervical cells increases younger women's risk for HIV transmission.
Campbell also points out that, perimenopausal and menopausal women are at
higher risk than younger women because of the increased fragility of their
reproductive tract.

3 The efficiency of male-to-female transmission of other STDs is illustrated by
the fact that women are at a 60%-90% risk of being infected with gonomrhea from
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a single act of sexual intercourse as opposed to a an estimated risk of 20% to
30% for female-to-male transmission (Judson 1990, cited in Wingwood and
DiClemente 2000: 556).

14 See Piot, Goeman, and Laga (1994: 160-161) and Plummer at al. (1994) for an
explanation of the complex interaction between STDs and HIV.

1S «Sex is a determination made through the application of socially agreed
upon biological criteria for classifying people as females or
males....Placement in a sex category is achieved through application of
the sex criteria, but in everyday life, categorization is established and
sustained by the socially required identificatory displays that proclaim
one's membership in one or the other category.... Gender, in contrast, is
the activity of managing situated conduct in light of normative
conceptions of attitudes and activities appropriate to one’s sex category”
(West and Zimmerman 1991:14, emphasis in the original).

'® An estimated 85% of infertile women in Africa have had STDs (Faxelid and
Krantz 1988, cited in de Bruyn 1992: 251).

'7 The reference to anal sex as “an alternative sexual practice” of adolescent
females used to protect their virginity makes specific mention of Brazil and
Guatemala. While | have not seen any mention of this in reference to female
youth in Sub-Saharan Africa, | include it here as part of the larger discussion
about the risks associated with the expectation of virginity for women and the link
with increased HIV risk.

'® See UNIFEM's (2000) Progress of the Worid’s Women 2000, for a complete
(and region specific) breakdown of these generalities on a global scale.

9 For the ARRM see Catania et al. (1990) and Coates et al. (1988, both cited in
McGrath et al. 1993). The Baganda are the dominant ethnic group in Uganda,
both historically and presently. They are members of the Bantu linguistic group
and predominate in the central region of the country.

2 |n addition to high polygyny regimes, Ezeh (1997:4-5) defines mid-polygyny
regimes as ranging from 10-20% polygyny, and low-polygyny regimes have less
than 10% of all currently married in polygynous unions.

#! See Seidel (1993) and Carovano (1991), for succinct critiques of the
problematic use of the term prostitute in HIV/AIDS discourse. Also see Booth
(1998) for an enlightening discussion of the debate within the World Health
Organization’s Global Programme on AIDS about whether to focus policy on
“good women” (mothers) or “bad women” (sex workers).
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2 One of the major criticisms of Orubuloye, the Caldwells, and their colleagues’
work is their uncritical selection and use of ethnographic data, without adequate
recognition of the limitations of such data—whether from its dated nature or from
limitations in the way the data were collected and interpreted (see LeBlanc,
Meintel and Piché 1991). Additionally, in their research on sexual networking
among the Yoruba they did not interview husbands and wives within the same
household or more than one wife within polygynous households. They chose this
strategy to ally respondents’ fears about comparisons that might take place on
the part of researchers if more than one household member was interviewed.
They acknowledge that consequently, there is no way to crosscheck spouses’
response, and even if they could cross check responses, spouses tend to keep
each other uninformed about the extent of their sexual networking. Moreover,
because only one wife was interviewed per polygynous household, co-wives are
underrepresented. Given that the majority of women in the rural areas and over
50% of women in urban areas are in polygynous unions, their strategy of only
interviewing one wife is a major limitation of the broad claims that they make. An
additional limitation to only interviewing one co-wife is their implicit assumption
that co-wives are interchangeable (Clignet and Sweet 1971). Finally, much of
their analysis relies on men'’s accounts because of their assumption that in the
rural areas “men’s responses are more trustworthy than are women'’s responses
for the level of sexual activity.” Men reported a higher number of sexual partners
than did women, which the authors view as an underepresentation of the extent
of women'’s sexual networking. On the other hand, the researchers assert that
men underreported the extent of their sexual networking with “prostitutes’ by
defining them as “friends” (Orubuloye, Caldwell, and Caldwell 1994: 14-16, 18).

2 Individuals in the survey were grouped into risk clusters based on the head of
household as the index person. While never and ever married people (the latter
category includes individuals who are widowed, separated, or divorced) who are
heads of their own households were assigned to their own risk cluster, the
analysis for this dissertation is based solely upon currently married survey
participants in risk clusters where a husband and at least one wife were
interviewed.
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CHAPTER 3

RESEARCH METHODS AND SETTING OF THE STUDY
Introduction

| conducted the research for this dissertation in the Busoga region of
eastern Uganda. In the initial sections of this chapter, | present a brief
description of the geography and demography of Uganda, with a particular
emphasis on Busoga, and specific information about the research site. The
remainder of the chapter describes the field methods | used during two stages of
research over 18 months. The first stage of research (pre-dissertation) took place
over 7 months in 1994-1995 and the second stage (dissertation) was conducted
during an 11-month period in 1997."

During the first period of research, my primary research methods were
focus groups and key informant interviews conducted throughout the three
districts of Busoga (Jinja, Iganga, and Kamuli). | used these methods to explore
the influence of gender and economic relations on HIV/AIDS risk and risk
reduction and the impact of the FAEPTI project on the communities it reached
(see Appendix A for the 1994-1995 focus group guidelines). This initial stage of
research provided me with a regional level understanding about both the
activities of the IMAU FAEPTI Project and the issues confronting Muslims
reached by the project. It also established a foundation for site selection,
research design, and the development of research instruments for my second

stage of research.
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The second period of research involved a broad range of activities. The
scope of the research design and limited resources necessitated choosing one
parish (a political administrative unit) “Ghano” in Kamuli District. Ghano Parish
consists of one trading center and ten villages. | chose it as a research site
based on having conducted the most extensive research there during the initial
period of fieldwork and having established good rapport and close contacts with
members of the communities comprising the parish. All research was conducted
in Lusoga. To protect the confidentiality of research participants, pseudonyms '
are used for the villages and trading center in the parish where the research was
conducted as well as for research participants.

The University’s Human Subjects Research Committee approved both
stages of research. The cover letter explaining the purpose of the research and
stressing confidentiality as well as the consent form (Appendices B through E)
were written in Lusoga and read to potential participants.

| conducted both periods of research in collaboration with the Islamic
Medical Association of Uganda (IMAU). This indigenous non-governmental
organization was suggested as a possible collaborative partner during a meeting
in 1994 with USAID/Kampala's Technical Advisor in HIV/AIDS. The IMAU was
founded in 1988 by Muslim medical professionals and para-professionals to
address unmet health and health education needs among the Muslim population
of Uganda. Over the years, it has initiated and sustained a number of health-
related projects, including the Family AIDS Education and Prevention Through

Imams (FAEPTI) project, which began in 1992 (Wheeler 1998).2
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The FAEPT!I project trains imams (religious leaders), laywomen, and
laymen within communities to be family-based AIDS educators called Family
AIDS Workers (FAWSs). The imams incorporate messages about AIDS prevention
into their sermons at mosques, particularly on Fridays, when women attend
services. Among other key information about AIDS prevention, the AIDS
education curriculum which the imams and FAWSs learn and in tum teach within
the family setting specifically addresses gender and economic power relations
within Muslim communities in Uganda. The curriculum stresses changing these
influences on individuals’ behavior by situating messages regarding the
importance of change within the context of Islam (Kagimu et al. 1998; Wheeler
1998; Kagimu, Marum, and Serwadda 1995).

During an initial interview in 1994, IMAU’s director expressed an interest in
a collaborative study on the influence of gender and economic power relations on
HIV/AIDS risk and risk reduction. The organization was also interested in the
impact of their program’s activities on risk-related behavior change. He
introduced me to project staff who acted as guides and translators during the pre-
dissertation research and facilitated entrée into the communities participating in
the FAEPTI Project. We agreed that the dissertation findings would be shared
with the organization and the communities, that the director and other key staff
members would be consulted regarding research activities and design, and that |
would not misrepresent the Muslim communities. Finally, | agreed to share the

survey data set with the organization.
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The vast majority of people who participated in this study are Basoga
Muslims, that is, Muslims who are members of the Basoga ethnic group. Since
this dissertation relies heavily on survey data, the chapter includes a summary of
the demographics of the full sample of 313 people who participated in the survey,
married and unmarried, giving a broad overview of the population from which the
sample was drawn. | advance comparative analyses in this and subsequent
chapters using data from the full sample, national level, and a recent HIV/AIDS
study of Ugandan Muslims to situate demographic indicators in Uganda in
general and Ugandan Muslims in particular.

“‘Demographics” are more than simple descriptors of a sample or
individual level data. They are windows into systems of social stratification that
influence the allocation of power and resources within societies. Within the
context of the AIDS epidemic, there are a variety of ways that social forces may
become embodied as risk, particularly for women. Gender inequality operating at
the level of the household and beyond shapes differences in education, age at
first marriage, age at first sex, as well as age and educational gaps between
spouses, all of which may contribute to the embodiment of risk by impacting
access to and control of resources as well as control over sexuality and
reproduction.

While the full sample data provide a picture of the population from which it
was drawn, the focus of analysis in this dissertation is the risk cluster sub-
sample, which consists of spouses from risk clusters in which a husband and at

least one or more wives were interviewed. It is within this sub-sample that



linkages between “demographics” and the perception and embodiment of risk will
be made. Thus, | present a summary table of the risk cluster sub-sample is in this
chapter and elaborate upon the sociological significance of the data in regard to
the embodiment of risk in subsequent chapters.

Research Setting

Uganda is a landlocked country in easten Sub-Saharan Africa (see
Appendix F for a map of Uganda). It shares borders with Sudan to the north,
Tanzania and Rwanda to the south, Kenya to the east, and the Democratic
Republic of Congo to the west. Uganda has 48 districts; the three districts
constituting Busoga are Iganga, Jinja, and Kamuli. The districts vary in size and
area of landmass. Iganga and Jinja districts both border Lake Victoria. The
source of the River Nile is in the city of Jinja where the country’s only
hydroelectric plant is located. Iganga is the largest district, followed by Kamuli
District, and Jinja District (Government of Uganda 2000).

The most recent Ugandan census figures (2000) estimate the total
population at 20.3 million. The 2000 estimates for the three districts comprising
Busoga are Kamuli District, 561,500, Jinja District, 345,000, and Iganga District,
1,067,000 for a total population of 1,973,500 (9.7% of the country’s total
population) (Gavemnment of Uganda 2000).3 About 88.5 percent of Ugandans
live in rural areas. The largest urban area is the capital city of Kampala, which
has an estimated population of one million people. The Busoga districts also vary
in the distribution of their rural and urban populations. The Uganda census

defines “urban”® as areas with populations over 1,000 persons.
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The following discussion relies primarily upon data from the 1991
Ugandan census, which is the most detailed recent district-level data available.*
Jinja District is home to Jinja, the second largest (and formerly most
industrialized) city in Uganda. Jinja District has four urban centers (including
Jinja), and the most urbanized population in Busoga (30%, with 81% living in
Jinja). Iganga District has ten urban centers and is classified as 4.7 percent
urban (Iganga Town makes up about 45% of the district's urban population).
Kamuli District is the least urbanized, at 1.7 percent; Kamuli Town accounts for
about 77 percent of the district’s urban population (ibid; Statistics Department,
Ministry of Finance and Economic Planning 1992a, 1992b, 1992c).

Muslims are a minority in Uganda (11.1%); the majority of the population
is either Catholic (47.2%) or Anglican (Church of Uganda, 41.6%).° Historically
and presently, however, the distribution of population by religion varies widely
within the country. In 1991, the Eastern region (location of Busoga) had a Muslim
population of 15.9 percent (Statistics Department, Ministry of Finance and
Economic Planning 1994). The three districts comprising Busoga account for
62.9 percent of the total Muslims in the Eastem region. Iganga District, with 43.3
percent, has the highest percentage of Muslims, followed by Jinja and Kamuli
Districts, each contributing about ten percent to the region’s total Muslim
population. The Muslim population in Iganga District accounts for 68.8 percent of
Busoga'’s total Muslim population, while those in Kamuli and Jinja District each
account for 15%-16% of Busoga's total Muslim population (Statistics Department,

Ministry of Finance and Economic Planning 1992a, 1992b, 1992c).



The 1991 Uganda census indicates the presence of at least 46 ethnic
groups in the country. The Basoga are the nation’s fourth largest ethnic group,
comprising 8.5 percent of the total population.® The Busoga region is fairly
ethnically homogenous; nearly three-quarters of the total population (71.4%) are
members of the Basoga ethnic group. Of the three districts, Kamuli is the least
ethnically diverse, with 84.1 percent Basoga, followed by Iganga and Jinja
(66.7% and 65.3% Basoga, respectively) (ibid.).

Uganda is considered resource rich in terms of natural resources and is
noted for its fertile soils, regular rainfall, and considerable deposits of cobalt and
copper. Agriculture is the country’s most important economic sector. In 1998, it
accounted for 43 percent of the GDP per capita, followed by services at 40
percent and industry at 17 percent. In 1999, 82 percent of Ugandans were
employed in the agricultural sector, 13 percent in the service sector, and five
percent in industry. The country’s major industries are sugar, brewing, tobacco,
cotton textiles, and cement. Its most important export is coffee, which is the
largest revenue eamer. Other exports include fish and fish products, tea,
electrical products, iron and steel. In fiscal year 1998 /1999, Uganda generated
revenues of $959 million and spent $1.04 billion. In 2000, its external debt was
$3.6 billion. Uganda is reliant on economic aid and received an estimated $1.4
billion in 2000 (Central Intelligence Agency 2001c).

In the Busoga region as throughout the rest of the country, the primary
economic activity is agricultural production. Jinja District's major economic

activity is manufacturing and trade (power generation, sugar industry, textile
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production, iron smelting, leather tanning, and breweries) in the city of Jinja and
its environs, while in the rural area of the district it is agriculture. The main crops
grown in the three districts overlap somewhat and include beans, maize, millet,
sorghum, cassava, bananas, sweet potatoes, groundnuts, yams, sesame,
sunflower, cotton, coffee, sugar cane, and rice. Fishing on Lake Victoria is also
an economic activity in Iganga and Jinja districts as is fishing on the River Nile in
Jinja district (Govermment of Uganda 2000; Rwabwogo 1994).

As throughout all of Sub-Saharan Africa, calculations of life expectancy,
morbidity, and mortality are profoundly affected by the HIV/AIDS epidemic. The
life expectancy at birth in Sub-Saharan Africa has dropped from 50 years in 1990
to 47 years in 2000. The primary contributing factor is a high infant mortality rate
of 91 per 1,000 live births for the region, with HIV/AIDS being the leading cause
of mortality. The overall HIV prevalence rate (estimate at one point in time) of
adults (1549) in Uganda has declined significantly over the last five to ten years
from a high of as much as 25%-26% to about 10%-12% in urban areas. In 2001,
the estimated adult HIV/AIDS prevalence rate was 5.0 percent, compared to an
adult rate of 8.3 percent in 1999. The comparable adult HIV/AIDS
seroprevalence rates for 2001 in Kenya and Tanzania were 15.0 percent and 7.8
percent, respectively (UNAIDS 2002a, 2002b, 2002c). As with the rest of Sub-
Saharan Africa, the HIV/AIDS epidemic continues to shape Uganda's
demographics. Signs of these effects include increased overall mortality rates,

higher infant morbidity and mortality rates, lower population and growth rates,
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and changes in the age and gender distribution of the population that would not
have been otherwise predicted (Central Intelligence Agency 2001c).

Select demographic indicators for East Africa in 2001 are shown in Table
3.1. Compared to other states in the region, Uganda has a lower life expectancy
at birth and a higher mortality rate than Kenya and Tanzania. It also a higher birth
and total fertility rate along with a significantly higher infant mortality rate than
either Kenya or Tanzania. Finally, Uganda has a higher percentage of people in
the 0-14 year old age cohort and a lower percentage in the 15-64 cohort.

Table 3.1. Selected Demographic Indicators, East Africa:
2001

Demographic Uganda Kenya Tanzania
Indicators

Population 2001 23,985,712 | 30,765,916 | 36.232,074
Life Expectancy at

Birth 43.37 47.49 51.98

Birth Rate 47.52 28.50 39.65
Total Fertility Rate | 6.88 3.50 5.42
Infant Mortality

Rate 91.30 67.99 79.41
Mortality Rate 17.97 14.35 12.95

% Aged 0-14 51.08 41.95 44.76

% Aged 15-64 46.78 55.26 52.35

% Aged 65+ 2.14 2.79 2.89
Source: Central Intelligence Agency 2001a, 2001b, 2001c
(World Factbooks for Kenya, Tanzania, and Uganda). Note:
Birth and mortality rates are per 1,000 population and infant
mortality rate is per 1,000 live births.

Site of the Study: “Ghano Parish,” Kamuli District

Uganda'’s political-administrative system is based on a five-tiered structure
beginning at the village level (Local Council or LC1) and moving upward from
parish, to sub-county, county, and district (LC2 through 5), respectively. Each

level has its own subdivisions, and elected officials at every level maintain
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census counts. The selected research site, Ghano parish, consists of Muslim and
non-Muslim headed households within one very active rural trading center and
ten surrounding villages. An initial series of meetings were held in the parish with
community and Muslim religious leaders as well as FAEPTI Project members to
explain the purpose of the research, outline a preliminary research design and
timetable, and most importantly, solicit their support for the project. The elected
official in charge of tracking demographic data at the parish headquarters
provided LC1 census data for each community in the parish. The data in Table
3.2 show the number of households and population for each location in the

parish based on the 1995 LC1 census.’

Table 3.2 “Ghano” Parish Local Council 1 Census: 1995

Location Number of Number of Pecent of
Households Residents in Total
each Location | Population
Trading
Center
Ndala 299 1,357 21.1%
Villages
Ibiri 112 627 9.8%
Isatu 113 680 10.6%
Ina 146 770 12.0%
Itaanu 77 499 7.8%
Mukaaga 133 817 12.7%
Musanvu 58 348 5.4%
Munaana missing missing missinga
Mwenda 40 222 3.4%
tkumi 64 375 5.8%
lkumi na'ndala 111 735 11.4%
Total 1,153 6,430 100.0%
Households &
Population

Source: Local Council 1 Census Data, 1995, in files of the author.

The trading center of the parish, “Ndala,” slightly exceeds the Uganda

Census definition of an urban area, having 299 households and a population of
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1,357 (accounting for 21% of the total parish population.) The next largest
location, “Mukaaga” has 133 households and its population of 817 contributes
12.7 percent to the total parish population. “Mwenda,” with only 40 households
and 222 péople contributes the smallest percentage to the overall population
(3.4%).

The data in Table 3.3 show the number of Muslim headed households in the
parish, along with the number of Muslims in each location. It is based on the
updated mosque census and includes corrections to that census discovered

during the process of conducting the survey.

Table 3.3 Muslim Headed Households and Total Number of Muslims in “Ghano”
Parish, Kamuli District: 1997

Location Number of Number of Percent of | Percent Muslims per
Muslim Headed | Muslims in each | Total Muslim| Total Population of
Households Location Population Each Locale

Trading

Center ~
Ndala 68 295 27.1% 21.7%

Villages
Ibiri 24 155 14.2% 24.7%
Isatu 25 143 13.1% 21.0%
Ina 20 90 8.3% 11.7%
litaanu 24 96 8.8% 19.2%
Mukaaga 15 103 9.5% 12.6%
Musanvu 6 42 3.9% 12.1%
Munaana 9 45 4.1% NA|
Mwenda 9 33 3.0% 14.9%
tkumi 5 29 2.7% 1.7%
ikumi na'ndala 12 58 5.3% 7.9%

Total 217 1,089 100.0% 16.9%

Households &

Muslim
|__Population

Source: 1997 Mosque census update in files of author; NA indicates not applicable due to
missing data from Munaana LC1 census.
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As shown in Table 3.3, Muslims account for an estimated 16.9 percent of the
total parish population. This figure is slightly higher than both the district (10%)
and national (11%) estimates of Muslims enumerated in the 1991 Uganda
Census (Statistics Department, Ministry of Finance and Economic Planning
1994; Statistics Department, Ministry of Finance and Economic Planning 1992c).
Mosque Census data are, however, in keeping with the higher percentage of
Muslims residing in the three districts comprising the Busoga region.

The remainder of the chapter provides an overview of the methods used to

collect and analyze data.

Research Methods Used in Second Stage of Research

Due to the sensitivity of the questions asked and the importance placed on
“getting the language right,” the initial step in the research process was finding a
skilled research assistant. My primary criteria in choosing a research assistant
was fluency in all aspects of the Lusoga language—particularly writing and
speaking the form of Lusoga used in rural areas, known as “conc” (or
concentrated). The research assistant | selected was a university educated
female, first language Lusoga speaker who agreed to live in the parish for the
duration of the research. The research methods that | used during the second

stage are presented below in the order in which they were conducted.
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Updating the Mosque Census

Imams are responsible for maintaining mosque census lists, detailing all of
the Muslim-headed households and the number of Muslims in their mosque
areas.® The three imams in the parish had census data for 1997, but there was
some missing data for a few of the villages. The imams and an assistant imam of
the parish acted as guides during the mosque census update. They made
introductions at each Muslim-headed household visited, thereby helping to
facilitate and legitimate census data collection. Appendix G shows the type of
demographic data collected during the mosque census update. Summary tables
of the updated mosque census data as well as census data for the parish as a
whole are presented in the final section of this chapter. In total, 212 Muslim
headed households were visited in a month and a half. One hundred five male
heads of households, 79 female spouses, 23 husbands and wives together, and
five female heads of households were interviewed.

Focus Groups

Aﬂer carrying out the mosque census update, eight focus groups were
conducted—four each with women and men.® A total of 75 people (33 women
and 42 men) participated in the focus groups; the average group size was nine.
The research assistant and the assistant imam of the trading center mosque area
were trained as focus group facilitators and a female first language Lusoga
speaker was trained to take notes on verbal and non-verbal side conversations
and interactions during the groups. The groups were carried out in Lusoga and

were taped, later translated, and crosschecked for accuracy of the translations.
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The primary purpose of the 1997 focus groups was twofold: (1) to elicit
discussion and solicit definitions of key terms and concepts for the survey and (2)
to collect data regarding group norms about gender/power dynamics within
households. A set of focus group guidelines and activities were used to explore
these norms, which included household definitional issues such as how
households and head of household are defined, the differences between
household, house, and family; different types of households; and household
membership criteria. It also included questions about linkages between
polygynous households and the circumstances under which a woman is
considered head of household (see Appendix H for the 1997 focus group
guidelines).

Another set of questions addressed household money matters and was
designed to uncover the dynamics of cooperation and/or conflict within and
between linked and separate households. Focus group members were asked a
series of questions about the gender division of labor for each type of crop grown
in the area (subsistence only, subsistence with surplus sold, and cash); sources
of income by gender and age; access and control over income; control over
spending decisions; and what money is spent on. Additionally, this set of
questions addressed the circumstances and extent of co-wife cooperation in
financial and other matters.

Another focus group activity involved game playing—the “coffee bean
exercise.” The facilitators distributed ten coffee beans to each group member.

They solicited a list of the crops that were grown in the area and explained that
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the purpose of the exercise was to “show effort,” that is, how much effort do men
and women within each group member’s household/s contribute to producing
each crop? The facilitators stated something along the lines of, “Each coffee
bean represents a certain amount of effort that women and men [husbands and
wives, since the terms for women/wives and husbands/men are often
interchangeable] contribute to the production of each crop. If ten coffee beans
equal the maximum amount of effort that goes into producing a crop from
clearing the bush, to either selling or storing it, how many coffee beans does the
husband contribute and how many does the wife or wives contribute?* They then
demonstrated how to play the game with one of the crops from the list and wrote
down the number of coffee beans that each group member assigned to
husbands/wives.

To facilitate later comparisons, group members from polygynous
households sat next to each other, for the purposes of evaluating how being in
polygynous households impacts the gendered division of labor. The final set of
questions asked group members to identify what women and men (in separate
listings) define as household necessities in order to explore gendered differences
in the definition of “needs.”

All of these activities generated a great deal of discussion and debate as
well as a general consensus about household definitional issues. Perhaps
because these issues are either not a part of everyday discussion or because it
is assumed that everyone knows what a household is, the definitional issues

questions generated the most blank stares from focus group members. After the
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initial awkwardness and a few probing follow-up questions from the facilitators,
group members warmed to the subject. The coffee bean exercise generated the
most enthusiasm, with even group members who had spoken little, slapping
down their coffee beans and making comments like “Me, | give myseif all ten! |
have never seen him around a potato mound! Can a man plant cassava?” (from
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