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SAHARA MISSION STATEMENT
SAHARA is an alliance of partners who seek to conduct, support and use social science research to prevent
the further spread of HIV and mitigate the impact of its devastation in Africa. SAHARA undertakes multicountry and multi-site research, which enables it to make a significant contribution to evidenced-based policy
formulation and practice. It uses its network to ensure widespread dissemination of that research. SAHARA
brings together key partners including civil society, donors and international organisations, researchers,
policy makers, practitioners and people living with HIV and AIDS.

SAHARA DÉCLARATION DE MISSION
SAHARA est une alliance de partenaires cherchant à conduire, à soutenir et à utiliser la recherche en sciences
sociales pour éviter la diffusion plus avant du VIH et atténuer l’impact de ses effets dévastateurs en Afrique.
SAHARA réalise des recherches multi-pays et multi-sites, ce qui lui permet d’apporter une contribution
significative à la formulation et à la pratique de politiques basées sur les faits et, par l’intermédiaire de son
réseau de chercheurs, de décideurs et de spécialistes, d’assurer la dissémination à grande échelle de ces études.
Le SAHARA rassemble des partenaires clés, y compris la société civile, les donateurs et les organisations
internationales, les chercheurs, les décideurs et les personnes vivant avec le VIH/SIDA.
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Announcement

5th SAHARA CONFERENCE ON THE SOCIAL ASPECTS OF HIV/AIDS
Call for papers
According to estimates from UNAIDS and WHO, there were 2.5 million new infections globally
in 2007, of which over two-thirds occurred in sub-Saharan Africa.
This continues to raise serious and fundamental questions about the lack of change in sexual behaviour, and highlights the
enduring importance of the Social Aspects of HIV/AIDS Research Alliance (SAHARA) and its partners and network members
in critically looking into the social and cultural factors that increase the vulnerability of Africans to HIV and AIDS.
Since 2003, SAHARA has convened annual conferences as platforms for interface between researchers, policy makers, civil society
organisations, people living with HIV/AIDS, private sector organisations, inter-governmental organisations, international and
donor organisations with the goal of sharing information and best practices relating to the social aspects of HIV/AIDS.
SAHARA will be holding a 4-day conference on 21 - 24 June 2009 in South Africa, in collaboration with major partners including the HSRC, UNAIDS,
the Council for the Development of Social Science Research in Africa (CODESRIA), SADC, UNESCO, and AU institutions (including NEPAD).

Purpose of the conference
The aim of this conference is to bring together researchers, policy makers, donors and international organisations, civil society, and
communities (including people living with HIV/AIDS) to: exchange information, views, and experiences on recent advances in the field of
social aspects of HIV/AIDS; discuss problems that need to be explored regarding the social aspects of HIV and AIDS, including obstacles
to the application of what is known; look for effective approaches to those problems and obstacles, including enabling policies for the scaleup of proven interventions; make professional contacts and network; and keep track of what (and who) is current in the field.

What is different about this conference?
This conference is not the standard scientific conference, and will be like no other. It is the largest conference of its kind, going beyond the boundaries
of biomedical paradigms and bringing together those involved in producing research (epidemiologists, medical doctors, social scientists, etc.) in
an interdisciplinary, multi-stage, and multi-sector environment; with a strong Africa focus; and involving real, live, local people on the ground.

Overall theme of the conference
The 2007 SAHARA conference held in Kisumu, Kenya, highlighted the fact that there are vastly different opinions on issues such as male circumcision
and homosexuality. The 2009 conference will thus have the theme ‘Socio-cultural responses to HIV’ in order to explore these controversies.

Participants
About 500 delegates from around Africa and the world are expected to attend, including policy makers, programme planners, researchers and research
institutions, civil society organisations, community groups, donors and multilateral agencies, students, media, including health journalists.

Abstract topics

• HIV surveillance: dominant and alternative approaches
• Drivers of the epidemic: including sociocultural determinants
• Prevention: including facilitating and inhibiting social and cultural factors
o Social and cultural factors enhancing or inhibiting scale-up of services – prevention, treatment, care and support
o Evidence-based traditional treatment and care
o Challenges (including social and cultural) experienced by community-based programmes in the treatment and care of patients on ARVs
o Stigma reduction as a means of enhancing access to prevention, care and support services
o Role of traditional leaders and communities in HIV prevention, care and support
o Social and cultural factors affecting acceptance of male circumcision
o HIV and marginalised groups (CSWs, MSMs, PLWHA, etc.)

• Treatment, care and support
• Application of research evidence

o Role of communication in bridging research to policy, e.g. innovations in behaviour change communication
o Role of policy makers in applying research evidence
o Role of communities in advocacy

Submission guidelines

• Individuals submitting abstracts agree that if their abstract is accepted, they will attend the conference and present the abstract as scheduled.
• An abstract, once accepted and scheduled, cannot be withdrawn.
• Authors can submit as many abstracts as possible, on the above or related topics.
• Abstracts must be submitted in English.
• Abstracts that have previously been published should not be submitted.
• Abstracts should be about two to three pages.

Abstract submission deadline: 15 January 2009
Address for submission of abstracts

E-mailed submission is preferred. Please submit to: Prof. Leickness Simbayi, Human Sciences
Research Council, e-mail: lsimbayi@hsrc.ac.za. Fax: +27 21 466 7831
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Annonce

5ème COLLOQUE DU SAHARA SUR LES ASPECTS SOCIAUX
DU VIH/SIDA
Appel à communication

D’après les prévisions de l’ONUSIDA et l’OMS, il y avait 2.5 million nouvelles infections dans le monde
entier en 2007, dont plus de deux tiers ont eu lieu en Afrique subsaharienne.
Ceci ne cesse de soulever des questions sérieuses et fondamentales par rapport au manque de changement de comportement sexuel et démontre
l’importance durable de l’Alliance de Recherches des Aspects Sociaux du VIH/SIDA (SAHARA), ses partenaires ainsi que ses membres du
réseau, à examiner, de façon critique, les facteurs sociaux et culturels qui augmentent la vulnérabilité des Africains au VIH/SIDA.
Depuis 2003, le SAHARA a convenu des colloques annuels, donnant une estrade d’interface entre les chercheurs, les décideurs, les personnes vivant avec
le VIH/SIDA, les organisations du secteur privé, les organisations internationales et donatrices ayant pour but de partager l’information et des meilleures
habitudes liées aux aspects sociaux du VIH/SIDA. Le SAHARA va tenir un colloque de quatre jours, du 21 au 24 juin 2009 en Afrique du Sud en collaboration
avec les partenaires principaux, entreautres, le CRSH, l’ONUSIDA, le CODESRIA, le SADC, l’UNESCO et les institutions de l’UA (soit le NEPAD).

But du colloque

Le but de ce colloque est de rassembler les chercheurs, les décideurs, les donateurs et les organisations internationales, la société
civile et les communautés (y compris les personnes vivant avec le VIH/SIDA) afin d’échanger l’information, des idées et des
expériences sur des progrès récents dans le domaine des aspects sociaux du VIH/SIDA, y compris les obstacles à la pratique de ce
qui est déjà connu; chercher des approches effectives pour ces obstacles et ces problèmes et faciliter les politiques d’accroître les
interventions connues; bâtir des contactes et des réseaux professionnels; et faire le suivi de ce qui se passe dans ce domaine.

Qu’est-ce qui est différent de ce colloque?

Ce colloque n’est pas de colloque scientifique habituel et il n’y aura jamais un comme celui-ci. C’est un colloque le plus grand de son genre: allant au-delà de
frontières de paradigmes biomédicaux et rassemblant ceux qui produisent le recherche (épidémiologistes, médecins, scientifiques sociaux, etc.) dans un lieu
multidisciplinaire, multi-estrades et un environnement multi-secteurs ayant un aperçu fortement africain ainsi qu’engager des personnes locales sur le terrain.

Thème du colloque

Le colloque du SAHARA 2007 tenu à Kisumu, Kenya, a mis en relief le fait qu’il y a des opinions différentes et variées sur les sujets comme la
circoncision masculine et l’homosexualité. Le colloque de 2009 aura le thème ‘Les réponses socioculturelles au VIH’ afin d’aborder ces controverses.

Participants

Environ 500 délégués de l’Afrique et du monde entier, soit les décideurs, les organisateurs de programmes, les chercheurs et les institutions de recherche, les
organisations de la société civile, des groupes communautaires, les donateurs et les agences multilatérales, les étudiants, les médias et les journalistes de santé.

Sujets de résumé

• La surveillance du VIH: des approches dominantes ou alternatives
• Les roues de transmission de l’épidémie: les déterminants socioculturels
• La prévention : faciliter et inhiber les facteurs sociaux et culturels
o Les facteurs sociaux et culturels qui améliorent ou empêchent l’augmentation de services – la prévention, le traitement, le soin et le soutien
o Le traitement et le soin traditionnels basés sur des preuves
o Les défis (sociaux et culturels) éprouvés par des programmes de communauté dans le traitement et le soin des malades qui prennent les ARV
o La réduction de stigmatisation comme moyen de favoriser l’accès aux services de prévention, de soin et de soutien
o Le rôle des chefs traditionnels et des communautés dans la prévention du VIH, le soin et le soutien
o Les facteurs sociaux et culturels qui touchent l’acceptation de la circoncision masculine
o Le VIH et les groupes marginalisés (CSW, MSM, PLWHA, etc.)
• Le traitement, le soin et le soutien
• La mise en pratique des preuves de la recherche
o Le rôle de la communication à rapprocher la recherche à la politique, ex les innovations de communication au changement de comportement
o Le rôle de décideurs dans la pratique des preuves de la recherche
o Le rôle des communautés au plaidoyer

Directifs de soumission de communication

o Ceux qui soumettent des résumés acceptent qu’au cas où leurs résumés sont retenus, ils
assisteront au colloque et présenteront le(s) résumé(s) comme prévu.
o Un résumé retenu et mis au programme ne peu pas être retiré.
o Les auteurs peuvent soumettre autant de résumés que possible sur les sujets mentionnés ci-dessus.
o Les résumés doivent être en Anglais.
o Les résumés qui ont été publiés auparavant ne doivent pas être soumis.
o Les résumés doivent être d’une longueur de 2 à 3 pages.

Date limite de soumission de résumés: 15 janvier 2009
Adresse de soumission
La soumission par courriel est préférée. Veuillez soumettre à : Prof. Leickness Simbayi, Human
Sciences Research Council, e-mail: lsimbayi@hsrc.ac.za. Fax: +27 21 466 7831
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Original Article
The Farmer Life School: experience from an innovative approach to HIV education
among farmers in South Africa
K Swaans, J E W Broerse, M Salomon, M Mudhara, M Mweli, J F G Bunders

Abstract

The Farmer Life School (FLS) is an innovative approach to integrating HIV education into life skills and technical training for farmers.
This study aims to gain insight into the strengths and weaknesses of this relatively new approach, through the implementation of an
adapted version in South Africa. The results are presented of a pilot with three groups of community gardeners, predominantly women,
attending weekly sessions. Impact was assessed in terms of three key elements: participation, learning, and empowerment. Data were
collected through extensive session reports, follow-up interviews, and reflection exercises with facilitators and participating groups
and individuals. The results suggest that a group-based discovery learning approach such as the FLS has great potential to improve
food security and wellbeing, while allowing participants to explore issues around HIV/AIDS. However, the analysis also shows that
HIV/AIDS-related illness and death, and the factors that drive the epidemic and its impact, undermine farmers’ ability to participate,
the safety and trust required for learning, and the empowerment process. Participatory approaches such as the FLS require a thorough
understanding of and adaptation to the context.
Keywords: Farmer Life School, HIV/AIDS, participation, learning, empowerment.

Résumé

L’école de vie de fermier (FLS) est une approche innovatrice à l’intégration de l’éducation du VIH dans les compétences de vie et la
formation technique de fermiers. Cette étude a pour but d’examiner les points forts et les faibles de cette approche relativement nouvelle
en exécutant une version adaptée en Afrique du Sud. Cette communication présente des résultats d’une étude pilote qui consistait
de trois groupes de jardiniers de la communauté, la plupart étant des femmes. Ces femmes ont assisté à de sessions hebdomadaires.
L’impact fut évalué grâce aux trois éléments: la participation, l’apprentissage et l’autonomisation. Les données ont été recueillies à travers
des longues sessions de rétroaction, des interviews et des exercices de réflexion avec des animateurs, des groupes en participation et des
individus. Les résultats suggèrent que l’approche de découverte et apprentissage de groupes comme le FLS a du potentiel d’améliorer
la sécurité alimentaire et le bien-être, et en même temps permet aux participants d’explorer les questions du VIH/SIDA. Cependant,
l’analyse montre que les maladies et les morts liés au VIH/SIDA et les facteurs qui poussent l’épidémie et son impact sapent la capacité
des fermiers à participer, la sécurité et la foi requises pour l’apprentissage ainsi que le processus d’autonomisation. Les approches à
participation comme le FLS exigent une compréhension et une adaptation approfondies au contexte.
Mots clés: École de vie de fermier, VIH/SIDA, participation, apprentissage, autonomisation.

Kees Swaans is a PhD candidate at the Athena Institute for Research on Innovation and Communication in Health and Life Sciences, VU University Amsterdam
(the Netherlands). He graduated in biology from Wageningen University in 1994 and in Management of Agricultural Knowledge Systems from the same university
in 2000. He joined the department in 2002. His PhD thesis will be on interactive and integrated approaches for innovation development at the interface of HIV/
AIDS and agriculture.
Jacqueline Broerse is head of the Department Science Communication and associate professor at the Athena Institute for Research on Innovation and
Communication in Health and Life Sciences, VU University Amsterdam (the Netherlands). She graduated in medical biology from the VU University Amsterdam
in 1988. She wrote her PhD thesis on participatory strategies for generating biotechnological innovations in the small-scale agricultural sector of developing
countries (1998). Her current research focuses on the development and application of interactive learning and action strategies in health policy and research.
Monique Salomon is an honorary research fellow at the Centre for Environment, Agriculture and Development (CEAD) at the University of KwaZulu-Natal
(South Africa), where she is pursuing a PhD on communal cattle grazing. At the time of the study she was director of the Farmer Support Group, an NGO in
sustainable agriculture and natural resource management, which has since evolved into the community development and outreach division of CEAD. Her areas of
expertise are stakeholder analysis, institutional transformation, gender and participatory development. She holds a Masters degree in Cultural Anthropology from
the University of Nijmegen (the Netherlands).
Maxwell Mudhara is director of the Farmer Support Group, the community development and outreach division of the Centre for Environment, Agriculture and
Development at the University of KwaZulu-Natal (South Africa). He holds a PhD in Food and Resource Economics from the University of Florida, Gainesville, USA.
His experience is in farming systems research and extension, modelling of smallholder farming systems, impact assessment, economic analysis and participatory
approaches. He worked for more that 10 years for the government of Zimbabwe in a multi-disciplinary team before becoming a lecturer at the University of
Zimbabwe in the Department of Agricultural Economics and Extension. He has published several book chapters and journal articles.
Makhosazana Mweli is a freelance researcher, based in Durban, South Africa. She holds a Social Science degree and a postgraduate diploma in adult education
from the University of KwaZulu-Natal (South Africa). She has worked in different projects in the following fields: adult education, gender, poverty alleviation, and
HIV mainstreaming. She is currently engaged in research projects, looking at the impact of HIV on rural development, mostly within the context of land tenure
security.
Joske Bunders is founder and director of the Athena Institute of the VU University Amsterdam (the Netherlands). She graduated in chemistry and physics
at the University of Amsterdam and wrote her PhD thesis on participatory approaches to the development of science-based innovations in agriculture at the
VU University Amsterdam (1994). She was appointed Professor in Biology and Society at the VU University Amsterdam in 2000. Parallel to her work for the
department, she participates in several governmental committees and international advisory boards. Her specific field of interest is the linking of knowledge and
expertise of end users (e.g. small-scale farmers or patients) with developments in modern science and (inter)national policy.
Correspondence to: k.swaans@gmail.com
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Introduction

The Farmer Life School (FLS) is derived from the Farmer Field
School (FFS), a discovery-based learning approach developed
in the late eighties in Southeast Asia (du Guerny, Hsu &
Chhitna, 2002). FFSs help farmers to gain a deep understanding
of ecological concepts, as well as their practical applications.
Instead of passive receivers of information and services, farmers
are viewed as capable, responsible and sensible entrepreneurs
and decision makers. Although the FFS was originally developed
for integrated pest management for rice farmers in Asia, it now
exists in over seventy countries around the world, encouraging
farmer learning in areas as diverse as dairy farming, conservation
agriculture, and community forest management (Braun, Jiggins,
Röling et al., 2006).
The FLS goes beyond the agro-ecosystem, and includes human
ecology. The central idea is to develop farmers’ critical thinking
on the relationships between human behaviour and important
livelihood issues (Yech, 2003). The FLS approach aims to
strengthen farmers’ understanding of how their socio-economic
situation leads to risk-taking behaviour, prevent adverse social
and economic effects from HIV/AIDS and other threats, and
establish a farmer network to better address local issues in the
interests of sustainable livelihoods (Yech, 2003).

The aim of this study was to gain insight in the strengths and
weaknesses of the FLS approach, by piloting an adapted FLS in
Msinga (KwaZulu-Natal), a rural and HIV high-prevalence area
in South Africa. As empowerment of farmers through a process
of participation and learning is central to the FLS approach,
the following research questions were raised: to what extent
did the pilot have an impact on participation, learning, and
empowerment; which factors affected the relation between the
pilot and its impact; and how was this related to HIV/AIDS?

Methodology
Research design
The FLS took place in the context of an action-research
project, initiated by an agricultural NGO, in partnership with
a community-managed health organisation, and a university
institute specialised in participatory methodologies. Role players
in agriculture and health were brought together to improve food
security and wellbeing among poor and HIV/AIDS affected
farmer households in Msinga, a poor, rural, traditional Zulu
area with an HIV prevalence of more than 20%. A pilot study
was conducted with three groups of community gardeners,
which were geographically spread across the subdistrict. Each
group elected a committee for daily organisation.

The FLS differs from other approaches used in HIV/AIDS
education in that it combines health-related messages
with identifying root causes of vulnerability to HIV/AIDS
and increasing the resilience of farm households through
agriculture-related activities (du Guerny et al., 2002). This may
be particularly relevant in the case of HIV/AIDS. The shape of
the epidemic is highly dependent on social processes created
by people, not by the virus as such (Barnett & Whiteside, 2002;
Loevinsohn & Gillespie, 2003). The spread of HIV infection
is rooted in poverty and inequality (Farmer, 1999), while
consequences of AIDS-linked illness and death are shaped by
features of agricultural and livelihood systems (Loevinsohn
& Gillespie, 2003). It is perhaps through analysing farmers’
livelihoods that strategies can be developed to prevent HIV
infection and mitigate the impact of AIDS.

As this was an exploratory study on the strengths and weaknesses
of the FLS approach in a HIV high-prevalence area, its validity
was based on what is called ‘sociological significance’. This implies
that the researcher’s interest is to assess whether descriptions
of conceived relationships are meaningful, understandable and
convincing for the people involved and the outside world (Guba
& Lincoln, 1989). Therefore qualitative methods were found to
be most appropriate.

Despite promises and high expectations, however, there is very
little (evaluated) experience with the FLS (Braun et al., 2006).
Especially in sub-Saharan Africa, with some of the highest
infection rates in the world, its potential and applicability are
largely unknown. Although the FLS can serve as an educational
setting for farmers to shape their future in the context of

Delivery of the FLS intervention

HIV/AIDS, HIV/AIDS itself may have a negative impact on
participants and the social dynamics of the group, and prevent
this approach from being such a setting.
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The action-research project, of which this study was an integral
part, was approved by the Social Ethics Committee of the
University of KwaZulu-Natal. Members of the garden groups
were fully informed about the nature and implications of the
project, and gave their verbal consent to participate and to
disclose information.

Although the pilot in South Africa was designed according
to the main principles and guidelines of the FLS (Chhaya, du
Guerny, Geeves et al., 2004; du Guerny et al., 2002), it was
adapted to the local context for practical implementation.
The main characteristics of the pilot are presented below and
summarised in Table 1.
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Table 1. Main characteristics of the Farmer Life School in Msinga, South Africa
Size of class
Age of participants
Gender
Recruitment of
participants
Facilitator profile

Duration of FLS
Time for each session
Number of facilitators
Venue
Attendance
Negotiables and nonnegotiables

Maximum 25
Between 20 and 80 years
Predominantly females
Participation was open to members of three garden groups. They were selected by HBC workers and one of
the partner organisations, based on socio-economic conditions and impact of HIV/AIDS. The FLS was explained
in meetings with each group
Both men and women:
• two came from the same area, not same community
• various backgrounds
• all had training in participatory approaches; two had experience as facilitator; two visited a Junior FLS
• good interpersonal and literacy skills
One session a week for 6 weeks (+ follow-up visits and support during remainder of growing season)
All participants agreed on a session in the morning or afternoon
The team consisted of two community facilitators and two researchers. Local professionals were invited to
facilitate specific topics
Most sessions took place in the gardens. Before planting, sessions with two groups were held in a clinic and a
church (session 1 and 2), respectively
Participants were requested to come to all sessions. Rules were made to create commitment. ‘Catching’ up was
done in a way of mutual agreement as a rule. No one could be excluded because of lack of attendance
Non-negotiable: basic structures/processes of the FLS; every garden member was welcome in the sessions
Negotiable: topics covered (broader topics were suggested by facilitators)

Participants
Members of two garden groups were recruited and selected
by home-based care (HBC) workers and one of the partner
organisations, based on socio-economic characteristics and
impact of HIV/AIDS. Group sizes were determined at 64 (group
A) and 35 (group B) members. One already existing garden
group with 47 members (group C) was included, mainly on
the basis of socio-economic characteristics. Most households
belonged to the poorer segments of their communities. The way
in which the members were affected by HIV/AIDS varied. Some
were HIV positive or had experienced illness or death in the
family, others were looking after HIV/AIDS orphans. Members
were predominantly women between 21 and 80 years old, with
a majority (74%) between 30 and 60 years of age (Swaans, Van
Diepen, Salomon et al., 2005). Mainly women were selected,
as they are responsible for the production of food and the
household. Due to poverty and the impact of HIV/AIDS, this
increasingly involves young women whose husbands have died
and grandmothers taking care of orphans (Walker, Reid &
Cornell, 2004).

Setting and rules
The maximum number of participants in FLSs is set at 20 - 25
per ‘class’. Since two groups were relatively large and showed
high interest, they were split into a morning and an afternoon
group. The groups met once a week for approximately 3 hours.
Although the FLS usually takes place in the community (e.g.
church, clinic), most sessions were held in the garden, as it
played a central role in the curriculum. Principles of the FLS

54
pg. 52-64.indd 54

Journal of Social Aspects of HIV/AIDS

were respected at all times. Participation in the sessions was on
a voluntary basis. Once someone had decided to participate, he/
she was asked to come every time, so that the group would be
consistent.

Curriculum
The FLS usually builds on former experiences with the FFS
approach, but in this case the approach was new to participants.
Therefore, a relatively ‘short’ curriculum was developed, inspired
by the main concepts of the FLS approach, but with an emphasis
on group building through participation and (discovery-based)
learning. It was based on a livelihoods perspective, gradually
shifting the focus from agriculture to health and HIV/AIDS,
while emphasising linkages between them. The topics of
the sessions were: introduction; vision and organisation;
sustainable agriculture; nutrition and health; illness and care;
and experimentation. The main elements of each session are
summarised in Table 2.

Facilitation
The team consisted of two community facilitators and two
researchers. The community facilitators came from Msinga and
had good interpersonal and literacy skills; one had expertise in
sustainable agriculture. The researchers facilitated parts of the
sessions. All had extensive training in participatory approaches.
For the facilitation of specific topics, (local) professionals were
invited. They were relatively free to address what they wanted,
but in the case of HIV/AIDS, it had to be done openly, without
blaming certain groups or stigmatising particular behaviours.
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Table 2. Sessions and main elements of the Farmer Life School in Msinga, South Africa
Session 1. Introduction
• Getting to know each other: a card game was introduced as energiser and tool to get to know each other
• The FLS and rules: the FLS and the overall programme were presented and rules were designed by the group
• Things going well/not well: participants were asked to evaluate, in groups, the progress made in the project so far
Session 2. Vision & organisation
• Vision: members were asked to all think and express their wishes and dreams for the future and to build a shared vision of the garden
• Organisation: different options for organising the group and the garden were discussed, such as farming in individual plots versus communal plots and home consumption versus marketing
• Experimentation: the principle of experimenting was explained, visualised by ‘pictures’ from a Junior FLS
Session 3. Sustainable agriculture
• Agro-ecological system analysis: an extensive garden walk was made for agro-ecosystem analysis; constraints and opportunities were
identified and discussed
• F arming techniques: while exploring people’s knowledge and experiences, one of the community facilitators presented and discussed
alternative farming techniques such as mulching, kraal manure, compost making, organic pesticides, and crop varieties
• Experimentation: options for experiments with ‘new’ crops/techniques were put forward by the groups and prioritised
Session 4. Nutrition & health
• Nutrition and health: relations between agriculture, nutrition and health were explored with support of a dietician from the local hospital;
nutrition was discussed in relation to food, (indigenous) crops, health, and HIV/AIDS
• Experimentation: ideas for experiments related to nutrition were put forward; the first experiments with ‘new’ crops/techniques were
initiated
Session 5. Illness & care
• Illness and care: a social worker from the local ‘drop-in centre’ spoke about the relation between health and agriculture and specifically
about the stigmatisation and exclusion of people living with HIV/AIDS and care for ill people; questions concerning HIV/AIDS and social
grants were also answered
• Experimentation: last experiments were set up
Session 6. Experimentation
• Experimentation: progress of experiments was discussed with one of the community facilitators; together with the garden members the
seed beds were prepared for the experimental crops
• Concluding: the session ended with a Christmas lunch with the whole group

Implementation
From October to December 2004, a 6-week trial was conducted
with each group. A typical session comprised three key-elements:
the garden, group dynamics, and a specific topic. A garden
walk was organised according to the FFS/FLS way of working:
members would go to the garden, collect samples of what they
observed, and later discuss these observations with the whole
group. Time was allocated to talk about the wellbeing of the
group, attendance at meetings, work that had been done, and
performance of the committee, while dynamic exercises were
included to stimulate social interaction. Specific topics were
presented and discussed by (local) professionals. Each session
ended with a short evaluation. The FLS, including sessions and
follow-up visits, was organised for one growing season.

Research methods and tools
Review of FLS sessions and field data
Between October and December 2004, extensive reports were
drawn up of the FLS sessions for post-hoc analysis. These
contained detailed descriptions of the methodology, setting,
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conditions, attendance, presentations, discussions, group
dynamics, experiments, and progress. In addition, field reports
were maintained for the remainder of the season.

Follow-up interviews
In January 2005, experiences from participants were captured
by semi-structured interviews, to obtain more insight into the
influence of HIV/AIDS on participants and the garden groups.
Interviews were restricted to group A, an average performing
group that was expected to provide insights into both aspects
that went well and aspects that did not go well. In total, 14
people (13 women and 1 man, between 26 and 67 years of age)
were selected, who varied in their degree of participation during
the FLS sessions, personal situation and HIV/AIDS impact (see
Table 3). Questions were related to the effectiveness of the FLS
sessions and influencing factors.

Reflection with garden groups
In May 2005 the overall design, content, expectations, and
outcomes of the project in general, and the FLS sessions in
particular, were evaluated. Discussions were held with each
group and interviews were conducted with key persons. In
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Table 3. Characteristics of participants in follow-up interviews regarding age, gender, FLS sessions
attended, and personal situation
1
2
3
4
5
6
7
8
9
10
11
12
13
14
*

Age
34
48/49
42
50
40-45
33
39
42
67
47
49
26
47
66

Sex
F
F
F
F
F
F
F
F
F
F
F
M
F
F

No. of sessions visited
0
0
1
1
1
2
2
2
2
3
4
5
5
5

Personal situation*
Takes care of sister in law (HIV-positive) and her children; income R400-500 pm
HIV+ (very ill); husband died; income R500-600 pm
HIV+ (very ill); polygamy ; income R500 pm
Cares for sister’s child; polygamy; husband died (tribal war); income R300-400 pm
HIV+ (very ill); polygamy; husband died (tribal war); income R150 pm
HIV+; first husband died after long illness; income R1900 pm
HIV+; sisters and cousin died of AIDS; cares for orphans; income R750-850 pm
HIV+; husband died after illness; income R200 pm
One son sick, daughter-in-law died; takes care of two orphans; income R800 pm
Sister-in-law and husband died; takes care of four orphans; income R740pm
Husband died; income R60 pm
Parents died (due to AIDS); looks after brothers and sisters; income R1000 pm
Brother died (stroke); left with four orphans; income R1200 pm
One daughter died; takes care of two orphans; income R900-1000 pm

Data based on questionnaire completed by garden group members in May 2004.

group A, 9 people joined the group discussion, including the
chairperson. In group B, 12 members joined the discussion,
and an interview was held with the HBC worker. In group C,
23 members participated in the group discussion, while the
secretary was interviewed. In addition, a discussion was held
with the facilitation team and the overall coordinator of the
project.

Data process and analysis
The researchers of the facilitation team produced detailed
reports of each FLS session, which were validated by the other
team members. Field reports were maintained by the community
facilitators and discussed with the overall coordinator. Followup interviews were conducted by one of the researchers with the
help of a translator. Interviews were recorded and subsequently
transcribed into English. A freelance researcher conducted the
reflection process; findings were presented in an internal report.
Information obtained was codified so that confidentiality was
maintained.
A basic analytical framework was used, drawing on the key
elements of the FFS/FLS approach: participation, learning, and
empowerment (Braun et al., 2006; du Guerny et al., 2002; Pontius,
Dilts & Bartlett, 2000). Generally speaking, participation means
‘taking part’ and ‘getting involved’ (Pretty, 1994). However, in
the case of poverty and HIV/AIDS this may be problematic.
HIV/AIDS impoverishes and demoralises people (Swaans
et al., 2005). For this reason, the study focussed mainly on
participants’ attendance (i.e. attendance per session, sessions
attended per participant) and engagement (i.e. involvement,
enthusiasm, motivation).
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Learning is a ‘broad’ concept. FFS/FLS approaches differentiate
between technical, practical, and emancipatory learning (Pontius
et al., 2000). The technical domain relates to knowledge and skills
to control the physical and social environment (i.e. concerning
gardening, nutrition, health and HIV/AIDS). In the practical
domain the concern is with understanding and meaning. It
refers to knowledge and skills needed to communicate and act
effectively in interaction with others. The emancipatory domain
is concerned with self-reflection and critical thinking about
internal and external factors that constrain people’s lives.
Finally, empowerment refers to increased control over inhibiting
factors (Carney, Drinkwater, Rusinow et al., 1999; Pontius et al.,
2000). In this case, we are talking about the empowerment of a
group of women who agreed on a common goal and undertook
action to reach that goal. However, it would not be easy to
mobilise them as long as they continued to perceive themselves
as powerless and played the subordinate role that was ‘culturally’
expected of them (Crawley, 1998; Mayoux, 1995). Therefore
empowerment is evaluated and discussed in relation to its
psychosocial, socio-economic, and political dimensions (Page
& Czuba, 1999). The psychosocial dimension deals with aspects
such as ‘freedom to speak out’, ‘(access to) knowledge and
skills’, ‘self-esteem and confidence’, and ‘a positive outlook’ (Van
Woudenberg, 1998). Socio-economic aspects of empowerment
refer to access and control over food, finances, education,
health, safety, and shelter (Carney et al., 1999). The emphasis
in this study was on food security as it featured as one of the
main problems in a former study (Swaans et al., 2005). Within
the political dimension the main focus is on the influence on
(institutional) structures and processes (Carney et al., 1999;
Pijnenburg, 2004).
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Table 4. Key elements, domains/dimensions, and indicators of the analytical framework
Elements
Participation
Learning

Empowerment

Domains/dimensions
Attendance
Engagement
Technical
Practical
Emancipatory

Indicators
Attendance per session and number of sessions attended by each participant
Involvement, enthusiasm, motivation
Knowledge and skills related to gardening, nutrition, health and HIV/AIDS
Knowledge and skills needed to communicate and act effectively in interaction with other
Critical thinking on internal and external factors that constrain people’s lives

Psychosocial

Freedom to speak out, (access) to knowledge/skills, self-esteem/confidence, positive outlook

Socio-economic
Political

Access and control over food, finances, education, health, safety, shelter
Influence on (institutional) structures and processes

Qualitative data were subjected to thematic content analysis
(Flick, 1992), using the three key elements of the analytical
framework and respective subdivisions as the core categories of
our coding frame (see Table 4).
Participant observation, informal talks and meetings were
used to verify findings. To enhance validity, triangulation
of the various sources and methods was used. Preliminary
results were presented to representatives of garden groups
and partner organisations, and peers were asked to react to
emerging findings. In all data collection methods, researchers
were involved who were independent from the overall actionresearch project. They stayed in the research area during the
study, so that what took place was encountered first hand and
was well understood in relation to the context.

Results

Taking the analytical framework as a starting point, the study
examined the impact of the FLS approach on participation,
learning and empowerment, and the influence of HIV/AIDS on
each of these elements. These constitute the section headings
under which our findings are presented below.

Participation
Attendance
In the reflection exercises, participants were positive about the
sessions and appreciated their regularity. According to them this
established consistency and encouraged participation. However,

when we look at attendance throughout the programme, as
indicated in Table 5, the number of participants fluctuated
greatly. Moreover, only half of the participants (59 out of 115)
attended 3 or more sessions. Attendance in the already existing
group (C) was more frequent than in the newly formed ones
(A and B).
From the interviews and group discussions, it became clear that
in each group there was a core group of ‘committed’ members
who were consistently present. However, there were also many
members who did not come often. The ‘committed’ members
suggested that this was due to institutional problems, such as the
delay in ploughing and lack of access to water. However, it may
also be linked to specific needs. Initial expectations, especially
among newly formed groups (A and B), were higher than could
be achieved through the pilot with the FLS. Some expected that
orphans would be provided with food, clothes, social grants,
and/or access to education, while the FLS is mainly aimed at
capacity building.
However, there were also other factors that made participation,
even among ‘committed members, difficult. In general,
participants were struggling to come to sessions or the garden
due to domestic activities, such as taking care of children and
sourcing and preparing food. Although gardening seems to be
a straightforward way of improving food security, many people
chose to become or remain engaged in other jobs or part-time
construction work on local roads, where they received regular
wages.

Table 5. Number of participants per FLS session and frequency of participation
Group
‡

A
B
‡
C
Total
*

Members
64
35
47
146

Participants per session
2
3
4
5
18
23
9
15
†
13*
13*
13
15
†
29
27
25
26
60
63
46
56

6
26
17
18
61

#1
16
3
11
30

Frequency of participation
#2
#3
#4
#5
16
5
4
4
2
9
3
6
8
11
6
10
26
25
13
20

#6
0
1
1

Session 2 and 3, on ‘vision & organisation’ and ‘sustainable agriculture’ merged for practical reasons

†
‡

Session 5 on ‘illness & care’ actually took place after session 6 on ‘experimentation’
Groups were sometimes split into morning and afternoon groups (numbers refer to total participants)
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Some were not able to attend due to poor health. One of the
HIV-infected members said: ‘I have never been in the garden
since it has been planted. Sometimes I do not hear that we have
to be there. Sometimes I do, but I am sick and not able to go. I
usually suffer from diarrhoea and right now I do not know how
big the maize is. I told myself that since I am not able to work in
the garden I was going to withdraw.’
Others had to take care of ill people in their household. It is
usually women who face the extra burden of care. A few
members passed away due to AIDS just before or during the
course of the pilot.
Local traditions related to death also affected participation.
When someone in the community dies, relatives and neighbours
are expected to comfort the family of the diseased. On the day
of the funeral no one in that area is allowed to work in the field,
while family members are not allowed to work for a week.
Widows are particularly affected as they cannot work or be in
the garden for as long as they mourn – this period varies from
3 to 6 months (Swaans et al., 2005). Some sessions had to be
postponed, as people died almost every week.
Some members left the groups due to stigma. In the communities
of the newly formed groups (A and B), the gardens were referred
to as ‘AIDS gardens’. One woman said: ‘When this garden was
initiated, people refused to join. Others withdrew, because it was
said to be for HIV-infected people. We stayed on, because we
wanted help. Men walked out of the meeting. They said that those
who stayed are HIV positive.’
However, resilience to stigma varied across groups. One group
(A) was more resolute to continue and seemed less concerned
about the gossip. Some members who left the group returned
when the garden was doing well. In the other group (B), however,
some became too scared to come to the garden, after rumours
became hostile and community members tried to damage the
crops.
Violence was another common fear and concern. Many
interviewed women felt unsafe on their way to and from the
sessions; robbery and assaults were feared around and after
sunset. This meant that sessions had to start and end on time,
especially considering the fact that some members had to walk
for up to 3 hours to get back home. Although some women
wanted to leave their area for reasons of safety, they often lacked
the means or possibilities to do so.
Finally, members were not always well informed about the
sessions and garden activities. Lack of electricity, absence of
cell-phones, or unreliable networks, made communication
over long distances complicated. This was especially a problem
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for the newly formed groups (A and B). Their members were
selected from a relatively large area and they did not know each
other well.

Engagement
Those who did attend sessions were in general very motivated
and involved. After a few sessions, most of them actively
participated. In the evaluation after each session, the participants
were enthusiastic about the topics and the methods. In relation
to the introduction game, one of them recalled: ‘… the game
was very much fun. If it was not fun you would never have seen
me again.’
Especially methods using song, dance, visualisation and
imagination played a crucial role for moral support and
encouraged participants to speak out. Also the personal
attention and support by the facilitation team was highly
appreciated. Some later regretted that they missed some of the
sessions. Despite their often difficult personal situations, most
members remained active in the garden for the whole season.
Nevertheless, the emotional impact of illness, death and violence
cannot be underestimated. It sometimes directly affected the
group dynamics. The chairperson in one of the groups (B)
stated that with the loss of members, their determination to
participate also dwindled. In one of the other communities (A)
a few people were murdered during the time of implementation.
One of the members said: ‘This is not a safe place to be in. We
close our doors in the afternoon because we are scared. A woman
was staying there (pointing at the household opposite her).
They killed her in the early evening when she was cooking. … She
was found decayed. A lot of things are happening here (sighing
heavily) …. It is new, it never happened before and it continues.
… You do not even know if it is coming to you.’
At the time of the study, one of the group members was killed.
This did not only have an emotional impact, but the brutality
also created dismay, unrest and fear among members of the
group.

Learning
Technical domain
As expected from adult learning principles, participants tended
to remember specific knowledge better when they already used
it in practice (Pontius et al., 2000). In the reflection exercises,
organised 4 months after the last session, most members
still remembered methods of dealing with pest infestations,
information on nutrition, compost making, and other
farming techniques. Especially experimenting gave them the
opportunity to try out new techniques or different crops, and
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to sustain newly acquired skills, as some typical reactions show:
‘Manure and compost are better in the garden. We saw that in the
experiments we did with spinach, pumpkin and tomatoes.’ and
‘I did not believe it when you were saying that the spinach could
be planted in summer. That is why I wanted to try it. And it has
proven you right.’
However, observational and discovery-based learning became
more complex when the impact was not immediately visible,
local traditions were challenged or when practices depended
on others. For instance, it proved more difficult to change
consumption patterns or cooking practices within households
than to change agricultural practices in the garden. When
one of the women reduced the cooking time of vegetables to
preserve vitamins, her children complained that they did not
like the food. Another woman, being aware that saturated fats
may cause high blood pressure, still bought such foods, as she
was not doing the cooking.
In the case of HIV/AIDS, this became even more problematic.
People were eager for information, but not all of them wanted
to talk about it in the group. As HIV/AIDS is related to sex and
death, it is considered a taboo. While the social worker got many
questions about social grants, more specific questions, e.g. on
‘how you get it’, ‘the cause of the disease’, ‘about blood tests’, ‘how
to take care of another person’, ‘treatment’, ‘how to behave when
infected’, were more easily expressed in individual interviews
than in groups. When people did speak out in group sessions, it
was not always appreciated by others: ‘I was not comfortable at
all, not at all. She should not have disclosed the cause of the death
of her son.’
Although HIV/AIDS remained a sensitive topic, the participants
mentioned in the reflection exercises that the practical and
informal nature of the sessions and its relation with nutrition
and care helped them to start talking about the topic in general
terms.

Practical domain
The FLS enhanced a range of skills that enabled participants to
work together more effectively. For instance, many were initially
shy to speak out, but soon they became more communicative.
Referring to the first session, one of them said: ‘After that session
I was happy, because we did not know each other. But now I know
the people …. We have something to talk about now when we
meet.’
The sessions did not only help members to get to know each
other, but also created an atmosphere in which they could
discuss and challenge each other’s perspectives. Participants
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learned to come to an agreement on rules, organisation and
vision. They especially appreciated sessions that included
visualisation (‘pictures’), games (‘get to know each other’), song
and dance (‘vision’), observation (garden walks) and discoverybased learning (‘experimenting’). These methods stimulated
group work and creativity, and increased enthusiasm, unity and
respect. Participants indicated that this helped them to drive the
decision making process and the activities in the gardens.
Still, the variation in age made it difficult for some to take part
in discussions. For example, very young women remained more
silent than others, respecting traditional norms and values.
Older women sometimes lost their concentration or did not
always comprehend the topics that were discussed. However,
the younger ones were appreciated for their ability to write and
their good memory, while the older women were valued for
their motivation and positive influence on relations. In addition,
older women usually play a central role in families (Swaans et
al., 2005), which may be important for getting wider support
within the community.
In one group (C), members initially relied on their leaders.
Strong leadership in this group seemed to have a negative
impact, but at the end it gave them a clear direction and unity.
For example, participation was relatively good and problems
were easily solved. Many members in this group were at first
reluctant to talk about HIV/AIDS, but this changed during the
course of the programme. It seems that the emphasis on farming
and nutrition and good relations allowed them to discuss HIV/
AIDS at their own pace.
In the two newly formed groups (A and B), relations and trust
were undermined by irregular participation, as a typical reaction
showed: ‘Some have never been to the garden …. They don’t know
how the garden looks like, but sure they will be there when it is
time to harvest.’
HIV/AIDS may have put relations further under pressure.
Although some infected members praised their group’s tolerance
when they were sick, some suspected them of being lazy. Others
were afraid of being associated with HIV/AIDS, which may be
another reason why relations were not always optimal.

Emancipatory domain
Critical reflection helped participants to identify various
constraints, such as limited access to water, pest infestations,
damage by goats, unhealthy diets, limited access to markets,
lack of money, and problems with governance and participation.
Structural solutions were proposed, such as techniques for soil
and water conservation, compost making, and the cultivation of
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vegetables. Other suggestions referred to social aspects, such as
saving money as a group, monitoring systems for participation,
distribution systems and ideas for marketing, as well as working
in smaller groups. Although the analysis and suggested
experiments remained rather superficial, it showed the potential
synergy between farming, nutrition, and social aspects.
The reflection on HIV/AIDS remained restricted to practical
issues, such as access to social grants or how to take care of
people who are ill and infected. This is not surprising. As most
participants did not know each other well, they were afraid
of gossip and of being stigmatised. Moreover, perspectives on
HIV/AIDS varied from biomedical explanations to witchcraft
(Swaans et al., 2005). This made it difficult to start a constructive
discussion and to challenge values and relations.

Empowerment
Psychosocial dimension
The involvement of (local) professionals gave participants access
to knowledge and skills on farming and nutrition and ‘up-todate’ information on HIV/AIDS. Even though HIV/AIDS was
hardly discussed in a personal way, participants opened up and
raised questions about the prevention of HIV/AIDS and its
consequences. Some who were infected or affected mentioned
in interviews that they were happy they finally had someone to
talk to. In general, the sessions enhanced confidence and raised
consciousness, as shown by some of the statements made: ‘A
person should talk about this (HIV status), not to die because of
stress of knowing you have the disease and not talking about it.’
And ‘When we talk about it (HIV/AIDS) in the garden, there is
no stigma. We even encourage each other to go and have a blood
test so that we know where we stand.’
Some indicated that they would like to challenge those who
wanted to join the garden again by reminding them that it was
the HIV/AIDS garden, showing signs of a careful ‘discussion’
of HIV/AIDS as a communal problem. Others said that the
sessions provided them with a positive outlook towards the
future.
However, not everyone felt free to speak out. Apart from the
sensitivity of the topic, negative attitudes or remarks in the
groups about those who were infected or affected made some
reluctant to speak out. Moreover, even though the FLS provided
a platform for women to discuss HIV/AIDS-related issues, many
women felt powerless regarding prevention. It is men who make
the sexual and contraceptive decisions in this cultural setting
(Swaans et al., 2005). In one of the interviews a woman said: ‘Ah!
I try to tell him that “because you like women, you should do like
this and this”, but he will say that I am jealous. But I took a good
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look at him now. He is not well at all and he had sores all over
…. I was not comfortable to be with him. I know the after-effects
of unsafe sex. That is why I went for blood test. They said that I
should come back after three months. Haai! …. HIV/AIDS is a
disease that is there. I cannot run away from it.’
Women need not only to be free to express themselves, but also to
be aware of the choices they have. Inspired by the sessions, some
women asked the facilitators to come and talk on HIV/AIDS
during the holidays when their husbands were around. This is a
clear indication of becoming more assertive – implying in public
that they wanted to change their situation, but recognising they
could not without reaching out to their husbands.

Socio-economic dimension
In general, members and facilitators perceived the gardens as
a success. All groups produced maize and beans as the main
crops in the garden, while they experimented with other crops
on small plots. It was also encouraging that groups developed
their own distribution systems. When asked how they sold and
shared the harvest, the chairperson in one group said: ‘Together
with the HBC workers, I monitor the sharing and selling. Those
members who can walk to the pension pay-out are advised to
come and buy the maize from the garden at lower cost and resell
it for their profit. Members have a discount …. About the sharing,
I was marking the book of those who came to work as they were
planting till the weeding. I am marking the book again for those
who have received their share.’
They took into account that some members were not always
physically able to participate: ‘When people are sick it is
understandable when they cannot come to garden …, when we
harvest we will take some portion to them as a group.’
Despite differences in production, all groups managed to
produce food for home consumption and to sell some of it
on local markets. One group (C) even succeeded in saving a
substantial amount of money.
However, throughout the season, the groups also faced
‘technical’ problems, such as the lack of easy access to water,
insect infestations, theft, and lack of equipment. Especially water
access was a major problem, which demoralised participants.
Most proposed solutions, such as irrigation systems, better
conservation, security, and organic pesticides, required money
or time to develop and apply effectively.
Working together enabled participants to share resources and get
access to draft power, seeds, fertilisers, and perimeter fencing.
However, it also put a bigger claim on social organisation and
was a source of conflict. Especially in the newly formed groups
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(A and B), there was confusion about decisions made. For
many members it was not clear how much was kept for home
consumption, how much was sold, or what happened with the
money of sold surplus. This was partly related to problems with
participation, but committees were not functioning well either.
Under circumstances of scarce resources and malfunctioning
groups, external factors can easily destroy success and morale,
as one of the facilitators remarked: ‘The members of this group
have not managed to grow the beautiful crops like the others.
Looking at the beans and maize you can see that they weeded late,
the maize looks yellowish and the beans are not in good condition.
Maybe it is because of the hail. … The group is presently not well
motivated. They were destructed by the gossip that the garden was
for AIDS.’
In this group (B), a combination of bad weather and destructive
social processes seem to have undermined their initial success.
Also in this group, the impact of AIDS was most apparent and
sessions were cancelled or postponed because of funerals.
Due to the vulnerability of participating households, it is not
surprising that they mainly focused on food production.
Alternatives related to nutritional value, year-round production,
other sources of income, and social organisation remained
largely unexplored. Although these aspects were mentioned
during the sessions, it takes time and focused experimentation
to adapt a production system to such alternatives.
In addition to food production, some families with orphans
were assisted to a point where they received a social grant or got
access to education. However, the time frame was too short to
address aspects of health, education, and/or social welfare in a
structural way. Nonetheless, the discussions during the sessions
and individual cases showed the scope for improvement,
as bureaucratic rules and institutional formalities made it
complicated to take full advantage of various services.

Political dimension
Power is characterised by domination, authority and influence,
but it can be influenced through social solidarity, i.e. through
collaboration, sharing and mutuality (Kreisberg, 1992).
This was particularly relevant within the context of the FLS.
People’s motivation, confidence and self-esteem were positively
correlated with the overall functioning of the group and the
garden. All groups wanted to continue with the garden and
the FLS sessions. Some individuals saw the pilot as a first step
toward other activities, such as chicken farming and selling
produce to supermarkets.
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However, when it came to decision-making and action, the
newly formed groups (A and B) still depended on the project
partners. Material funding and former experiences with
subsidised programmes may have contributed to this. It needs
to be realised though, that most members did not know each
other well, as they move in with their husbands’ family when
married (Swaans et al., 2005). This makes it difficult to establish
independence based on unity and respected leadership. That
this is not impossible, however, was shown by the group of
women that already existed before the project started (C). Good
leadership and internal motivation enabled them to expand and
improve social cohesion.
So far, however, the influence of participants on (institutional)
structures and processes has been limited. Male-dominated
structures, lack of access to information and money for transport,
as well as the top-down operation of service providers, made it
difficult for women to act upon their needs. Stigmatisation of
the garden in two of the communities (A and B) made it even
more complicated, although it is positive that people in one of
the communities (A) wanted to join again.
The involvement of local professionals was a first step toward
establishing contacts and relations between participants/
groups and service providers. Networking by the community
facilitators with a variety of organisations also enabled them to
refer members and groups to others when necessary. Although
members may have recognised the opportunities for better
contacts with service providers, it is questionable whether they
realised their potential and were willing to challenge established
structures or existing (cultural) norms and values.

Discussion

The study revealed various strengths of the FLS approach
regarding participation, learning and empowerment. Many
people, who are usually not reached by service providers, were
not only able to participate, but were also very engaged and
committed. The practical and informal ‘nature’ of the sessions
made it easier for them to contribute meaningfully. In addition,
working together on agriculture and nutrition enabled them
to get to know each other, and enabled them to explore and
learn more about HIV/AIDS at their own pace. Especially
group-based methods using song, dance, visualisation and
imagination encouraged participants to open up and speak
out among others, while experimentation boosted people’s
confidence and enthusiasm. The practice of conservation
agriculture helped them to grow crops with limited means. The
pilot with the FLS showed that a welfare-oriented project for
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women, where they were involved in sharing agricultural and
other activities, provided them with emotional support – being
a first step towards empowerment, while they produced food
and saved some money. The group that was formed beforehand
became an example of group cohesion and visionary leadership
that resulted in positive outcomes.
However, various weaknesses can also be identified. The groupbased character and intensity of the programme made it difficult
for some members to participate as a result of poverty and
HIV/AIDS-related illness and death (see also Sokunthea, 2002);
this was often further constrained by stigma, gender relations
and violence. It is well known that individuals and households
affected by HIV/AIDS often struggle to cope (Rugalema, 2000).
Labour shortages, exacerbated by HIV/AIDS, combined with
declining household incomes are compounding food and
livelihood insecurity (Topouzis & du Guerny, 1999). Moreover,
HIV/AIDS often leads to confusion, denial and depression,
resulting in withdrawal from social activities (Swaans et al.,
2005; Van Woudenberg, 1998). The general set-up seems rather
rigid and not flexible enough to deal with these circumstances.
Furthermore, the FLS relies very much on discovery-based
learning. In the FLS manual, human ecosystem analysis is
explained as a process whereby farmers research issues related
to their daily lives (Chhaya et al., 2004). They prioritise them,
and select families for further investigation in smaller groups to
achieve a holistic understanding of the way people live and the
factors that contribute to or detract from a healthy life. However,
in the case of HIV/AIDS this remains problematic. For example,
it remained difficult for participants to reflect critically on HIV/
AIDS, despite signs of more openness and willingness to share
experiences. This was especially prevalent where groups were
newly formed, and could not build on pre-existing relations
between their members. In addition, in a social environment in
which stigmatisation of HIV/AIDS and violence are common,
moving beyond the FLS group may even put participants
and their families at risk (Walker et al., 2004). Although the
results seem to confirm the general belief that FLSs can only be
implemented successfully when participants are already familiar
with agro-ecosystem analysis (Müller, 2005), in the context of
HIV/AIDS, other concepts, such as common ground, trust,
safety, confidentiality and respect, seem at least as important.
Moreover, while setting up an FLS, complex social dynamics
come into play. Many HIV/AIDS-related problems, such as
stigmatisation, social exclusion, and gender inequality, are
‘expressed’ through institutionalised rules and behaviour
(Douglas, 2004). Douglas argues that the way people assess
risks is rooted in notions of social organisation and solidarity,
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and that change is mediated only through shifts in or challenges
to collective values. This would imply that the poor respond to
danger not on a risk-by-risk basis, but through adapting group
values and commitments. This may explain why efforts to
tackle AIDS and related problems on an individual basis have
so far been rather ineffective (Walker et al., 2004). However,
despite its group-based character, the main focus of the FLS is
on individuals, and not on the underlying values and relations
between them (du Guerny et al., 2002). Especially in the context
of HIV/AIDS this seems to be a missed opportunity.
And finally, structural changes to improve people’s lives have
been limited, although one has to realise that one FLS season
is very short to have a profound impact on economic and
institutional aspects of empowerment. It takes time to acquire
agricultural knowledge and skills and to apply them successfully
to reap the benefits. Some suggest that this may take three to
five years (Barnett & Grellier, 2003; Bishop-Sambrook, Kienzle,
Mariki et al., 2004). Vulnerable households do not only lack
the money and time to invest in this, but also lack access to
necessary services. In a recent review of FFSs, Braun et al. (2006)
emphasise that sustainable, local level, institutionalised gains,
can be negated or diminished when surrounding conditions are
unsupportive. It seems even more difficult to change practices
in relation to HIV/AIDS. Root causes of HIV/AIDS are related
to gender and social inequalities, which are deeply ingrained
in social norms and values and embedded in institutions and
policies (Parker & Aggleton, 2003).

Conclusion and implications

Several lessons can be drawn from this study. Firstly, HIV/
AIDS-related illness and death, and factors that drive the
epidemic and its impact, such as poverty, gender inequality,
stigma and violence, also undermine people’s participation in
development processes. Rules and recruitment of participants
may unintentionally lead to the exclusion of the poor and
people infected or affected by HIV/AIDS. Although agricultural
NGOs, development organisations and public services have
increasingly integrated HIV/AIDS as an important component
of their focus (Gillespie, 2006), it has hardly led to fundamental
changes in the methodology to include, rather than exclude,
people who need it most. It requires a flexible approach that is
better adapted to people’s personal situation.
Secondly, the study shows the importance of developing trust
relations and social cohesion. It requires a ‘safe’ environment in
which participants feel free to express themselves and support
each other. A group-based approach can help participants to
get to know each other, build trust and stimulate learning. It
provides the opportunity to challenge underlying values and
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relations between them (Welbourn, 1995). The issue of safety
and confidentiality deserves specific attention. Talking about
HIV/AIDS provokes strong emotional reactions, positive and
negative. It requires sensitive methods and competent process
facilitation.
Thirdly, the case study shows the importance of achieving
successes that others are ‘envious’ of, such as a thriving garden.
An intervention must bring some kind of ‘reward’ to the
participants, which in turn makes them stronger, as it helps to
create a positive self image, and a project image of which they
want to be part. Conservation agriculture has the potential
to contribute to food security and income (see also BishopSambrook et al., 2004). However, innovations have to go beyond
labour-saving technologies to be effective. At least as important
are shared activities and a feeling of ‘togetherness’, to reverse
the destructive impact of HIV/AIDS on institutions. A small
successful group can pave the way for a larger initiative that can
sway others to get involved.
Fourthly, to achieve impact and innovation over the longer
term, changes are required in larger sets of relationships or
institutional arrangements than can be established by the FLS
alone. Interventions such as the FLS need to be integrated into
an overall programme on HIV/AIDS and food security, taking
into account the specific needs of individual households, while
creating a supportive environment at community level.
Last, but not least, when life more than livelihood comes
under threat, the effectiveness of the FLS approach becomes
questionable. In that case more immediate support is needed.
This requires a technical, social and medical response, whereby
individuals can be referred to other service providers when
necessary. However, it is difficult to think of any approach being
effective in fighting the epidemic and its devastating impact if
poverty, inequalities and injustices are not seriously challenged.
Overall, we can conclude that the FLS has great potential to
improve food security, while providing safe spaces to address
HIV/AIDS. However, interventions aiming to mitigate the
impact of HIV/AIDS need thorough understanding and where
possible adaptation to the (social) context, in order to facilitate
processes that reverse, rather than reinforce, social inequalities,
stigma and discrimination.
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Establishing support groups for HIV-infected women: Using experiences to develop
guiding principles for project implementation
Maretha J Visser, Jonathan P Mundell

Abstract

HIV-infected women need support to deal with their diagnosis as well as with the stigma attached to HIV. As part of their practical
training, Master’s-level psychology students negotiated with the staff of four clinics in townships in Tshwane, South Africa, to
establish support groups for HIV+ women and offered to assist them in facilitating the groups. This study aimed to understand
why the implementation of groups was successful in one clinic and not other clinics. The student reports on their experiences and
interaction with clinic staff and clients were used as sources of data. Using qualitative data analysis, different dynamics and factors
that could affect project implementation were identified in each clinic. The socio-ecological and systems theories were used to
understand implementation processes and obstacles in implementation. The metaphor of building a bridge over a gorge was used to
describe the different phases in and obstacles to the implementation of the intervention. Valuable lessons were learnt, resulting in the
development of guiding principles for the implementation of support groups in community settings.
Keywords: Support groups, HIV+ women, project implementation strategies, change in systems, socio-ecological theory.

Résumé

Les femmes séropositives ont besoin du soutien afin de faire face à leur diagnostique ainsi qu’avec la stigmatisation liée au VIH.
Faisant partie du programme pratique de formation, les étudiants de maîtrise en psychologie ont négocié avec le personnel de quatre
cliniques des townships (quartiers pour les Noirs) à Tshwane en Afrique du Sud. Le but fut d’établir des groupes de soutien pour des
femmes séropositives. Ces étudiants ont également offert leur aide en animant les groupes. Le but de cette étude est de comprendre
pourquoi l’exécution de groupes fut un succès dans une seule clinique et pas dans les autres. Les rapports des étudiants sur leurs
expériences et leurs interactions avec le personnel et les malades ont été utilisés comme sources de données. En utilisant l’analyse
qualitative des données, les dynamiques et les facteurs différents qui pourraient affecter l’exécution du projet furent identifiés dans
chacune des cliniques. Les théories de systèmes socio-écologiques ont été utilisées afin de comprendre le processus de l’exécution
ainsi que les obstacles à celle-ci. On a fait référence à la métaphore de bâtir un pont au dessus d’une gorge pour décrire les différentes
phases du processus d’exécution et les obstacles face à l’exécution de l’intervention. On a appris des leçons importantes qui ont, par la
suite, favorisé l’aménagement des principes directeurs des groupes de soutien dans un milieu communautaire.
Mots clés : Groupes de soutien, femmes séropositives, stratégies de l’exécution d’un projet, changement de systèmes, théorie
socio-écologique.
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Introduction

It is estimated that between 5.7 and 6.2 million South Africans
are infected with HIV (Department of Health, 2006) – 12.8%
of women and 9.5% of men between the ages of 2 and 49 years
(Shisana & Simbayi, 2002). Due to stigmatising attitudes in the
community (Visser, De Villiers, Makin et al., 2005), people are
reluctant to test for HIV and those who test positive are scared
to disclose their status. This obviously has a negative effect
on care-seeking behaviour (Bond, Chase & Aggleton, 2002;
Gebrekristos, Abdool Karim & Lurie, 2003; Skinner & Mfecane,
2004).
Being diagnosed HIV positive constitutes a serious life crisis that
requires considerable coping resources. When receiving an HIV
diagnosis, a person has to deal not only with a life-threatening
disease and issues such as death and HIV-related symptoms,
but also with a change in life expectancy, change in body
image, decisions about disclosure, mistrust in relationships,
stigma and possible social isolation and rejection (Hudson, Lee,
Miramontes & Portillo, 2001; Skinner & Mfecane, 2004). The
emotional experiences of women with HIV are largely affected
by the stigma related to HIV/AIDS and the social support they
receive from significant others (Kalichman, DiMarco, Austin,
Luke & DiFonzo, 2003; Serovich, Kimberley, Mosack & Lewis,
2001; Silver, Bauman, Camacho & Hudis, 2003; Turner-Cobb,
Gore-Felton, Marouf et al., 2002). Various studies indicate
that people with HIV experience lower levels of social support
after the diagnosis than before, and less support than people
with other chronic diseases and those non-infected (Klein,
Armistead, Devine et al., 2000; Turner-Cobb et al., 2002). In
a study in Tshwane (South Africa) where 150 HIV-positive
women were interviewed, it was confirmed that women needed
support to deal with their diagnosis, to disclose their status to
significant others, and to deal with the stigma they perceive in
their communities (Visser & Makin, 2004).
The need for support and the lack of professional services
have led to the idea of establishing support groups as a form
of intervention (Beckett & Rutan, 1990; Spirig, 1998). In
this community a few informally organised support groups
developed spontaneously, but there is no network of support
groups to which newly diagnosed HIV-positive women can
be referred. This project intended to address this need by
establishing more and accessible support groups as part of
the public health infrastructure. Support groups are groups of
people with some pressing common concern coming together
on a regular basis, often face-to-face, to contribute personal
experiences and engage in the development of a cohesive,
supportive system (Schopler & Galinsky, 1993). Support groups
involve relationships on an equal level. A mutual supportive
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environment is created where each person receives and provides
support to deal with his/her specific situation. The emphasis
is on sharing personal experiences of the problem and taking
responsibility to help one another (Riessman, 1990).
Support groups in the HIV/AIDS context can be a valuable
tool to help individuals adjust to the consequences of living
with HIV in the absence of support from family and friends
(Brashers, Haas, Klingle & Neidig, 2000). Groups can provide
HIV-infected individuals with a non-stigmatising atmosphere
in which to gain information, share experiences and learn from
others. They can also offer sympathetic understanding and
establish social networks that can challenge loneliness, give a
sense of belonging, and supply mutual aid. Groups can help
individuals to renew their hope and confidence in the face of
devastating losses (Adamsen, 2002; Drower, 2005; Lyttleton,
2004; Summers, Robinson, Capps et al., 2000). Drower (2005)
advocates the empowerment of women in groups to disclose
their status and negotiate their relationships with their partners,
as this can contribute to social re-integration and a sense of
taking control over their lives.
Support groups for people living with HIV/AIDS can be
heterogeneous in both structure and format. Groups can have
a limited number of sessions or go on for an indefinite period
(Foster, Stevens & Hall, 1994), they can be open or closed to new
members (Coleman & Harris, 1989), and they can be facilitated
by professionals or by peers (Ribble, 1989). The success of a
support group often depends on the extent that the fears and
expectations of group members are taken into account and
the degree of adherence to group rules agreed upon to protect
members (Bor & Tilling, 1991). Confidentiality in HIV support
groups is extremely important to ensure that the members feel
free to express their feelings and experiences.
Research results show that HIV+ women who attended support
groups were less depressed (El-Sadr, 2001), as well as more
likely to disclose their HIV status and gain access to treatment
(Kalichman, Sikkema & Somlai, 1996). A high correlation was
found between the experience of social support and the slower
progression of HIV (Moskowitz, 2003; Summers et al., 2000).
An HIV support group is therefore a place where individuals
who spend much of their time preparing for death can work
together in trying to learn how to live again (Beckett & Rutan,
1990).
Because of HIV+ women’s need for support, students at the
University of Pretoria attempted to establish support groups
for HIV+ women at primary health clinics in Tshwane as part
of their practical training. However, most of these attempts of
the students failed. In this paper, the students’ reports on their
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attempts to establish groups, presented in the form of four case
studies, are analysed in terms of existing theories to understand
why some of their efforts were successful and others failed.
This learning experience resulted in valuable lessons learned
regarding project implementation that could pave the way for
implementing support groups in community settings in the
future.

Methodology

Eight Master’s-level psychology students (two black and six
white) explored ways of establishing and facilitating support
groups for HIV+ women at clinics in Tshwane as an assignment
for their practical training. Negotiations were conducted with
local government health services authorities to obtain the
necessary permission and support for the project. Four clinics
that provide voluntary counselling and testing (VCT) services
in townships in Tshwane agreed to participate in the project.
These clinics provide medical services to a mainly black urban
population in the very low to middle socio-economic class.
Nurses in the clinics perform HIV testing, while volunteer HIV
counsellors offer pre- and post-test counselling. Two students
were assigned to each clinic for weekly sessions over a period of 6
months, with the aim of establishing and assisting in facilitating
support groups. The students negotiated the development
of groups with the clinic staff and HIV counsellors, who had
themselves observed the need for support, but did not have the
resources to start support groups. The HIV counsellors agreed to
participate in establishing support groups by referring recently
diagnosed HIV+ women, who consented to participate on a
voluntarily basis, to the groups and to co-facilitate the groups.
The goal of the groups was to assist HIV+ women to deal with
the psychological consequences of their diagnosis. Group
participation was to be voluntary with no cost involved for the
participants, except for their own travel costs to the clinic. The
two students working at each clinic kept a weekly diary of their
experiences, interactions with clinic staff and clients, as well as
progress made in the implementation of support groups.
After being involved in the clinics for 3 months the students
met with their supervisor to report back on their practical
work. The students discussed, interpreted and compared their
experiences. Using a qualitative data analysis paradigm (Miles
& Huberman, 1994), the students analysed their diaries in terms
of the process of implementation, strategies that were successful,
and obstacles they experienced. Their accounts of their attempts
to establish groups are presented in the form of four case studies
below. The socio-ecological and systems theory seemed to be
appropriate to understand the processes taking place in the
clinics. Students then interpreted their experiences according
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to these theories. From these discussions guiding principles for
project implementation were developed that could be used in
future endeavours.
This is therefore a descriptive study using qualitative research
methods to analyse the implementation strategies used
to establish support groups in clinics. The students were
the primary participants in this study and their reports of
experiences, interaction with clinic staff and clients, and progress
of implementation were the main sources of data used in the
analysis. As in all qualitative studies (Miles & Huberman, 1994)
the data obtained are of a subjective nature, being experiences
and perceptions of the process of implementation. The analysis
of the data is also a subjective process of making sense of the
observed data in relation to their understanding of existing
theories. The validity of the analysis was enhanced through
discussions of the interpretations.
The experiential learning of students reported on in this paper
was part of a larger project that was ethically approved by the
University of Pretoria Faculty of Humanities’ Ethics Committee.
Students gave consent that their reports and discussions be used
in this format.

The process of establishing support groups in
four clinics
Initially, the formation of support groups seemed a simple
answer to the needs of HIV+ women in underserved
communities. However, the experience gained in attempting to
establish groups has shown that this involves much more than
mere good intentions. The four case studies that follow represent
the students’ account of their attempts to establish support
groups. Each case study represents the experiences of the two
students assigned to a specific clinic. The interventions took
place independently, yet simultaneously. In each clinic different
obstacles were encountered, resulting in the termination of
efforts in two clinics and various degrees of success at the other
two.

Clinic 1
In the first meeting between the students and the HIV counsellors
and nurses at the clinic, the students tried to establish a climate
of collaboration. The counsellors admitted the need for support
groups. They undertook to inform newly diagnosed HIV+
women about the establishment of a support group and to
hand out pamphlets on the value of support groups and the
planned dates for meetings. The first meeting was scheduled 3
weeks in advance. No participants attended this first meeting.
The students then realised that the HIV counsellors had not
been handing out the pamphlets. When this was discussed
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with them, the counsellors contended that they felt that HIV+
women would not be interested in joining support groups. By
attending such a group, an HIV+ woman would have to admit
her status to others and perhaps feel stigmatised if other people
knew she was HIV+. The counsellors also argued that the clinic,
which is part of a provincial hospital, was far from the township
where the women lived. Transport and lack of money would
therefore be further obstacles to the women’s attendance of a
support group. The students took note of their reservations, but
strongly re-emphasised the benefits of support groups. Thus the
counsellors agreed once more to refer the women diagnosed at
their clinic to start a group.
After another 3 weeks of no response, the students were
convinced of the unwillingness of the HIV counsellors to assist
them. They consulted with the social worker at the hospital,
who informed them that the clinic staff would actually act
unethically if they were to refer the HIV+ women to the groups,
because this would mean that they were indirectly disclosing
the patients’ status. The working relationship between the clinic
staff and the students was clearly not established well enough
to foster trust and collaboration. The students were seen as
outsiders and not as part of the professional team at the clinic.
This resulted in the students withdrawing from the clinic.

Clinic 2
At this clinic, negotiations with HIV counsellors resulted in the
latter being eager to assist in establishing a support group, since
they were well aware of the women’s need for more support. The
counsellors recommended that support groups be conducted
in the nearby community centre, since the venue was available
during the day and there were no vacant rooms in the clinic.
At each weekly visit of the students, the counsellors reported
how many women they had referred to the support group.
However, for 4 weeks the students waited in an empty room
for the women to attend the group. The students then started
questioning the appropriateness of the venue, since it was
in a public place where many people gathered. In this highly
stigmatising community, they guessed that the women were
afraid to come to the meetings for fear of being identified by
others. The clinic staff subsequently suggested that a room in
the clinic, which was a less public venue, be used for the group.
Again, however, the room stayed empty at the times scheduled
for the support group.
After many discussions with the clinic staff and other
community members, the students learnt that a number of
HIV-infected individuals had taken the initiative of starting a
support group close by and that some of the recently diagnosed
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women referred to the support group, had joined that group
instead. The students then wondered if they should perhaps
assist that group in establishing itself, but the clinic staff insisted
that it would benefit the clinic to have its own support group.
They again undertook to refer women to the clinic group. After
another 6 weeks of no response the students eventually decided
to terminate their efforts.

Clinic 3
At this clinic the nurses and HIV counsellors were eager to
support the students in establishing a support group. They
provided a private venue and referred women diagnosed with
HIV. After 3 weeks there were 8 women in the group, 4 of whom
were committed members who attended regularly. In assessing
the needs of the HIV+ women, the students identified the most
important to be information on HIV and healthy living, as well
as support to cope with their diagnosis. In the first few sessions
information about HIV was discussed. After 6 sessions the
students started enquiring why the group was not growing and
why all the women did not attend the sessions regularly. The
women all came from a very poor socio-economic background
and had no sources of income. Although not identified in the
needs assessment, the students realised that the women’s main
concern was their need for financial resources to support their
health, to afford medication and provide a future for their
children. In trying to address the women’s lack of basic resources
for survival, a vegetable garden was started at the clinic with
the permission of the clinic staff. The aim of the garden was
to provide nutritious food and possibly a small income. On a
therapeutic level the garden could also function as a metaphor for
healing and growing together. The group worked in the garden
for 3 weeks and shared fears, loneliness and disappointments
in an informal way. However, membership started to dwindle,
despite the fact that the garden was the group’s own idea and
they enjoyed participating in the endeavour. Not understanding
what was happening, the students called a meeting with the
clinic staff. It was established that one of the counsellors had
referred some of the women to a nearby community-based
organisation for financial support. The students realised that
the immediate needs of the women were not talking about their
fears, hopes and dreams, but to find a place to stay, to be able
to feed their children and to pay school fees. The garden could
provide means, but it would take too long for desperate people
to benefit.

Clinic 4
In the fourth clinic the counsellors referred HIV+ women to
the support group. At first only a few women attended, but they

VOL. 5 NO. 2 JULY 2008
6/23/08 11:06:48 AM

Article Original

were scared of sharing their HIV status, and needed assurance
that the discussions would be confidential and in a private
venue. They mistrusted one another until they agreed on ground
rules in the group, inter alia to commit to the confidentiality
of discussions. After 4 weeks there were 12 women who
regularly attended the group sessions. For the next 12 weeks the
students facilitated weekly group discussions on themes such
as emotional reactions after the diagnosis, a healthy lifestyle,
nutritious food, stress management and disclosure of status.
The group afterwards continued to meet at the clinic and the
HIV counsellors facilitated sessions. This proceeded for at least
another 3 months of which we are aware. They also started an
exercise group separate from the support group to stay healthy.
Three group members who had to travel far to attend the
sessions (some travelled 40 km) eventually dropped out of the
group because of the high transport costs, but they started a new
group closer to their homes.
The students reported that the group interaction assisted HIVinfected women to build positive relationships, to share their
experiences and to build confidence. This empowered them to
feel stronger in their interaction with others, despite existing
stigmatising attitudes in their community.
At clinic 4 a number of factors contributed to the successful
establishment of the group. The HIV counsellors and nurses
had good relationships with the HIV+ women whom they
referred to the group. The counsellors attended every session,
co-facilitated discussions and provided the group members with
information and support. The presence of the HIV counsellors as
co-facilitators allowed for the group to converse in their mother
tongue, as most of the members were Tswana- and Sothospeaking while the students spoke English. The counsellors
translated highlights of the discussions, allowing the students
to facilitate but not to take control of the group process. The
advantage was that the responsibility for running the group was
shared by all its members. Group sessions were conducted in an
unstructured and informal way. Group members could suggest
topics for and participated in open discussion. This allowed
members to interact with each other in an almost natural social
milieu. It encouraged the development of personal relationships
between members and fostered the sustainability of the group.

Discussion of implementation processes
from a theoretical perspective
In the discussion of students’ experiences in implementing the
intervention, the socio-ecological theory (Goodman, Speers,
Mc Leroy et al., 1998; Goodman, 2000; Sarason, 1996) and the
systems theory (Capra, 1997; Hanson, 1995) were especially
relevant. According to these theories, all parts of a system are
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interrelated and keep a system in balance. Interventions are
challenges to alter the current context, which generally resists
change. The way in which an intervention is introduced into
a particular context will play a crucial role in its acceptance
and implementation. The change agent therefore needs to
understand the dynamics of the context (such as relationships,
climate and ability to influence the current structure) to be able
to establish a fit between the context and the intervention, and to
mobilise people in the context to bring about change (Edwards,
Jumper-Thurman, Plested, Oetting & Swanson, 2000; Goodman
et al., 1998). Sarason (1996, p.11) wrote in this regard: ‘The more
sensitive you become to this complicated embeddedness, the more
you realise how many different systems have to change if the change
you seek … can be successfully introduced and maintained.’
Systems theory provides us with concepts to understand
change. Change can take place when the balance in a system
is disrupted, which activates self-regulatory mechanisms to
restore balance or to reach another balance (Capra, 1997). The
balance in a system can be disrupted by changing components
of the system, changing feedback patterns, or creating awareness
that the current situation is different from the ideal. Imbalance
in a social system may mobilise people to activate change by
extending the system’s capacity or by restructuring the resources
within the system (Ford & Lerner, 1992; Levine, Van Sell &
Rubin, 1992). Because of unique internal processes, each system
reacts in a unique way to interventions; therefore the impact
of an intervention cannot be predicted beforehand (Hanson,
1995). Another key concept in systems theory is that change can
only take place from within a system (Capra, 1997). External
change agents therefore need to mobilise people who are inside
the system to activate change (Scheirer, 1990).
In terms of the theoretical framework, the goal of the
intervention was to link students, as external change agents, to
township clinics to create an awareness of HIV+ women’s need
for support and to provide the skills and capacity required for
establishing and facilitating support groups in the clinics. The
strategy was to mobilise HIV counsellors and nurses in the
clinics (as gate keepers and possible internal change agents)
to refer and motivate recently diagnosed HIV+ women to join
the support groups for psychological assistance. This could
mobilise resources from within the clinic to support change
in dealing with HIV+ women. Although the same strategy
was followed in all four clinics, the students reported different
dynamics and factors that could affect the implementation of
the intervention.
In clinic 1 the students (as external change agents) did not
succeed in joining with the clinic team and establishing a
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relationship that would enable them to initiate change. They
could not mobilise the clinic staff (as gate keepers and internal
change agents) to motivate women to attend the groups. This may
be attributed to the fact that the students did not understand the
dynamics of the context in the clinic (such as the relationships
and the procedures) and therefore could not establish a fit
between the context and the planned intervention (Edwards et
al., 2000; Goodman et al., 1998). Another problem could have
been that the HIV counsellors (as internal change agents) who
were supposed to recruit the women did not hold influential
positions in the clinics that allowed them to change the existing
patterns of dealing with HIV+ women. The concept of support
groups had also not been introduced to the counsellors in such a
way that they were convinced of its value. It was their perception
that HIV-infected women would not like to be identified or to
meet with other HIV+ women, which may be indicative of their
own perception of HIV rather than of the infected women’s
needs. The relationships within the clinic and with the students
(as external change agents) did not promote mobilisation of the
counsellors towards the establishment of support groups.
In clinic 2 the students succeeded in involving clinic staff in the
effort to establish groups. As outsiders, the students were not
familiar with the infrastructure and resources in this community
and relied on the clinic staff for referrals and advice. As they
gained more knowledge about the community, they questioned
the appropriateness of the venue and learnt about the existence
of another group. It was easier for women to join a support group
of familiar people within their community, where perhaps there
were existing relationships of trust, than to join a group led by
outsiders with whom they had no relationship. However, the
positive impact that the students had in this clinic was to raise
awareness of the possibility of joining a group to access support.
This assisted HIV+ women in general, but did not contribute
to the goal of the project to establish a support group in this
clinic.
Experiences in clinic 3 showed that although students succeeded
in establishing a group of women who met regularly, the group
interaction was not sustainable because the primary needs of
the women were not addressed. Their needs were on a concrete
and survival level, confirming Maslow’s (1970) theory that basic
needs should be satisfied in order for higher needs to be fulfilled.
Therefore, when given the option, the women chose to turn to
an organisation where they could get food for their families, and
in so doing, address their immediate needs. The support group
sessions that the women attended could have given them the
support and courage to attempt to address their most pressing
needs.
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In clinic 4, the enthusiasm and commitment of the HIV
counsellors (internal change agents) clearly mobilised change
from within the system (Capra, 1997). The relationship between
the counsellors and the HIV+ women was used as a link into
the support group. In the group, women took the lead to
initiate discussion themes and to support each other. The group
leaders also initiated new ways of relating to one another, such
as forming an exercise group to stay healthy. The role of the
students (as external change agents) was to mobilise the HIV
counsellors to recruit women, and to lay the foundation for
group interaction and confidentiality. Their acceptance of the
women could have contributed to the accepting climate in the
group. Although the students as facilitators brought information
about HIV, nutrition and coping styles, the group members took
the responsibility for the functioning of the group. Being part of
the support group as co-facilitators gave the HIV counsellors
the opportunity to develop facilitation skills that enabled them
to continue running the groups after the student facilitators
were not available any more. In this group, change was initiated
in such a way that new behaviour patterns developed, which
contributed to sustainability of the group.

Developing guiding principles
In the discussion of the case studies the students suggested that
the process of implementing support groups could be compared
with building a bridge over a gorge. A bridge is defined as a
structure spanning and providing passage over the gorge. The
process of building a bridge can be complicated and multifaceted,
as it involves planning, collaboration among project team
members, organising building material and resources, securing
a foundation, constructing the bridge from both sides to meet
somewhere towards the middle, and finally crossing over the
bridge. All of these processes require cooperation among various
stakeholders. In the case studies referred to, the bridge needed
to connect students who were not HIV-infected and women
who were infected to travel together towards better wellbeing.
Other differences that had to be overcome in connecting the
two groups were differences in socio-economic status, level
of education, cultural background and language, as well as
different perceptions of HIV-related stigma.
In each clinic a different stage of building this metaphorical
bridge was accomplished and different obstacles were
encountered. In the first clinic discussed, the builders could
not round up a committed construction team that could work
together towards a common goal. The students remained
outsiders and did not succeed in mobilising the HIV counsellors
to address the need for support. Other issues such as the HIV
counsellors’ own perception of stigmatising attitudes (internal
processes) inhibited them from taking action. The balance in
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the system was therefore not disrupted and the procedures in
the system remained as they were.
In the second clinic attempts were made at laying a foundation
for the bridge by recruiting women for the groups, although
it was found that the bridge was planned on the wrong
construction site – HIV+ women started to build their own
bridge on another more appropriate site. In this case resources
were available, but research to identify an appropriate
construction site was limited. Without knowledge of the
community structures and relationships it was not possible to fit
an intervention into existing structures. This was the only clinic
where the background of the students could have played a role
in the unsuccessful implementation, since the women obviously
wanted to join a group, but rather joined a group led by people
from within their own community.
In the third clinic the construction of the bridge was initiated as
a connection between the two sides of the gorge. Yet, after initial
connection, the bridge broke down because building blocks
were slowly falling away – this bridge did not connect women
with resources to meet their most pressing needs. Change was
therefore not sustainable.
In the last clinic the metaphorical building site was prepared
through good relationships between the students, HIV
counsellors and HIV-infected women attending the clinic.
The counsellors from within the clinic anchored the bridge,
rendering support and information, and cultivating a positive
relationship with the HIV+ women whom they had referred
to the group. Together the bridge could be secured from both
sides of the divide, enabling the construction of a crossing.
The strength of this bridge eventually lay in the sharing of
experiences between group members. The gorge was spanned
successfully, as the whole team worked together to construct a
strong bridge. Cultural and educational differences between the
team members did not play a role, since they were overcome
through collaboration and sharing of a vision and responsibility
in the group.
Experiences of failure to implement the interventions
highlighted a few valuable principles in project implementation.
To mobilise change in an existing context, the metaphor of the
bridge can be used again:
• A
 construction team is necessary to work towards a common
goal – joining needs to take place between stakeholders, and
a shared vision is needed to mobilise resources (Levine et al.,
1992; Scheirer, 1990).
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• Th
 orough knowledge of the construction site is essential
to decide on an appropriate site for laying the foundation
– understanding the functioning and interaction within
the context is needed for the intervention to fit into existing
patterns (Goodman et al., 1998; Goodman, 2000).
• B
 uilding of the bridge needs to take place from both sides of
the gorge – change needs to take place from within the system
and cannot be brought about by outsiders (Capra, 1997).
• I f building blocks are not secured and they start falling
apart, reconstruction of parts may be necessary to secure the
bridge – feedback processes in a system should be used to
understand what change actually took place and to overcome
barriers by initiating new strategies to accomplish the goal
(Capra, 1997; Levine et al., 1992).
• T
 o be a functional bridge, the bridge should assist travellers
to get to their destination – the needs of the participants must
be addressed to ensure the value and sustainability of change
(Akerlund, 2000; Pentz, 2000).
• Th
 e bridge needs to be strong to assure a sustainable
crossing – responsibility needs to be shared by all members
and structural changes are needed in the setting to ensure
sustainability (Akerlund, 2000; Ford & Lerner, 1992).
Stigmatising attitudes played a dominant role in the establishment of HIV support groups. Such attitudes in the community
were the underlying reason for the need for support groups, since
women did not get support from family and friends. Stigmatising
attitudes also posed obstacles to HIV+ women’s decision to join
the groups, because these women actually disclosed their status
by joining the groups. Once group rules of confidentiality were
established and women could build trusting relationships, they
gained confidence to face stigmatising attitudes outside of the
support group.
In bridging the gap between non-infected students and HIV+
women, it seemed that differences in background regarding
socio-economic status, level of education, cultural background
and language did not play a decisive role. The two groups
that were established successfully were facilitated by students
who came from different racial groups than the participants.
Differences in personal characteristics can therefore be overcome
if appropriate implementation strategies are followed.
Another valuable lesson learnt was that women with HIV do
experience obstacles because of their diagnosis, especially on an
emotional and social level, but that their lives are not reduced to
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dealing with HIV. Women in HIV support groups have a wide
spectrum of needs that need to be taken into account in planning
interventions. When women overcome the emotional and social
barriers, they can be empowered to live constructively and
contribute to the wellbeing of their families and communities.

Conclusion

In this study, students’ reports on their experiences and
interpretations of processes in primary health clinics that can
affect attempts to establish support groups for HIV+ women,
were analysed in terms of the ecological and system theory to
derive principles to be considered in project implementation.
It needs to be kept in mind that the subjective experiences
and interpretations of 8 students doing practical work were
used in the qualitative analysis. The perceptions of the other
roleplayers such as the health care staff, counsellors and clients
were not incorporated in this analysis. This is therefore one
of many other possible interpretations of processes that could
have played a role in the implementation of change in these
clinics. The perspective of the students as both insider and
outsider could also have played a role in their perceptions of
the implementation process. Interesting though, is how well
the experiences of the implementation process fitted into the
theoretical framework that was used.
Although the establishment of support groups seemed to be the
obvious intervention to provide psychological support for HIV+
women, students found that it involved much more than simply
good intentions to establish sustainable groups in the clinics of
Tshwane. The establishment of groups involved relationships
with stakeholders, a shared vision, the mobilisation of resources
and a grounded knowledge of relationships, culture and
procedures in clinics, as well as community processes, to be able
to fit an intervention into the current functioning of a clinic. A
relationship of trust is needed to mobilise HIV+ women to take
the step of joining a support group that will help them to deal
with issues that result from an HIV+ diagnosis. The value and
sustainability of groups are related, inter alia, to relationships
within the group, the needs that are addressed and ownership of
the group. Because of the complexity involved, the establishment
of support groups in community settings can only be successful
if clear theoretical guidelines are adhered to.

Acknowledgements

We acknowledge the contribution of Thembi Barnabas, Karen
Bradford, Elizabeth Faria, Angelique Grigoratos, Ingrid Jonker,
Tanya Meyburgh, David Thompson and Xandie van Dyk
(Master’s students in Counselling Psychology at UP), the staff

72
pg. 65-73.indd 72

Journal of Social Aspects of HIV/AIDS

and HIV counsellors at the different clinics, as well as the HIV+
women who participated in the groups.

References
Adamsen, L. (2002). ‘From victim to agent’: the clinical and social significance
of self-help group participation for people with life threatening diseases.
Scandinavian Journal of Caring Sciences, 16(3), 224-231.
Akerlund, K.M. (2000). Prevention program sustainability: The state’s
perspective. Journal of Community Psychology, 28(3), 353-362.
Beckett, A. & Rutan, J.S. (1990). Treating persons with ARC and AIDS in
group psychotherapy. International Journal of Group Psychotherapy, 40, 1929.
Bond, V., Chase, E. & Aggleton, P. (2002). Stigma, HIV/AIDS and prevention
of mother-to-child transmission in Zambia. Evaluation and Program
Planning, 25(4), 347-356.
Bor, R. & Tilling, J. (1991). Groups for people with HIV/AIDS. Nursing
Standard, 6(12), 50-51.
Brashers, D.E., Haas, S.M., Klingle, R.S. & Neidig, J.L. (2000). Collective
AIDS activism and individuals’ perceived self-advocacy in physician–patient
communication. Human Communication Research, 26, 372-402.
Capra, F. (1997). The web of life, a new synthesis of mind and matter. London:
Flamingo.
Coleman, V.E. & Harris, G.N. (1989). Clinical notes. A support group for
individuals recently testing HIV positive: A Psycho-educational group
model. Journal of Sex Research, 26(4), 539-548.
Department of Health (2006). National HIV and syphilis antenatal seroprevalence survey in South Africa, 2005. Pretoria: Directorate Health Systems
Research and Epidemiology, Department of Health.
Drower, S.J. (2005). Groupwork to facilitate empowerment in the context of
HIV/AIDS. In: L. Becker (Ed.). Working with Groups (pp. 101-119). Cape
Town: Oxford University Press.
Edwards, R.W., Jumper-Thurman, P., Plested, B.A., Oetting, E.R. & Swanson,
L. (2000). Community readiness: Research to practice. Journal of Community
Psychology, 28(3), 291-307.
El-Sadr, W. (2001). Challenges in providing treatment for woman. Third
International Conference on Global Strategies for the Prevention of HIV
Transmission from Mothers to Infants, Uganda.
Ford, D.H. & Lerner, R.M. (1992). Developmental systems theory: An
integrative approach. Newbury Park: Sage.
Foster, S.B., Stevens, P. & Hall, J. (1994). Offering support groups services for
lesbians living with HIV. Women and Therapy, 15, 69-83.
Gebrekristos, H., Abdool Karim, Q. & Lurie, M. (2003). Disclosure of HIV
status for patients on HAART: Implications for treatment adherence and
sexual behaviour. Paper at the South African AIDS Conference, Durban, 3-6
August.
Goodman, R.M. (2000). Bridging the gap in effective program
implementation: From concept to application. Journal of Community
Psychology, 28(3), 309-321.
Goodman, R.M., Speers, M.A., Mc Leroy, K., Fawcett, S., Kegler, M., Parker,
E., Smith, S., Sterling, T. & Wallerstein, N. (1998). An attempt to identify
and define the dimensions of community capacity to provide a basis for
measurement. Health Education and Behavior, 25, 248-278.
Hanson, B.G. (1995). General systems theory beginning with wholes. Toronto:
Taylor & Francis.
Hudson, A.L., Lee, K.A., Miramontes, H. & Portillo, C.J. (2001). Social
interactions, perceived support and level of distress in HIV-positive women.
Journal of the Association of Nurses in AIDS Care, 12(4), 68-76.
Kalichman, S.C., Sikkema, K.J. & Somlai, A. (1996). People living with HIV
infection who attend and do not attend support groups: A pilot study of
needs characteristics and experiences. AIDS Care, 8(5), 589-599.
Kalichman, S.C., DiMarco, M., Austin, J., Luke, W. & DiFonzo, K. (2003).
Stress, social support and HIV-status disclosure to family and friends among
HIV-positive men and women. Journal of Behavioral Medicine, 26(4), 315332.
Klein, K., Armistead, L., Devine, D., Kotchick, B., Forehand, R., Morse, E.,
Simon, P., Stock, M. & Clark, L. (2000). Socio-emotional support in African
American families coping with maternal HIV: An examination of mothers’
and children’s psychosocial adjustment. Behaviour Therapy, 31, 1-26.
Levine, R.L., Van Sell, M. & Rubin, B. (1992). System dynamics and the
analysis of feedback processes in social and behavioral systems. In: R.L.

VOL. 5 NO. 2 JULY 2008
6/23/08 11:06:50 AM

Article Original

Levine & H.E. Fitzgerald (Eds). Analysis of dynamic psychological systems
(Vol 1): Basic approaches to general systems, dynamic systems and cybernetics
(pp. 145-261). New York: Plenum Press.
Lyttleton, C. (2004). Fleeing the fire: Transformation and gendered belonging
in Thai HIV/AIDS support groups. Medical Anthropology, 23, 1-40.
Maslow, A.H. (1970). Motivation and personality (2nd edition). New York:
Harper.
Miles, M.B. & Huberman, A.M. (1994). Qualitative data analysis, an
expanded sourcebook (second edition). Thousand Oaks: Sage.
Moskowitz, J.T. (2003). Positive affect predicts lower risk of AIDS mortality.
Psychosomatic Medicine, 65, 620-626.
Pentz, M.A. (2000). Institutionalizing community-based prevention through
policy change. Journal of Community Psychology, 28(3), 257-270.
Ribble, D. (1989). Psychosocial support groups for people with HIV infection
and AIDS. Holistic Nursing Practice, 3, 52-62.
Riessman, F. (1990). Restructuring help: A human services paradigm for the
1990’s. American Journal of Community Psychology, 18, 221-230.
Sarason, S.B. (1996). Revisiting “The culture of the school and the problem of
change.” New York: Teachers College Press, Columbia University.
Scheirer, M.A. (1990). The life cycle of an innovation: Adoption versus
discontinuation of the fluoride mouth rinse program in schools. Journal of
Health and Social Behavior, 31, 203-215.
Schopler, J.H. & Galinsky, M.J. (1993). Support groups as open systems: A
model for practice and research. Health and Social Work, 18, 195-208.
Serovich, J.M., Kimberley, J.A., Mosack, K.E. & Lewis, T.L. (2001). The role
of family and friend social support in reducing emotional distress among
HIV-positive women. AIDS Care, 13(3), 335-341.

Shisana, O. & Simbayi, L. (2002). Nelson Mandela/HSRC study of HIV/AIDS,
South African National HIV prevalence, behavioural risks and mass media
household survey. Cape Town: Human Sciences Research Council.
Silver, E.J., Bauman, L.J., Camacho, S. & Hudis, J. (2003). Factors associated
with psychological distress in urban mothers with late-stage HIV/AIDS.
AIDS and Behavior, 7(4), 421-431.
Skinner, D. & Mfecane, S. (2004). Stigma, discrimination and the implications
for people living with HIV/AIDS in South Africa. Journal of Social Aspects of
HIV/AIDS, 1(3), 157-164.
Spirig, R.N. (1998). Support groups for people living with HIV/AIDS: A
review of literature. Journal of the Association of Nurses in AIDS Care, 9(4),
43-55.
Summers, J., Robinson, R., Capps, L., Zisook, S., Atkinson, J.H., Mccutchan,
E., Mccutchan, J.A., Deutsch, R., Patterson, T. & Grnat, I. (2000). The
influence of HIV-related support groups on survival in women who lived
with HIV. Psychosomatics, 41(3), 262-268.
Turner-Cobb, J.M., Gore-Felton, C., Marouf, F., Koopman, C., Kim, P.,
Israelski, D. & Spiegel, D. (2002). Coping, social support and attachment
style as psychosocial correlates of adjustment in men and women with HIV/
AIDS. Journal of Behavioral Medicine, 25(4), 337-353.
Visser, M.J. & Makin, J. (2004). HIV+ women’s experience of stigma and social
support. Paper presented at the 2nd African Conference on Social Aspects of
HIV/AIDS Research, May, Cape Town.
Visser, M., De Villiers, A., Makin, J., Sikkema, K., Forsyth, B., Claassen, N.,
Vandormael, A. & Mundell, J. (2005). The stigma the community attaches
to HIV/AIDS. Poster presentation at the 7th International AIDS Impact
Conference, “The Moment is Now”. Cape Town, 4-7 April.

Full text version of

S A H A R A

J

Available online at
www.sahara.org.za

VOL. 5 NO. 2 JUILLET 2008
pg. 65-73.indd 73

Journal des Aspects Sociaux du VIH/SIDA

73

6/23/08 11:06:50 AM

Original Article
The political context of AIDS-related stigma and knowledge in a South African township
community
Brian Forsyth, Alain Vandormael, Trace Kershaw, Janis Grobbelaar

Abstract

The purpose of this study was to examine the presentation of AIDS-related stigma and knowledge within the political context
of the South African government’s response to the AIDS epidemic. It was during the 2000 - 2004 period that key government
officials publicly challenged the orthodox views of HIV/AIDS, with the South African president, Thabo Mbeki, actively positing
the primary role of poverty and other socio-economic stressors in the progression of the AIDS epidemic. This discursive position
had real-time effects for AIDS policy-making and ultimately delayed the implementation of a national antiretroviral (ARV) rollout
programme. Consequently this position was criticised by commentators in the media and elsewhere for contributing to an already
widespread climate of AIDS stigmatisation and misinformation. To shed more light on these claims we conducted a survey in
2005 in Atteridgeville, a South African township, and compared results with those of a similar survey conducted shortly after ARV
medications became available in 2004. Results indicated a reduction in AIDS stigma levels across the 1-year period, and that those
participants who endorsed contentious political views (such as those expressed by key government officials) were more likely to
have a higher level of AIDS-related stigma than those who disagreed. Nevertheless, this study cautions against drawing a causal
relationship between the South African government’s position and AIDS-stigmatising attitudes, and suggests that further political
and social factors be accounted for in an attempt to gain a fuller understanding of this seemingly complex relationship.
Keywords: HIV/AIDS, AIDS-related stigma, South African government, AIDS debate, antiretroviral rollout, Atteridgeville.

Résumé

Le but de cette étude fut d’examiner la présentation de stigmatisation et du savoir liés au SIDA dans le contexte politique de la
réponse du gouvernement sud-africain vis-à-vis l’épidémie du SIDA. C’était au court de la période 2000 - 2004 où les cadres du
gouvernement ont ouvertement défié le point de vue orthodoxe du VIH/SIDA. Le Président sud-africain, Thabo Mbeki, a vivement
mis le rôle principal de la pauvreté et d’autres problèmes socio-économiques dans la progression de l’épidémie du SIDA. Cette
position discursive a eu des effets en temps réel par rapport à l’élaboration d’une politique et a, au bout de compte, retardé l’exécution
du programme national du déploiement des antirétroviraux (ARV). Par conséquence, cette position fut critiquée, par les média et
ailleurs, de contribuer au climat de stigmatisation et de désinformation du SIDA déjà répandu. En guise d’élucider ces revendications,
nous avons mené une étude en 2005 dans un township sud-africain nommé Atteridgeville. Nous avons comparé les résultats à une
étude qui a été faite peu après que les médicaments antirétroviraux furent disponibles en 2004. Ces résultats indiquent une baisse
du niveau de stigmatisation du SIDA tout au long d’une année et que les participants qui partageaient le même avis que certains
politiciens, avaient plus de chance de montrer un niveau plus élevé de stigmatisation liée au SIDA que ceux qui étaient d’une avis
contraire. Néanmoins, cette étude nous averti à ne pas banaliser la relation entre la position du gouvernement sud-africain et les
attitudes de stigmatisation du SIDA. Elle suggère que davantage des facteurs politiques et sociaux soient pris en compte pour tenter
d’avoir une compréhension profonde de cette relation qui semble complexe.
Mots clés : VIH/SIDA, stigmatisation liée au SIDA, gouvernement sud-africain, débat du SIDA, déploiement des antirétroviraux,
Atteridgeville.
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Introduction

Over the last two decades the subject of AIDS-related stigma
has received a substantial amount of attention in the academic
literature, largely because the harmful effects of stigmatisation
are often cited as major obstacles in the global fight against
HIV/AIDS (Aggleton, Wood & Malcolm, 2005; Bond, Chase &
Aggleton, 2002; Holzemer & Uys, 2004). In the South African
context, addressing AIDS-related stigma has become all the
more urgent given the almost unmanageable scale of the
epidemic. Currently, the rate of HIV infection in South Africa
is amongst the highest in the world: by the close of 2005 some
5.5 million people were estimated to be living with the disease;
over 1 million had already died from AIDS-related causes, and
another 6 million are forecast to die by the year 2010 (UNAIDS,
2006).
AIDS-related stigma can be defined as the ‘social psychological
processes through which people are discredited when they are
perceived to be infected with HIV … regardless of whether they
actually are infected and of whether they manifest symptoms
of AIDS or AIDS-related complex’ (Herek & Glunt, 1988, pp.
886-887). There are a number of social and cultural factors that
imbue AIDS-related stigma with its specific character. These
factors are often related to the degree or type(s) of knowledge
individuals or communities possess about AIDS. In rural and
urban African communities for example, social constructions of
HIV are commonly guided by cultural, traditional and religious
beliefs or myths about disease and illness (Aggleton, 2000;
Aggleton & Chase, 2001; ICRW, 2002; Kalichman & Simbayi,
2004). In many cases, HIV-positive persons are typically blamed
for, or seen to be deserving of their status; they may be thought
of as cursed or victims of witchcraft, or they may be seen as
immoral or sinful and deserving of some due punishment
delivered by a transcendental, moral being or deity (Kopelman,
2002; van Niekerk, 2001). In southern Africa, high rates of
illiteracy and significant levels of misinformation about HIV/
AIDS are known to further reinforce these types of beliefs or
myths (Stadler, 2003; van der Vliet, 2004).
While these social and cultural factors may contribute to the
consolidation and progression of AIDS-related stigma and
misinformation, the effect rendered by the contributions of
political discourses, policies and roleplayers is given greater
attention in this study. Government policies and laws have in the
past directly promoted AIDS discrimination and stigmatisation,
whether, for example, by denying HIV-positive foreigners border
entry or immigrant status, by legal deportation following the
disclosure of HIV-positive status, by implementing mandatory
screening and testing for HIV, or by enforcing compulsory
notification of AIDS records. In some cases, political leaders
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have openly stigmatised certain population groups (such as
homosexuals, sex workers and drug users) for carrying and
spreading the disease (Poku, 2001). In South Africa, public
health care policies during the apartheid era systematically
discriminated against non-whites (particularly black Africans),
resulting in a legacy that continues to affect the decisions made
by persons at greatest risk of HIV infection (Kalichman &
Simbayi, 2003a).
The relationship between political factors, stigma and
knowledge is of interest in this study, particularly in the light
of the post-apartheid government’s response to the crisis of
AIDS. The South African president, Thabo Mbeki, has been a
key figure in this story, primarily through attempting to debate
the orthodox perspective of HIV/AIDS. Since 2000, Mbeki has
raised a number of questions with regards to the HIV contagion
model of AIDS, the accuracy of AIDS statistics, the scale of the
AIDS epidemic, and the allocation of state health resources to
AIDS and other leading causes of death in South Africa (Mbeki,
2000). At the opening session of the 13th International AIDS
Conference, Mbeki dismissed the view that the ‘world’s biggest
killer (AIDS) and the greatest cause of ill health and suffering
across the globe, including South Africa’ could be ‘blamed on a
single virus’ (Mbeki, 2001a). According to Mbeki, proponents
of this view failed to fully consider the impact of poverty, low
levels of literacy, gender and social inequality, poor sanitation,
unemployment, and infectious diseases on the progression
of AIDS in the African context (African National Congress
[ANC], 2001a; Mbeki, 2001b). In due course, Mbeki’s views
orientated the South African government towards rejecting
the ‘notion’ that an antiretroviral (ARV) programme was the
only way of dealing with HIV/AIDS (Netshitenzhe in ‘TAC
misread Mbeki’, 2004). As a result, the government’s health care
policies remained devoted to the task of addressing general
medical conditions such as tuberculosis, malnutrition, malaria
and cholera, rather than expending ‘limited resources on the
purchase of antiretrovirals’ (ANC, 2001b).
Mbeki’s views and the government’s response to AIDS were met
with widespread condemnation and protest. A number of social
commentators attempted to explain Mbeki’s AIDS discourse
as a regrettable case of political denialism (Cameron, 2003;
Heywood, 2005), as an outdated reaction to past colonialist (or
Western) biomedical practices and the racial stereotyping of
Africans which emerged from it (Mbali, 2002a; Posel, 2005), or as
a misguided attempt to advance a ‘pseudo-scientific’ framework
of HIV/AIDS (Geffen, 2006). The South African media were
mainly unified in criticising Mbeki for exacerbating an already
widespread social context of stigmatisation and misinformation
towards those living with HIV/AIDS (see for example, ‘Mbeki
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AIDS policy’, 2001; ‘HIV/AIDS discrimination’, 2003; Connelly
& Macleod, 2003; ‘Mbeki’s AIDS stance’, 2004; ‘Mbeki AIDS
facts’, 2004). South Africa’s leading AIDS activist organisation,
the Treatment Action Campaign (TAC), also admonished
the government for speaking of ‘poverty, transformation and
delivery as a national issue rather than HIV’ (Heywood, 2003).
The South African government in turn rejected these criticisms,
with one official announcing that much of the debate on
AIDS was being grossly misrepresented and oversimplified,
particularly by the media, who were trying to bring about the
‘wilful encouragement of hysteria’ (‘ANC still cautious’, 2001;
ANC, 2001a). Furthermore, the TAC was also dismissed as
a ‘single issue’ campaign which ignored the challenges of
implementing a ‘comprehensive approach to fighting HIV/
AIDS’ (Dugmore, 2003; Tshabalala-Msimang, 2004). Mbeki
himself remarked that there was a determined effort ‘to hide
the truth about the direct and immediate relationship between
poverty and health … and the diseases of poverty that regularly
claim the lives of hundreds of thousands of our people’ (Mbeki,
2002). Despite their commitment to this position, both Mbeki
and the government were ultimately compelled to accept the
mainstream science of HIV and the socio-economic rights of
citizens to access ARV treatments. Following two court rulings
and mounting public pressure, the Cabinet announced in August
2003 that medications would be made available at public health
facilities countrywide (South African Government, 2003) and
in February 2004, HIV-infected individuals with CD4 counts
below 200 registered for the first time to access government
funded medications.
Although withdrawing from the debate by 2004, Mbeki’s
discursive challenge had real-time effects and consequences
for AIDS policy-making in South Africa (Butler, 2005). By
the close of 2006, for example, a climate of political scepticism
towards the orthodox science and treatment of HIV/AIDS
was still in existence, despite the commencement of a national
ARV rollout programme. This study attempts to examine this
political context and the potential impact thereof, particularly
with respect to a number of claims made within the public
realm that the government’s position had heightened a climate
of AIDS stigmatisation and misinformation. The aim of this
study was therefore twofold. Firstly, it aimed to assess the
differences in AIDS-related stigma and knowledge over a 1year period following the South African government’s decision
to make ARV medications available in early 2004. This study
also sought to investigate differences over the same time period
in the number of people who had personal experiences of
knowing someone with AIDS. It was expected that the eventual
rollout of ARV medications would result in a lower level of
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AIDS-related stigma, a higher level of AIDS knowledge, and a
higher level of experience of AIDS because of the institutional
acceptance of HIV science and medicine filtering down to the
community level. Secondly, it aimed to assess the relationship
between the endorsement of contentious political views about
AIDS and stigmatising attitudes. It was hypothesised that
those participants who agreed with the kinds of political views
expressed by Mbeki and the government were more likely to
demonstrate a higher level of AIDS-related stigma than those
participants who disagreed.

Methods

Participants
This study uses data collected through two surveys administered
in July 2004 and August 2005 in a South African township
called Atteridgeville. Established in 1936, Atteridgeville is
one of the two main townships situated on the outskirts of
the capital city, Pretoria. The inhabitants of Atteridgeville are
mainly indigenous black Africans with a household income
ranging from R1 000 to R3 200 (approximately $150 - $500
US) per month (City of Tshwane, 2005). Townships are unique
features of the South African urban landscape and were first
established as self-contained black African localities. These
localities were positioned on the fringes of white urban areas
and functioned as temporary reservoirs for black migrant
labourers during the apartheid era. Investments in permanent
housing, infrastructure, education and other essential services
were purposefully kept to a minimum, in order to defer the
potential mass movement of Africans from the rural areas into
the townships. Today, Atteridgeville is a lively post-apartheid
township comprised of informal dwellings (such as shacks
and other forms of temporary housing) and permanent formal
housing. Despite the transition to democracy since 1994, black
Africans continue to remain the most disadvantaged of the
four population groups (compared with whites, coloureds and
Asians); more than 30% of this group (blacks) are unemployed
and are at the greatest risk for HIV infection, particularly if
living in an informal urban community (Shisana et al., 2005;
Statistics South Africa, 2004).
The 2004 community survey sought to examine the level of
AIDS-stigmatising attitudes within Atteridgeville and the
relevant factors that affected these attitudes (Visser et al.,
2005). The 2005 community survey shared the same research
design and methodology, and included a scale consisting of
six contentious political views or statements about AIDS. The
sampling technique used identified participants by firstly the
representative sampling method in which participants were
recruited according to the gender and age ratios (based on 2001
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census data) of the total Atteridgeville population, and secondly
the convenience sampling method in which participants were
recruited randomly until the specified gender and age ratio
targets were met.

Procedures
Five hundred questionnaires were collected in 2004 and again
in 2005. Four public sites were chosen in Atteridgeville for
data collection. Two of these sites were situated in the east of
Atteridgeville: the first opposite one of the township’s public
health clinics and the second opposite the police station. The
third site was situated further west alongside another public
health clinic, and the fourth site within the Phomolong section
of the township. The four sites were selected because of their
accessibility and potential to facilitate the recruitment of
participants. Permission to use the sites was attained from the
Atteridgeville ward coordinator.
A research team comprising one supervisor and six to eight
interviewees (second- and third-year sociology students from
the University of Pretoria) were placed at each of the four sites.
Potential participants were approached by the interviewees and
asked to participate in the questionnaire survey. Participants
were eligible if they were South African, over 18 years of age
and resided in Atteridgeville. The duration of residence in the
township, HIV status, social status or class were not considered
in the sampling process. Participants were asked to give informed
verbal consent before participating in the questionnaire survey.
They were briefed by the interviewees about the background and
purpose of study and were notified that their responses would
remain anonymous. Participants could terminate the interview
at any time, as well as choose not to answer some of the survey
questions. They were also given the option of responding
in English, Sesotho or Sepedi, the most prevalent languages
spoken in the area. Upon completion, each questionnaire was
handed to the supervisor of the site to ensure that the sections
were correctly completed. The supervisor then registered the
questionnaires under an age and gender column in order to
calculate the daily target ratios (i.e. the number of men and
women within their respective age groups to be interviewed for
that day).
Institutional review board approval was obtained for this study
from the Faculty of Health Sciences Research Ethics Committee
of the University of Pretoria, South Africa, and the Human
Investigation Committee of Yale University School of Medicine,
United States of America.

Measures
Demographic questions included age, gender, marital status
and education level completed. AIDS knowledge was assessed
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by a 15-item scale in which participants were asked to ‘agree’,
‘disagree’ or respond ‘don’t know’. Items included ‘A person can
get HIV by not using condoms during sexual intercourse’; ‘HIV
can be transmitted from mother to baby, through breast feeding’.
Each correct response was given a score of 1 and summed to
provide a total knowledge score of 0 - 15. Experience of AIDS
was assessed with a single item question that asked if participants
knew of someone close, or of an acquaintance who has or who
had died of HIV/AIDS.
Two parallel, 11-item AIDS stigma scales were adapted from
Bauman’s Perceived Stigma of HIV/AIDS scale (Bauman,
Camacho, Westbrook, & Forbes-Jones, 1997; Bauman, Silver, &
Camacho, 2000; Westbrook & Bauman, 1996) and were worded
differently to measure: (a) the participant’s personal views on
stigma (personal stigma variable; example of an item: ‘If you
have HIV you must have done something wrong to deserve
it’), and (b) the participant’s perceptions of stigma within the
community (perceived community stigma variable; example of
an item: ‘Most people believe that if you have HIV you must
have done something wrong to deserve it’). Participants were
asked to ‘agree’ or ‘disagree’ with the statements (participants
could also choose not to respond to the items). The scale ranged
from 0 to 11, with 11 representing a more stigmatising attitude.
The internal consistency values for personal and perceived
community stigma were good (α=0.75 and 0.85 respectively).
In order to assess the extent to which respondents endorsed
contentious political views, the 2005 questionnaire included
a scale of six items. Two of these items were adapted from an
Afrobarometer survey that sought to understand the relationship
between public opinion and HIV/AIDS across eastern and
southern Africa (Afrobarometer, 2004). The remainder of the
items were based on and developed from statements made by
key government officials from 2000 onwards. Participants were
asked to ‘agree’ or ‘disagree’ with these statements (participants
could also choose not to respond to the items). The scale was
summed out of a total of 6, with 6 representing more support for
contentious political views on AIDS. The internal consistency
for this scale was acceptable (α=0.60).

Data analysis
The data were coded and analysed using SPSS. To assess aim
1, independent t-tests were conducted comparing the 2004 and
2005 cohorts on personal and perceived community stigma,
AIDS knowledge and experience of AIDS. To assess aim 2,
point biserial correlations and Pearson correlations were used
to assess the relationship between the demographic variables,
AIDS knowledge, experience of AIDS, personal and perceived
community stigma and the endorsement of contentious political
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Table 1. Comparison between 2004 (N=500) and 2005 (N=500) cohorts
Variable

Cohort

Mean

Standard deviation

t-score

2004

2.73

2.38

-2.46

<0.01

2005

2.37

2.26

Perceived community stigma*

2004

6.68

3.30

2.74

<0.01

2005

7.25

3.31

AIDS knowledge†

2004

11.15

2.34

0.47

=0.64

2005

11.22

2.09

2004

0.73

0.45

-5.57

<0.001

2005

0.87

0.34

Personal stigma

*

Experience of AIDS‡
*

Score of 0 = minimum stigmatising attitude, 11 = maximum stigmatising attitude.

†

Score of 0 = minimum AIDS knowledge, 15 = maximum AIDS knowledge.

‡

Score of 0 = no experience of AIDS, 1 = experience of AIDS.

views. We conducted correlations at the bivariate level to parallel
the multivariate analyses used in this study. A hierarchical
regression analysis was therefore used. First, we entered the
demographic variables, AIDS knowledge and experience of
AIDS into the model. Second, the endorsement of contentious
political views variable was entered into the model to assess
whether these views related to the personal and perceived
community stigma, above and beyond the demographic factors,
AIDS knowledge and experience of AIDS variables.

Results

The mean age for the 2004 and 2005 cohorts was 36 years, with
females representing 52% of the sample population; 23% of
the participants were married and 24% of the participants in
each sample possessed a tertiary education. In the 2005 sample,
significantly more participants (86%) knew of someone living
with HIV/AIDS, as compared with the participants in the 2004
sample (71%), (p<0.001). There was no difference between the
levels of AIDS knowledge between the two cohorts (p=0.64).
Results did reveal that personal stigma was significantly lower

Sig. (2-tailed)

in the 2005 cohort than the 2004 cohort (Table 1); however, the
2005 cohort perceived the community to be more stigmatising
than the previous year.
Results for the endorsement of contentious political views
are displayed in Table 2. The mean score was 2.33 (standard
deviation=1.63) and 42% of the cohort endorsed at least 3
of the 6 statements. A bivariate analysis revealed that older
participants (r=0.09, p<0.05) as well as participants without a
tertiary education (r=0.11, p<0.05) were more likely to agree
with contentious political views about AIDS (Table 3). Using
a multivariate analysis it was found that a model including the
variables age, gender, tertiary education, AIDS knowledge and
experience of AIDS significantly accounted for the variation
in the endorsement of contentious political views variable
(p<0.05); however, these variables only accounted for a small
percentage of the variation (2%).
Results for the 2005 survey indicate that younger people
(r=0.21, p<0.001) and females (r=0.13, p<0.01) were less likely
to stigmatise. Participants with a higher AIDS knowledge

Table 2. Agreement with political statements for 2005 cohort (N=500)
Statement
1. President Mbeki has said that poverty rather than HIV is the primary cause of AIDS in South Africa. Do you
agree/disagree with Mbeki’s view?
2. Mbeki believes that poverty-related issues such as unemployment and the lack of housing are more important
than the problem of HIV. Do you agree/disagree?
3. HIV-positive patients should be taken care of by family, friends or a partner, and not by the government.
4. The government has said that the people are better served when money is spent on general health-care
issues such as TB, malnutrition, malaria, cholera and opportunistic infections. It is better that the government
does not spend too much money on AIDS medication.
5. There are many other problems facing this country, people with HIV/AIDS should not receive too much attention from the government.
6. President Mbeki said that he had not known personally of someone who died of HIV/AIDS. Mbeki is right to
believe that AIDS is not affecting as many people as is made out to be.
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Number

Per cent

274

55%

226

45%

211
180

42%
36%

151

30%

108

22%
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Table 3. Bivariate relationships between demographic characteristics, stigma and contentious
political views for the 2005 cohort

Age (years)

Education

Marital status

163

2.37

2.15

7.15

132

2.41

2.42

7.19

18-25

125

26-35
36-50

80

2.54

3.41

6.85

Female

240

2.36

2.07

7.44

Male

260

2.30

2.65

7.07

No schooling

17

2.40

3.90

6.75

Schooling

362

2.43

2.65

7.30

Tertiary

118

2.01

1.31

7.18

383
115

2.24
2.62

2.35
2.42

7.34
6.94

No

61

2.62

2.76

7.08

Yes

433

2.28

2.32

7.27

Not married
Married

Experience of AIDS

Perceived community
stigma†
7.71

Contentious political views *

51 and over
Gender

2.06

Personal
stigma†
1.94

(N=500)

*

0 = minimum score, 6 = maximum score for endorsement of political views.

†

Score of 0 = minimum stigmatising attitude, 11 = maximum stigmatising attitude.

score (r=0.40, p<0.001) and participants with a tertiary level
education (r=0.26, p<0.01) were also less likely to stigmatise.
No correlation was found between personal experience of AIDS
and stigmatisation. In both surveys, a satisfactory statistical
model could not account for the perceived community stigma
score.
Participants who endorsed contentious political views about
AIDS demonstrated more stigmatising attitudes (r=0.20,
p<0.001). In order to investigate this relationship more closely,
the variables age, gender, education, AIDS knowledge, experience
of AIDS, and the endorsement of political views (independent
variables) were entered hierarchically into a multiple regression
analysis; this model accounted for 23% (p<0.001) of the variance
for personal stigma. Controlling for the demographic variables,
AIDS knowledge, and experience of AIDS, it was found that the
endorsement of contentious political views variable contributed
significantly to the personal stigma outcome (β=0.15, p<0.001).

Discussion

In this study, an attempt was made to examine the relationship
between political factors, AIDS-related stigma and knowledge
in the context of a South African township community.
Specifically, the rationale for this study was developed in the
light of the decision by the South African president, Thabo
Mbeki, to debate the scientific orthodoxy and treatment of HIV/
AIDS. Mbeki’s views had real-time effects and consequences for
AIDS policy-making in South Africa, which ultimately delayed
the implementation of a national ARV rollout programme until
2004. As a result, both Mbeki and the South African government
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were criticised by commentators in the media and elsewhere
for lacking the political will and leadership to put AIDS at the
centre of the public agenda. Moreover, this disposition was
seen to contribute to an already heightened climate of AIDS
stigmatisation and misinformation in South Africa.
This study sought to examine the impact of the eventual
implementation of an ARV rollout programme on the levels
of AIDS-related stigma and knowledge in the township of
Atteridgeville. In comparing the results for both the 2004 and
2005 cohorts, the level of personal stigma was shown to have
significantly decreased, and that there was a striking increase in
the number of participants who knew of someone living with
AIDS. It would be difficult to attribute these positive changes
solely to the institutional availability of ARVs, as these two
results may have been influenced by documented increases
in AIDS-related knowledge, the impact and visibility of AIDS
awareness campaigns, and increases in HIV testing rates across
South African communities (Stein, 2003). The results do show
that the 2005 cohort perceived the community to be more
stigmatising when compared to the 2004 cohort. In an attempt
to explain this result, Visser et al. (2005) suggest the tendency
of an individual to present the self in a more positive light than
the average. Thus, participants may have perceived others in
the community to be more stigmatising than themselves and so
reflected this attitude in their survey responses.
Agreement with Mbeki’s views and the government’s position
on AIDS was prevalent across the 2005 cohort. More than half
of the participants agreed with the statement that poverty was
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the primary cause of AIDS, and just less than half believed that
poverty-related issues were more important than the problem
of HIV. The high level of agreement with these two statements
is of interest, particularly in a geopolitical context where the
link between poverty and AIDS has been so ardently debated.
As discussed earlier, Mbeki has in the past considered povertyrelated issues to play a prominent role in the progression of
the AIDS epidemic, while mainstream scientific research
has suggested a more complex relationship between socioeconomic status and HIV-prevalence (Fenton, 2004; Gie,
Schaaf & Barnes 1993; Halperin & Allen, 2001; Shelton, Cassell
& Adetunji, 2005). Although poverty is not a direct cause of
AIDS (Makgoba, 2000; Sewankambo et al., 2000), studies have
shown a connection between poor social conditions, high-risk
behaviour and susceptibility to HIV-infection (Kalichman et al.,
2006; Karim et al., 1995; Shisana & Simbayi, 2002). For example,
it is known that those with limited access to financial assets
and resources often resort to risky sexual behaviour in return
for jobs, accommodation, money, transport, food and other
survival necessities. Additionally, poor educational experiences
and illiteracy prevent people from gaining an understanding
of the means by which HIV is transmitted, and limited access
to health facilities in economically disadvantaged areas can
compound the problem (Evian, 1993; Mitton, 2000).
In this regard, it is not surprising that South Africans who
are confined to this socio-economic reality tend to view the
problem of poverty as interrelated with the problem of AIDS.
In their study Kalichman et al. (2006) show that survey
respondents who experienced a range of complex social
problems did not necessarily perceive the problem of AIDS to
be unique, even though these respondents reported a higher
level of risk behaviour for HIV infection. Across South Africa,
a significant number of township dwellers considered the
social problems of crime, violence, unemployment, and a lack
of education to be equal to, or even more pressing than, the
problem of AIDS (Kalichman & Simbayi, 2003b; Kalichman et
al., 2005; Whiteside, et al., 2002). Whiteside et al. (2002), in a
discussion of their findings, suggest the usefulness of ‘rational
prioritisation’ as an explanatory concept for these perceptions.
In such a scenario, the downgrading of AIDS (as an important
issue) can be explained as a rational response by the poor who
must confront an array of urgent social problems on a daily basis.
Subsequently, the poor would expect immediate government
attention and resources to be devoted to these social problems
rather than specifically to the problem of AIDS. To this extent,
the process of rational prioritisation could partially account for
the levels of support for the government’s position on AIDS. As
the results of this study demonstrate, almost one-third of the
2005 cohort believed that the government should not devote
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too much attention to AIDS, more than two-fifths believed that
the care of HIV-positive patients should not be shouldered by
the government, and just less than two-fifths believed that the
government should not spend too much money on AIDS.
To what extent could the support for the government’s position
on AIDS be the result of factors other than rational prioritisation?
The lack of educational resources and opportunities in township
communities affected by poverty and other related issues could
be a significant factor, given that the results of this study showed
a significant negative correlation between knowledge and
education on the one hand, and AIDS-related stigma, on the
other. It is therefore necessary to ask whether the endorsement
of contentious political views was likely to be influenced by a
participant’s level of education and knowledge about AIDS.
Results indicate that the level of education completed and AIDS
knowledge accounted for only a slight variation in the contentious
political views variable. Thus while these variables have some
effect they do not substantially explain whether one will endorse
contentious political statements about AIDS. Alternatively, the
role of ‘political affiliation’ can be loosely acknowledged here,
although it was not examined in the current study. This factor
may be of importance, given Mbeki’s leadership of the African
National Congress (ANC), the current ruling party, which
gained more than two-thirds of the vote (from primarily black
Africans) across the country and more than 90% of the vote in
Atteridgeville (Independent Electoral Commission, 2004). It is
possible that a substantial number of participants in the 2005
survey agreed with a number of the political views or statements
about AIDS because of their political affiliation with Mbeki and
the government. Previous research has shown that of the four
population groups, black Africans generally tend to assess the
government’s response to AIDS more favourably. For example,
investigators of two Human Sciences Research Council (HSRC)
studies found that black Africans were more optimistic that the
South African government was allocating sufficient resources
to AIDS, that political leaders were publicly recognising the
importance of AIDS, and that there was a political commitment
to controlling the AIDS epidemic (Shisana & Simbayi, 2002;
Shisana et al., 2005).
In this study, we found that there was a significant positive
correlation between the endorsement of contentious political
AIDS views and AIDS-related stigma. Thus, participants who
demonstrated a higher level of agreement with contentious
political AIDS views were more likely to demonstrate a higher
level of stigma than those participants who disagreed. At
first, this result seemingly adds weight to the claims made by
commentators in the media and elsewhere that the unorthodox
position of Mbeki and the government may have potentially
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exacerbated an already heightened climate of stigmatising
attitudes and perceptions about AIDS.
While the above result indicates a tentative relationship between
the government’s position and AIDS-related stigma, a word
of caution must be expressed, particularly with respect to the
limitations of this study. To begin with, it would be difficult
to discern a direction in the relationship between contentious
political AIDS views and personal stigma. In other words,
this study did not develop a causal model to test whether the
endorsement of these views led directly to the presentation
of stigmatising attitudes and perceptions about AIDS. More
generally, it would also be difficult to conclude that the political
views of Mbeki and the government were directly related to an
increase or decrease in AIDS stigma levels across South Africa.
The attempt to isolate a causal relationship would need to
account for a range of other potential factors not included
in this study. For example, this study did not examine the
psychological or social processes by which individuals or
communities are likely to be influenced by political issues and
rhetoric. It is important to note that the actions of government
officials and the events occurring on a political stage are often
mediated through a range of social institutions, practices and
personal belief systems before the direct impact thereof can be
quantitatively measured. It would also be useful to consider the
experiences of the economically disadvantaged in South Africa,
particularly regarding the translation of these experiences into
potential support for the government’s AIDS policies.
The findings of this study and the studies cited above indicate
some degree of consistency between the political perceptions
people have about AIDS and the government’s response to
the epidemic. In this respect, the views of Mbeki and the
government, the socio-political context from which these views
emanate, and the notable support for such views should be taken
into account when examining the political context of AIDSrelated issues. Certainly, such an investigation would have to
penetrate further than the kinds of descriptions that have been
offered in the media and elsewhere of the government’s position
on AIDS as ‘irrational’ (‘Sadly, Mbeki liability’, 2002), ‘warped’
(Mbali, 2002b), ‘arrogant’ (Trengove-Jones, 2000) and even ‘evil’
(‘Huge protests threatened’, 2001).
Finally, the results of this study were limited to only one
township community over a 1-year period. It would not be
possible to generalise these findings across the broader South
African context. In addition the time frame of 1 year may not be
an adequate indication of the changes in levels of AIDS-related
stigma and knowledge. Nevertheless, the 1-year period from
2004 to 2005 was an important one in the South African story
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of AIDS, and it is hoped that the findings of this study will help
to shed light on what is clearly a complex relationship between
political factors, AIDS knowledge and AIDS-related stigma.
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Condom use as part of the wider HIV prevention strategy: Experiences from
communities in the North West Province, South Africa
Marije Versteeg, Montagu Murray

Abstract

Correct and consistent condom usage remains a pivotal strategy in reaching the target set by the South African government to
reduce new HIV infections by 50% in the next 5 years. Studies have found that there has been an increase in condom usage by some
categories of the population, but usage has not yet reached the desired levels in order to meet the target. This article reports on the
findings of a study on condom usage in eight communities in the North West Province, which was part of a wider HIV and AIDS
programme evaluation commissioned by the North West Provincial Department of Health. The main aim was to assess accessibility
to condoms, and knowledge, attitudes and practices around condom use by four sampled communities in the North West Province.
Eight focus group discussions were held and 50 households were interviewed.
The study found positive results regarding accessibility and awareness of condoms. However, this often did not lead to the desired
behavioural change of using condoms in risky sexual interactions. The majority of respondents still resisted condom usage, used
condoms inconsistently, or were not in a position to negotiate protected sexual intercourse. The main reasons reported for this were:
reduced pleasure, perceived and real physical side-effects, myths, lack of information, status, financial reasons, distrust in the efficacy
of condoms, family planning, cultural reasons, gender-related reasons and trust. Many of the barriers to consistent condom use
cannot be overcome by strategies that target the individual. Interventions need to address underlying developmental factors such as
the non-biological factors that increase the susceptibility of women to HIV infection. As this falls outside of the scope of the mandate
of the Department of Health, various partnerships with other key role players need to be established and/or strengthened, such as
with local government, non-governmental organisations and faith-based organisations.
Keywords: HIV and AIDS, condoms, behavioural change, South Africa, development.

Résumé

Le bon et consistant usage du préservatif reste une stratégie pivot en vue d’étendre l’objectif du gouvernement sud-africain de réduire
les nouvelles infections par le VIH de 50% dans les 5 ans à venir. Les études ont montré qu’il y a eu une augmentation de l’usage de
préservatifs parmi certaines catégories de la population. En revanche, cet usage n’a pas encore éteint le niveau désiré afin de satisfaire
l’objectif prévu. Cet article présente les résultats d’une étude sur l’usage du préservatif dans huit communautés de la Province du
Nord-Ouest. Cette étude a fait partie d’un programme étendu d’évaluation du VIH/SIDA commandé par le Département provincial
de Santé du Nord-Ouest. Le but fut d’évaluer l’accessibilité des préservatifs et la connaissance, les attitudes et les coutumes entourant
l’usage du préservatif auprès de quatre communautés échantillons dans cette Province. Au total, huit discussions de groupes de foyer
ont eu lieu et 50 foyers ont été interviewés.
L’étude a démontré des bons résultats en ce qui concerne l’accessibilité et la prise de conscience de préservatifs. Cependant, ceci n’a pas
souvent mené au changement de comportement voulu, qui est d’utiliser un préservatif lors des rapports sexuels à risque. La plupart
de participants soit résistaient l’usage du préservatif, soit utilisaient le préservatif de manière inconsistante ou bien ne pouvaient pas
négocier avoir des rapports avec protection. Les raisons de non-usage ou l’usage inconsistant du préservatif furent les suivants: le
plaisir réduit, des effets secondaires perçus et réels, les mythes, le manque d’informations, le statut, des raisons financières, le manque
de confiance au préservatif, la limitation de naissances, des raisons culturelles, les raisons liées aux sexes et la confiance en autrui.
Un bon nombre de barrières à l’usage consistant du préservatif ne peut être surmonté à travers des stratégies visant l’individu. Il faut
plutôt des types d’intervention qui aborderont les facteurs développementaux plus profonds, comme les facteurs non-biologiques
qui augmentent la vulnérabilité des femmes à l’infection par le VIH. Puisque ceci est au delà du mandat du Département de Santé, il
va falloir forger des partenariats avec le gouvernement local, les organisations non-gouvernementales et les organisations de foi.
Mots clés: VIH et SIDA, préservatifs, changement de comportement, Afrique du Sud, développement.
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Introduction

One of the primary aims of the new National HIV and AIDS and
STI Strategic Plan for South Africa 2007 - 2011 (NSP) (2007) is
to reduce the rate of new HIV infections in South Africa by 50%
by 2011. Condom use is a major strategy to reach this aim, as
condoms provide 80% protection against HIV, compared with
non-use, if used consistently (Weller & Davis, 2002). While the
new NSP states that reported levels of condom use are high in
South Africa, it also recognises that this has not translated into
reductions in antenatal HIV prevalence over the past 5 years.
The final report of the assessment of the NSP for 2000 - 2005
further concludes that the level of HIV and AIDS awareness has
increased, but behaviour has neither changed proportional to
this level, nor to the availability of prevention methods such as
condoms (NSP, 2007).
Several studies of different methodological approaches present
similar findings. A national quantitative study conducted among
youth in 2004 found that, among 15 - 24-year-olds, only 52% of
sexually active males and 48% of sexually active females indicated
they had used a condom the last time they had sex. Only 33%
of all youth reported they had used a condom consistently in
the past 12 months (Pettifor et al., 2004). A qualitative study
among youth in Kimberley and Cape Town (Da Cruz, 2004)
found that only 24% of sexually active female participants had
ever used a condom. And while the South African national HIV
prevalence, national incidence, behaviour and communication
survey by Shisana et al. (2005) revealed that condom usage had
increased in the 15 - 24 age group to 72.8% for males and 55.7%
for females, compared with the similar household survey in
2002 (Shisana & Simbayi), this was not the case for the other
age groups. Furthermore, of respondents with more than one
current partner, 60% indicated having used a condom at the
last sexual intercourse. This means for those who did not use a
condom, a large group of the population is at a particularly high
risk of HIV infection.
Despite progress being made, it is therefore evident that the
desired levels of consistent and correct condom usage, in order
to help reach the 50% target as stipulated by the NSP, have not yet
been reached. Correct and consistent condom usage is part of a
wider behavioural change strategy (UNAIDS/UNFPA 2004). It
is well known that accessibility to condoms and awareness of the
risks of unprotected sex are no guarantee of behavioural change.
There are numerous social, economic and behavioural factors
standing in the way of safer sexual practices. These factors
influence peoples’ ability to use condoms when engaging in
risky sexual behaviour. Poverty, gender inequality and cultural
practices have been identified as important barriers to correct
and consistent condom usage by several studies (e.g. Da Cruz,
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2004; Kalipeni, Oppong & Zerai, 2007; Shisana et al., 2005;
UNAIDS/UNFPA, 2004). The role of gender inequality was
also emphasised by the former South African Deputy-Minister
of Health, Mrs Madlala-Routledge, when she stated that the
‘Action against HIV and AIDS that does not confront gender
inequality is doomed to failure’ (South African Government
Information, 2004, p. 1).
The new NSP of South Africa has identified the strengthening
of behaviour change programmes as one of the major objectives
for the prevention of sexual transmission of HIV. In order to
further our understanding of the personal stories behind the
statistics, and to give input to behaviour change programmes,
this article discusses the findings of a qualitative survey on
condom usage by adults living in rural and peri-urban areas
in the North West Province. The study was commissioned by
the North West Department of Health (NWDoH) in 2005. The
management of condom distribution was one of the key HIV
prevention strategies applied by the NWDoH at the time of the
survey. Other prevention strategies aimed at behavioural change
included the promotion of VCT in the great majority of primary
health care clinics, the establishment of support groups, NGO
funding, and AIDS awareness days at community level. Yet,
statistics and research on sexually transmitted infections (STIs),
teenage pregnancy and HIV and AIDS raised concerns regarding
the extent to which people at risk were using condoms and, if
so, whether they were used in a correct and consistent manner.
Teenage pregnancy increased from 11% in 2001 to 18.4% in
2003 (NWDoH, 2004), whereas HIV prevalence among women
attending antenatal clinics in the province increased from 26.2%
in 2002 to 29.9% for 2003 (NDoH, undated), and reached 31.8%
in 2005 (NDoH, 2006). While it subsequently decreased back to
29.0% in 2006, this remains unacceptably high (NDoH 2007).
The Department of Health therefore identified the need to assess
whether the applied condom distribution strategy was effective,
and whether there was a need to intensify education on condom
usage in the province. As the number of condoms distributed
is not a good indicator alone of success of any condom strategy
(UNAIDS/UNFPA, 2004), the main aim of the study was to
assess accessibility of condoms, as well as knowledge, attitudes
and practices around condom use among people in the North
West Province. In order to obtain rich information, the
methodology was qualitative of nature, and one community in
each district was sampled. This gave valuable insights into the
extent of condom usage, and the issues influencing this in these
particular communities. The characteristics of the communities
sampled represented the majority of the population in North
West Province, namely Setswana people living in lower socioeconomic settings in rural and peri-urban areas. Therefore
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the findings, together with the available statistics on teenage
pregnancy, STIs and HIV, gave an indication of the level of
success of the provincial Department of Health’s strategy to
promote condom usage as a prevention strategy against HIV.
This condom research component was part of a broader
evaluation of the HIV and AIDS programmes of the North West
Department of Health, which consisted of a random sample
of all HIV- and AIDS-related services in the four districts in
the province. In each district a regional hospital, two district
hospitals, two community health centres, two clinics and
several household interviews were done. The survey included
questionnaires and interviews with patients, management and
staff members at health facilities and other key informants
involved in HIV- and AIDS-related services. Numerous aspects
were assessed including the ability of each district and facility to
render HIV- and AIDS-related services.

The present article reports only on the results pertaining to
condoms as a prevention strategy. The focus is not on the
condom management programmes at the visited facilities.
Instead it presents the perceptions of community members
regarding the availability and accessibility of condoms, as well
as their knowledge, attitudes and practices towards condom
use, and personal experiences about condom usage patterns
in their communities. These data were attained through
focus group discussions and structured open-ended doorto-door interviews in all of the four districts in the province.
The principle of individual written informed consent was
applied in both the group discussions and interviews. A total
of 50 households in rural and peri-urban communities in lower
socio-economic settings were randomly visited, covering 10 15 households per district. As a random sampling strategy, the
fieldworkers interviewed the first mature person who opened
the door. Demographically, the interviewed households can be
summarised as in Table 1.

Table 1. Demographics of households interviewed
Female
2
12
11
9
8
42

Male
2
1
1
1
3
8

Total
4
13
12
10
11
50

Separate gender-based focus group discussions were held in
the same communities, with one per gender in each district. In
total eight such discussions took place, with an average of five
participants per focus group. In some cases, the focus group
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For men:
1. What do you know about condoms?
2. Are condoms easily available and if so where?
3. Are you happy to use condoms? Why/why not?
4. Do you always use condoms? Why/why not?

Methodology

Age group
16 - 20
20 - 29
30 - 39
40 - 49
>50
Total

discussions took place at clinics, while in other cases they took
place at the offices of HBC organisations and HIV and AIDS
support groups. Participants were invited with the help of clinic
nurses and coordinators of the HBC organisations and HIV and
AIDS support groups. One focus group consisted of members
of an HIV and AIDS support group. All discussions took place
in the local language of the participants. All respondents were
black, most of whom were Setswana, ranging in age from youth
(minimum age 17) to elderly (maximum age 70), with the
majority being between 20 and 50 years of age. All were from
lower socio-economic backgrounds. A set of key questions was
used to guide the discussions:

For women:
1. What do you know about condoms?
2. What do you think of condoms?
3. Do men use condoms?
4. How do men respond to condoms?
The focus group discussions were audio taped and research
assistants took notes during the discussions, which were
transcribed and then translated into English. Content analysis
was applied to both focus group discussions and household
interviews, with coding and drawing of themes. The different
focus group leaders and the researchers were involved in the
analysis of the findings.

Limitations
The survey had limitations to the extent that the demographic
background of the participants was limited to black people in
lower socio-economic settings in rural and peri-urban settings.
The survey did not include other racial groups or communities
in more affluent areas in the province.

Findings

Condom supply/use management
A successful strategy aimed at condom supply and use consists
of: getting condoms to the people; getting people to the
condoms; and getting people to use condoms correctly as well
as consistently (Hearst & Chen, 2004; UNAIDS/UNFPA, 2004).
The findings will be presented under these three main themes.

Getting condoms to the people
The demography of the North West Province poses distinct
challenges when it comes to the distribution of condoms
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to the population. North West is a developing province,
characterised by its rural setting, low population density, high
poverty and unemployment and relatively low literacy rates. It
has a population of 3.6 million people according to the 2001
population census (Statistics South Africa, 2001). The most
recent national HIV and syphilis antenatal seroprevalence
survey (National Department of Health, 2003) at the time of
the study estimated that 5.6 million South Africans were HIV
positive by the end of 2003, 3.1 million of whom were women,
2.4 million were men and 96 228 were babies. HIV prevalence
among pregnant women attending antenatal clinics in the North
West Province was estimated at 29.9% in this year. This made the
North West Province the province with the fourth highest HIV/
AIDS prevalence in South Africa at the time of the survey.
In the prevention of the spread of HIV and AIDS, condom
distribution is one of the key strategies applied by the North West
Department of Health. At the time of the survey much progress
had been made in making condoms accessible. A condom
logistics management information system was developed and
implemented and male and female condoms were distributed
free of charge from a variety of outlets such as clinics, taverns
and petrol stations. In line with the national trend (Shisana et
al., 2005), the results suggest that the Department of Health
has achieved success in getting condoms to the people. By far
the majority (90%, N=50) of the randomly chosen interviewees
taking part in the door-to-door survey were of the opinion that
condoms were easily accessible in their communities. When
asked where condoms were available, the outlets most referred
to were clinics (78%), taverns (24%) and hospitals (22%). Other
distribution points named were pharmacies or chemists, spaza
shops, shebeens, bottle stores, the workplace, home-based care
organisations, support groups, police stations, churches and
garages.
Participants in the group discussions confirmed that male
condoms were easily available and most indicated that they
could obtain condoms from their local clinics. A few reported
that the clinics sometimes ran out of stock.
In contrast to the accessibility of male condoms, female
condoms were found to be less attainable. In all female focus
groups it was found that the availability of female condoms was
poor, and participants argued that they sometimes ran out of
stock at the clinic.

Getting people to the condoms
The component of ‘getting people to the condoms’ refers to the
process of building awareness about the value of condoms as a
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preventive measure to reduce the risk of sexually transmitted
diseases, and increasing demand.
Participants were generally well informed about condoms and
their benefits. Men and women both referred to the prevention
of STIs, pregnancies and HIV, but generally women seemed
to be more informed than men. The elderly taking part in the
discussions were by and large less well informed or had not
heard of condoms at all.
Several women indicated that they felt reluctant to ask for female
condoms at the clinic due to negative attitudes of sisters. As one
woman explained: ‘Every time when you go to the clinic you have
to write down your name. Some might view it in a way that the
nurses might think that you sleep around, especially when you
collect every month. That causes stigma.’ Some women indicated
they bought female condoms elsewhere.
In conclusion, the great majority of community members
sampled seemed to know where to get condoms, and were aware
that they could be used as a preventive measure to minimise the
risk of HIV infection. This coincides with the Nelson Mandela
Household survey (Shisana et al., 2005), which concluded that
the country has an excellent condom distribution system. It
further stated that the country has successfully implemented
condom use as an HIV prevention strategy. However, this
qualitative study found that regarding actual usage, many
respondents reported not using condoms when engaging in risky
sexual behaviour, i.e. in the case of multiple and/or concurrent
partners, and in marriage/steady relationships where there was
suspicion of unfaithfulness on the side of one or both partners.

Getting people to use condoms correctly and
consistently
There are several indicators that suggest that people in the North
West Province are not using condoms when they engage in risky
sexual behaviour. As reported earlier, teenage pregnancy rates
increased (NWDoH, 2004a) and HIV prevalence in the 25 - 29year-age group increased from 31.4% in 2001 to 35.4% in 2003
(NWDoH, 2004b). Results of other studies add to the concern.
A survey among 400 people in a community in the Madibeng
Sub-District in the North West Province found that 43.3% of
respondents felt at risk of contracting HIV. Unfaithfulness,
multiple partners and unprotected sex were among the main
reasons (Couper Van Deventer, 2003).
These worrying statistics were echoed in the perceptions of
the community members of the present sample: only 20% of
respondents believed that people in their community used
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condoms. Respondents gave several reasons for this perceived
state of affairs. One person reported that: ‘I usually use a condom
every time. But everybody isn’t like that. Like when someone is
drunk, they don’t use it, they lose control.’ Another respondent
stated: ‘There is a misuse of condoms by the community. They
receive them and throw them away. They are lying all around the
streets and this happens at night. Young children use condoms as
balloons.’

appeared that he understood the consequences of his disease,
but this did not lead to condom usage. The result was that he
contracted a new STI. The respondent’s report is an example
of the challenges faced in bridging the gap between knowledge
and behaviour change.

Respondents were specifically asked if they thought young
people used condoms: 48% of people responded by saying
that youth did not use condoms, 24% were of the opinion that
some youth used condoms, 20% said they did use condoms,
and 8% did not know (N=50). Reasons mentioned for the
lack of condom usage among youth included youth wanting
to experiment, alcohol abuse, and youth selling sex for money.

From other reports it became evident that alcohol could impact
negatively on the self-control necessary to use a condom in a
sexually risky situation. One respondent stated: ‘Many women
and men say that when they use condoms they don’t enjoy sex.
That is true; and when I am drunk I will never use a condom.
Maybe you are sober when you make the appointment. But
twenty to two (1:40) in the morning when it is time you will find
there are no condoms; and if you ask her to use a condom she will
say to you: “‘Do you say I am sick? Don’t you trust me?” And you
sleep once with the lady and you can die some or other time.’

One respondent observed: ‘They just play with it and throw them
away.’

Condoms have physical side-effects

Reasons for not using condoms
While condoms were available and most respondents were well
informed about the risks of unprotected sex, the majority of
men and women indicated they often did not use condoms. In
this section we elaborate on the reasons people mentioned for
not using condoms.

Condoms reduce pleasure
Respondents indicated that condoms reduced pleasure, had a
negative impact on the ability of men to perform the sex act,
and that people wanted ‘meat-to-meat’, ‘flesh-to-flesh’ and ‘skinto-skin’: ‘Condoms weaken your erection. With a condom you
don’t reach orgasm. It is so difficult to take the condom out. You
have the condom in your pocket but you don’t take it out. You
can’t bring your hand to your pocket. You don’t want to take it
out because you want flesh-to-flesh … and the other thing … after
penetration I can’t just do it again and again and the lady she is
satisfied. You can’t just take it off and go to round two. That’s
why most of us like flesh-to-flesh – to be satisfied. When you use
a condom you will not be satisfied. That is why most of our people
don’t use condoms. Flesh-to-flesh is alright with someone where
you have seen their certificate.’
This illustrative comment was made by a young man of 26
who was well informed with regard to the usage and protective
function of condoms. In spite of his knowledge he declared
that he was still not able to always use a condom. At the time
of the interview the respondent told the researchers that it was
his second visit to the clinic for an STI. He reported that he
received counselling concerning his condition on his first visit
to the clinic just more than a year ago. From the discussion it
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Some respondents were of the opinion that condoms caused a
rash, cause inflammation, had a bad smell, could make you sick,
and could ‘make you urinate’:
‘The reason why young girls don’t want to use condoms is that
they cause sores on their private parts.
They (men) say they make them sick, or they make air inside
them. Men say that condoms make them develop sores because
of the ointment on them. The condoms should be distributed
immediately, not to be stored for a long time because they can
really cause infections like sores on the private parts. My child
uses condoms and I monitor them as I take them home for them
to protect themselves. But later he complained about rashes and
when we went to the clinic the sister gave him treatment and
said he is allergic. So now we are confused. We don’t know if it
is because the condoms are expired or not. I am very concerned.
… We got them from the clinic. We have discovered that all these
stories (worms, kidney failures, no satisfaction) that people say
are not true. Myself, I have never ever felt the difference nor
seen the worms that they are talking about. People like making
negative comments about things, not only about condoms
(HIV support group member). They (young girls) say that the
CHOICE condoms make them smell. She says she will smell for
another 2 days. Why don’t the government put a flavour in like
granadilla?’
From the quotes above it can be concluded that a number of
respondents reported physical side-effects caused by condom
usage. While it is possible that condoms can cause certain
allergic reactions, the findings give the impression that the
extent of this phenomenon is exaggerated through rumours in
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the community. There is also the possibility of men and women
using this argument of ‘being allergic’ as an excuse for not
having to use a condom because it ‘reduces pleasure’.

therefore they did not listen. As one woman commented: ‘Men
must be given education and especially peer education …; but
some men choose to be ignorant yet they are well informed.’

Myths

Status

A few respondents indicated that people did not want to use
condoms because they could cause HIV, could trigger pain in
the kidneys, and that they had worms:

Using condoms that are free of charge could make you look
cheap, as different respondents reported:

‘People started to say many things about this condom use. So
I said … no … I don’t know them and I am not prepared to
use them . Someone said if your woman passed away and you
slept with someone else … this is what causes AIDS … It’s like
during the mourning period of a woman … at night she takes off
the mourning clothes and she goes into the streets. Do you know
that Apartheid still exists? I mean that white people want to get
rid of us by means of these condoms. It may be another way of
prevention and on the other hand killing us. They want their
government back. If you use a condom it means you have AIDS.
People think they (government condoms) have worms and that
the lubricant is the one that brings rashes. I say anything for
free is not good. I heard people talking that the condoms have
worms. They say you must put some water in it, lift it high up
in the air, look through it and you will see the worms swimming
around.’

‘There is a box of condoms in the tavern, but the thing with the
box it is always full. People don’t want to use the free condoms.
The ladies will say you are weak when you use those condoms,
you have no money. They ask: what is the name of your condom?
If it is CHOICE they think you are cheap. Free choice is like
the medicine, the tablets. No one will take the condom in front
of other people. I trust them. They protect from diseases. But
the way they are all over. It makes one think that they are not
of quality. Always things that are for free are always having a
problem.’

The men participating in the focus group discussions were
generally more inclined to refer to myths than women. The
belief that condoms have worms was persistent and came up in
all the focus group discussions.

Despite the re-branding of government condoms, precisely to
change the ‘cheap’ image, it appears that in the communities
sampled this image had not changed for some people. One
respondent, who explained that he normally lied about his
job at the shebeen in order to impress women, argued that
presenting a ‘cheap government condom’ would not impress
women. Interestingly, the male respondents referred to women
being opposed to the use of free condoms, while no woman
interviewed confirmed this. It is not clear from this study
whether some women indeed linked free condoms to a ‘cheap
image’, or whether this was mostly a perception among men.

Lack of information

Financial reasons

A number of respondents named a lack of information as a
possible cause of people not using condoms:

Linked to the above theme of ‘status’, there are financial and
socio-economic reasons why some people would reportedly not
use condoms. A direct link between poverty and the increased
risk of becoming infected with HIV came to the fore in a number
of cases: one respondent said that men ‘won’t give money (for
sex) if you insist on condom usage’ and another stated that
young women deliberately fell pregnant in order to qualify for
government grants:

‘Some girls believe that they can’t fall pregnant as long as their
boyfriend withdraws before he ejaculates. People say condoms
burst but I don’t agree. What they do is they don’t handle them
properly. They know about them but they don’t know how to
use them …. Men sometimes tend to pull the condom too tight
and it can burst. Old people should really be taught how to
use condoms. Young ones are educated at the schools by their
teachers. If you ask her to use a condom she will say to you: “Do
you say I am sick? Don’t you trust me?” And you sleep once with
the lady and you can die some or other time.
The women were found to be better informed about condoms
than the men. A few men asked questions relating to how
a condom should be used, and how and where one should
dispose of a condom. However, according to some of the female
participants, men were not interested in condom usage and
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‘I use a condom, but those who sell sex for money don’t want to
use a condom. Young people do not want to use condoms. Most
of them become pregnant because they think of government
grants. That is why these young people, most of them are HIV
positive. They didn’t use a condom. One thing a lady will always
ask you is “where are you working?” We are always lying.
You will say: “I am a magistrate’, then she knows we can f**k
without a condom. Sex with a condom will never satisfy; but it’s
dangerous, if you don’t get sick you’ll get a baby. Those who do
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use them (condoms) carry them in their pockets because they
say that some girls fall pregnant on purpose so they don’t want
unplanned pregnancy. The other thing that worries me is more
and more old men that take the young ladies. I don’t know if they
enjoy the little ladies or what.’
The phenomenon of transactional sex for material gain was
still very much alive. The much-debated concern that young
women might deliberately fall pregnant to receive government
child grants also came up in this study, although from a
secondary source. More research into the nature and extent of
the phenomenon is required, taking into account that keeping
youth HIV-free is one of the major HIV prevention strategies of
the new NSP 2007-2011 for South Africa.

Distrust in efficacy of condoms
Respondents had a variety of comments on the efficacy of
condoms:
‘Condoms stay behind. (Government condoms) are of no value.
Condoms don’t fit. Condoms burst.’
Especially the men interviewed complained about the efficacy
of condoms. It is important to take note of the above complaints
because the distrust in the efficacy of condoms is likely to
influence decision-making on the use or not of condoms; at
the same time one should be aware of the possibility of some
individuals using the ‘efficacy’ matter as a reason not to use
condoms.

Family planning
Couples who want to raise a family will at some stage stop using
condoms. Several respondents stressed the importance they
attached to raising a family and having children. Some asked the
facilitator of the interviews what to do if one was HIV positive
and wanted to have children. There seems to be a need for
more engagement on this issue with people living with HIV and
their partners, HIV positive or not, in order to assist couples in
making informed decisions regarding family planning, and in a
manner that will not jeopardise the health of either partner.

Cultural reasons
Some participants referred to cultural reasons for not using
condoms:
‘We don’t know anything of condom usage because it is mainly
for and used by the white community. Because of the cultural
practice of having many women, not using a condom makes
them feel like real men. Some men still believe that for one to
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prove his manhood he has to have many girlfriends, as many
as possible.’
As the NSP 2007-2011 indicates, the link between culture and
HIV is under-researched. Some of the reasons mentioned
above would need more research to validate or contradict. For
instance, the statement that culture is the reason for having
many girlfriends is something with which not every Tswana
person might agree. It is also questionable whether ‘culture’
does indeed inhibit people from using condoms. It may be
used, again, as a convenient excuse against condom use. Yet, the
link between culture and the risks of HIV infection does exist,
namely through gender inequalities in patriarchal societies,
which may influence the individual choices women make to use
condoms or not (Meyer-Weitz et al., 1998).

Gender-related reasons
In a patriarchal context men are often the decision-makers when
it comes to when and how sexual intercourse takes place. As
part of the household survey, respondents were asked whether
men wanted to use condoms or not: 50% replied that some men
wanted to, 34% that men did not want to use condoms, and
only 16% that they did (N=50). When asked why men would
use condoms, respondents replied by saying men would use a
condom if they did not trust their partners, to avoid pregnancy,
because of multiple partners, and to prevent HIV/AIDS. Female
respondents, both in the household survey and focus group
discussions, were negative about the role of men in condom
usage. The dominant view was that men did not want to use
condoms. While women complained about men refusing to
use condoms, resistance among some women, especially young
women, was reported as well: ‘Many of the girls they say that they
find condoms not comfortable when they have to use them.’
According to some male and female participants, some women
who were not on contraceptives were more worried about
falling pregnant than getting infected with HIV. However, more
research is required, as it is possible that avoidance of pregnancy
was an easier way in which to convince a partner to use a
condom than referring to STIs and HIV.
One female respondent in a focus group discussion explained
how her condom usage was simply a matter of getting used to
it:
‘I use them and I don’t feel any difference when we use it. You
need to concentrate on the mood and not on the condom in order
to enjoy your partner. At first I did not enjoy it but because I was
worried about my wellbeing we agreed on using them frequently
and thus we became used to it.’
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Trust
Sometimes a person in a sexual relationship was convinced that
his or her partner was faithful and therefore did not consider it
necessary to use a condom:
‘I have never used a condom because I don’t look around for
other men and I trust my husband and I know him. He has been
my husband for 12 years and I have never had an STI. Condoms
are important for health to prevent HIV and transmission of
STIs. It can also be used to prevent pregnancies. My relationship
with my woman is a long-distance relationship and therefore I
don’t trust her. That’s why I use a condom. Most of the time
you find that men are the ones who cheat. Sometimes women do
cheat, but not like men. I have never used it (condoms) because
my husband doesn’t want me to use it … Sometimes he goes
away for two weeks where he is working, and I am not sure if
he is seeing other women. I tried to explain to him about the
importance of condoms but he would not agree to use them. I
feel my life is at risk. Sometimes you will ask him, we must use a
condom. He will say to you, you think I am cheating?’
Condom usage within marriage is known to be problematic,
which makes married women a high-risk group for HIV
infection. An estimated 60 - 80% of HIV-positive women
in sub-Sahara Africa have been infected by their husbands
or their permanent partner (UNFPA, 2005). Some married
female participants argued they did not use condoms because
they trusted their husbands. However, the majority of female
respondents indicated they did not trust their husbands and
would prefer to use a condom if their partners would agree. Yet
they were reluctant to ask, as they feared their husbands would
interpret this as a lack of trust, loyalty and/or disrespect.
Shisana et al. (2005) found that people who are single and have
more than one current partner are more likely to use condoms
than those in steady relationships. A similar theme came to
the fore in the focus group discussions, where a difference was
made between steady partners and occasional partners when
it came to condom usage. A number of respondents indicated
that the use of condoms was more acceptable and common with
non-steady girlfriends:
‘If I live with my wife and we trust each other I don’t see any
necessity of using them (condoms). We know that we are
planning for the future. But you see when I go to my mistress …
that’s when I use protection in order not to get sick. If you have a
steady relationship with a girl or you are married then you don’t
have to use a condom. Condoms can be used when you pick up
a girl from the local tavern and like the ones you pick up from
the streets.’
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Discussion and recommendations

We first present the discussion of the findings, followed by
recommendations made by respondents themselves, and
recommendations for further research.

Discussion of findings

The findings show that easy accessibility to condoms is no
guarantee for success, if people do not use the condoms, or
not consistently (Hearst & Chen, 2004). For the people in the
communities sampled, many barriers stand in the way of safer
sexual practices, including consistent condom use. Accessibility
to condoms was not a barrier in this survey. On this level, the
prevention strategy has succeeded. While increased HIV and
AIDS awareness efforts would be helpful in countering some of
the gaps in knowledge and myths, it must be taken into account
that there will be some opponents of condom usage who are not
interested in this message, as myths are conveniently drawn on
to avoid using condoms. This is also where the Department of
Health’s influence tends to stop and where other stakeholders
come into play.
Indeed, the real barriers are much more fundamental and
complex in nature, and not all within the Department of Health’s
influence area. The findings have shown that many people,
both men and women, were aware of the risks of unprotected
sex, but nonetheless did not use condoms in risky situations.
While mostly men indicated that reduced pleasure was more
important than risk of HIV infection, for women the picture
seemed more complicated. While respondents reported some
women not wanting to use condoms, the extent to which this
was out of free will need further research. As found in many
other studies, socio-economic and gender factors inhibit many
women from living in safe sexual relationships (Da Cruz,
2004; Kalipeni et al., 2007; UNFP, 2005). Also, as Kalipeni,
Oppong and Zerau argue (2007), the success or failure of
health programmes is affected largely by sociocultural factors.
In this regard, the disempowered position in negotiating for
safer sexual practices in which many women find themselves
remains a huge challenge. The nationwide phenomena of intergenerational sex and transactional sex for material gain between
younger women and older men, also found in the communities
taking part in this particular study, is proof thereof (see also
NSP 2007-2011 and Shisana et al., 2005). As one respondent
reported: ‘Sex without a condom is often part of the deal’, placing
this new generation at particular high risk of HIV infection.
Other factors, such as access to child grants and perceived or
real lack of job and educational opportunities, also need to be
taken into account when studying reasons why girls would not
want to use condoms.
The usage of condoms is further complicated by the dynamics of
trust in permanent relationships. While it is understandable that
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the insistence on using a condom in a monogamous relationship
can create suspicion and a break in trust, the findings show
that the issue of trust can also be used in manipulative ways
to pressurise partners to have unprotected sex. Some of the
married women were reluctant to demand condom usage for
fear of showing a lack of trust in their partner, but also for fear of
being seen as unfaithful by the partner. Interestingly, a different
situation was found among women in Malawi. A qualitative
study conducted in 2001 showed that women were equally
concerned about contracting HIV through the extramarital
affairs of their husbands as the women in this study. However,
instead of negotiating condom use within marriage they would
urge their partners to use condoms outside of marriage, or as
one respondent had stated, file for divorce (Chimbiri, 2007).
Furthermore, some of the women interviewed disliked condoms
for the same reasons often quoted by men, namely reduced
pleasure. Condoms were furthermore seen as incompatible
with marriage, due to the nature of marriage as an institution:
‘If condoms are used, the marriage is not a real marriage’
(Chimbiri, 2007, p.1113).
These views did not come to the fore during the discussions with
women in the North West Province. The reasons why are not
clear. However, whereas condoms may undermine the institution
of marriage and reduce pleasure, for some women there is no
real option to leave their marriages if they fear for their health,
as many are economically dependent on their husband, without
formal education, and often with small children. This might have
been the case for the women taking part in this study, as the group
discussions took place in communities of lower socio-economic
status often far from the economic centres. Furthermore, there
is a 5-year difference between the two studies, and possibly the
women in Mali had had less exposure to AIDS-related mortality
than the South African women in 2004. This might have lead to
the South African respondents taking a more pragmatic stance:
as one cannot really leave the marriage, and cannot be sure if
the partner uses a condom outside the marriage, rather initiate
condom use within marriage. Yet, more research is clearly
needed to give empirical answers to the differences between
these findings.
Whereas consistent condom use in permanent relationships
was found to be limited, both in the South African and Malawi
studies, be it for different reasons, the fact that condom use is
more acceptable in non-steady and extramarital affairs is at
least some good news. Rising figures in condom use outside
a permanent relationship were also found in the South
African national HIV prevalence, HIV incidence, behaviour
and communication survey (Shisana et al. 2005) and by Da
Cruz (2004). The latter study looked into the use or non-use
of condoms among youth in Kimberley and Cape Town, and
found a practice of ‘originals and spares’ linked to the usage of
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condoms (pp. 152-155). While condom usage in the secondary
relationship is obviously better than not using a condom at all,
the behaviour of having multiple partners remains risky, and the
use of condoms can give a false sense of safety if not applied
consistently in all sexual encounters. This is especially so given
that many studies have found that inconsistent users are at
higher risk of HIV infection than those who never use condoms
at all (Hearst & Chen 2004). This could be the case where nonusers stick to one partner only, while inconsistent users may
have concurrent and/or multiple relationships in a sequence.
Altogether, unfaithfulness remains a key problem. As the
findings have shown that men are generally the final decisionmakers on condom usage, the ABC formula is indeed still faced
with a huge challenge: it can only apply where men and women
have an equal say in their sexual relationship (UNFP, 2005).
Another theme that came to the fore was the stigmatisation of
condom usage, referring to the perception that condoms are used
by people who are HIV positive. Proposing to use a condom can
be interpreted as if the person who asks for a condom is HIV
positive, or believes his/her sexual partner is HIV positive.
What do these findings say about the success of condom
distribution as part of the wider HIV prevention strategy of
the North West Department of Health, and the need for more
education messages? Taking into account that respondents in
the household survey as well as the focus group discussions
reported that condoms were easily accessible, it can be
concluded that the distribution strategy has worked well in
the communities sampled. Regarding ‘getting the people to
the condoms’, i.e. raising awareness of the protective value of
condoms, the majority of respondents also appeared to be well
informed. Yet, it is at the last crucial step, ‘getting people to
use condoms consistently and correctly’, that much has yet to
be achieved. This brings us back to a key question raised in a
number of other studies (eg Hearst & Chen, 2004; UNAIDS/
UNFPA 2004): Can people really change behaviour? They can,
but under certain circumstances. Thailand, for instance, gained
international recognition for its successful condom promotion
strategy in brothels, while Uganda is known for its success in
reducing the number of partners among the general population
(UNAIDS/UNFPA 2004). In the case of the communities
sampled, there was clearly large resistance against condom use,
and therefore it can be concluded that condom use as part of
the wider HIV prevention strategy is not yet very successful.
However, when looking at the various obstacles for poor use of
condoms, it is apparent that many cannot be overcome by the
Department of Health on its own. Indeed, there is a need for
ongoing promotion of condom use among people who engage
in risky sexual behaviour, countering of myths and filling of
gaps in knowledge. But at the same time the underlying factors
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that cause some people not to use condoms are of a nature that
lies beyond the Department of Health’s scope of work. This is
a typical example of the much-proclaimed ‘multi-stakeholder
partnerships’ required to counter the HIV epidemic.
Poverty, gender inequality and economic dependence are all
developmental problems that make individuals more susceptible
to HIV infection (DPLG, 2007; Kalipeni et al., 2007). They can
inhibit women from leaving unsafe relationships, delaying or
limiting sexual activity at a young age, and negotiating condom
use, and therefore require developmental solutions.
One of the key stakeholders in this area is obviously
developmental local government (DPLG, 2007), which is
tasked with ensuring the promotion of the social and economic
development of communities, and with the empowerment
of marginalised and disadvantaged groups (Constitution of
the Republic of South Africa, 1996; DPLG: 2007; Ministry for
Provincial Affairs and Constitutional Development 1998). For
many local authorities, however, much confusion still exists
with regard to the roles and responsibilities in responding to
HIV and AIDS as a governance and development issue (DPLG,
2007; South African Cities Network, 2004; Versteeg & Khan,
2007). While it is imperative that the Department of Health
and local authorities work hand-in-hand, respondents of the
study rightfully also identified other key stakeholders, who are
included in the discussion in the next section.

Recommendations
Promote condom use within a developmental
approach
There is a need for ongoing raising of awareness of HIV, and the
promotion of condom use, including the discrediting of myths,
remains pivotal. However, this should be part of a developmental
approach which tackles the underlying conditions that inhibit
some people from using condoms, despite good awareness of
HIV and AIDS. As the Department of Health cannot do this
on its own, as it not part of its core mandate, partnerships with
other governmental and non-governmental bodies need to be
sought, built and maintained. Developmental local government
is a key role player. Many respondents also referred to the
importance of the involvement of other stakeholders in society.
Emphasis was placed on the use of role models and institutions
with authority in behavioural change messages, and in particular
those aimed at men. These messages would not only include the
promotion of condoms, but also other key issues such as delayed
sexual debut, faithfulness to one’s partner and reduction in the
number of sexual partners. Suggestions were made regarding
the involvement of traditional leaders, the role of churches, and
the role of fathers:
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‘Some men still believe that for one to prove his manhood he
has to have many girlfriends, as many as possible. Places like
tribal places can help in that regard because it is where most of
them gather. I think education should be given to our leaders,
especially traditional leaders, as they say it is against tradition
to talk about sexuality with our children. They think they
encourage children to be engaged in sex at an early age. You
know … times have changed, so is life in general. Condoms
should be available at churches and priests should be involved
actively. If they could call a meeting for priests to talk to them
about spreading the word about HIV&AIDS. The role of fathers
is also important when it comes to young boys. If a father would
tell his kids that they should use a condom, as a parent, they
would listen to him.’
The role of parents has already been earmarked by the NSP
2007-2011. To what extent and in what way do parents discuss
sexuality with their children and how can they best be supported
in this? One respondent voiced his concern with regard to the
influence of the media:
‘Boys start at 8 or 9 years to have sex. They see their parents do
that. The government says we have to talk to our children but
how would I do that? Shall I say, my baby, use a condom if you
want to make sex and then he is 7 years old? They see sex on TV;
everyone watches TV from the firstborn to the last. It is better
to put the TV off.’

Strengthening the position of women
Within the developmental approach, a special focus needs to be
placed on strengthening the position of women and reducing
economic vulnerability. The study has unsurprisingly confirmed
the fundamental role of strategies and interventions aimed at
promoting equality among men and women, in the household
as well as in the job market. Economic and educational
opportunities, not only for married women, but especially
also for young girls, is a general strategy to alleviate poverty,
but these findings have once again shown the direct linkages
with HIV susceptibility. As mentioned, the Department of
Health cannot address this matter on its own, but would need
to forge strong collaboration with especially local authorities,
for instance in pointing out to local municipalities which areas
are most affected by HIV and AIDS, and prioritising these in
interventions addressing gender inequity and inequality and
(DPLG, 2007). The partnership with local government should
not only be limited to the focus on gender inequality, but also
address other developmental matters such as poverty reduction
in general and protecting marginalised groups, such as people
living with HIV and AIDS.
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Conclusions

In order for behaviour change to take place, the conditions
under which a person is to change his/her behaviour need to
be conducive to the change. Some of the findings of this study
indicated that this is often not the case for the individuals living
in the sampled communities. Condom use was not an individual
choice for all respondents.
In conclusion, accessibility to condoms in the communities
surveyed was found to be good. Furthermore, besides some
persistent myths and gaps in knowledge, most respondents
were aware of the risks of unprotected sex and the protective
nature of condoms. The problem remains the actual usage of
the condoms. The majority of respondents in multiple sexual
relationships (concurrent or subsequent), or in relationships
where there was doubt with regard to the faithfulness of the
respondents’ partner, did not use condoms in a consistent
manner. Rising teenage pregnancy rates and an HIV prevalence
of 29% give a similar indication that the desired levels of
condom use have not been reached yet. This is a situation that
the Department of Health will not be able to change on its own.
It requires the partnerships reconfirmed by the NSP 2007-2011.
Solutions to many of the causes for non-use and inconsistent
condom use are developmental. Reducing poverty, creating
economic opportunities and promoting gender equality are
more aligned to the mandate of developmental local government
and other stakeholders. The recommendations by respondents
for the Department of Health to work with various stakeholders
within local communities further confirm that more vigorous
collaboration between societal sectors is required to ensure a
more successful HIV prevention strategy.
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Microcredit for people affected by HIV and AIDS: Insights from Kenya
Dipankar Datta, James Njuguna

Abstract

Consequences of HIV and AIDS are exponential in Kenya, touching not only the health of those infected, but also depleting socioeconomic resources of entire families. Access to financial services is one of the important ways to protect and build economic
resources. Unfortunately, the norm of financial viability discourages microfinance institutions from targeting people severely
impacted by HIV and AIDS. Thus, HIV and AIDS service NGOs have been increasingly getting involved in microcredit activity in
recent years for economic empowerment of their clients. Despite limited human resources and funding in the area of microcredit
activity, these NGOs have demonstrated that nearly 50% of their microcredit beneficiaries invested money in income-generating
activities, resulting in enhancement to their livelihood security. In the short term these NGOs need to improve their current
practices. However, this does not mean launching microfinance initiatives within their AIDS-focused programmes, as financial
services are best provided by specialised institutions. Longer-term cooperation between microfinance institutions and other AIDS
service organisations and donors is necessary to muster appropriate and rapid responses in areas experiencing severe impacts of
HIV and AIDS.
Keywords: Microcredit, HIV and AIDS, Kenya.

Résumé

Les conséquences du VIH/SIDA sont exponentielles au Kenya, ne touchent pas seulement la santé des infectés, mais aussi réduissent
les ressources socio-économiques de la famille entière. L’accès aux services financiers est la manière la plus importante de protéger
et de bâtir leurs ressources économiques. Malheureusement, la norme de la viabilité financière décourage les établissements
microfinances à viser des personnes sévèrement atteintes de VIH/SIDA. De ce fait, les ONG de service sont de plus en plus impliqués
dans l’activité de microcrédit depuis les années récentes avec le but d’autonomiser leurs malades. En dépit de ressources humaines
limitées et le financement du domaine de microcrédit, ces ONG ont démontré qu’à peu près 50% de bénéficiers ont investi l’argent
dans des activités à profit ce qui, par la suite, améliore la sécurité de leur gagne-pain. A court terme, ces ONG doivent améliorer leurs
coutumes actuelles. Cependant, cela ne veut pas dire lancer des initiatives de microfinance à l’intérieure de leur programme visant le
SIDA. Les établissements spécialisés sont les mieux placés à fournir des services financiers. De ce fait, une coopération à long-terme
entre les établissements de microfinance, d’autres organisations de service de SIDA et les donateurs est nécessaire afin de rassembler
des réponses appropriées et rapides dans des régions sévèrement atteintes de VIH/SIDA.
Mots clés: Microcrédits, VIH et SIDA, Kenya.

Dipankar Datta is the Assistant Country Director for Concern Worldwide in Kenya. He has extensive field experience in South Asia, Southeast Asia, the
Horn of Africa and the Caribbean. His key areas of expertise are in poverty analysis, partnership and capacity building, and programme development
and management. He has a longstanding interest in livelihood security of the extremely poor with a special focus on AIDS, primary education and
microfinance policies.
James Njuguna is an HIV and AIDS Programme Officer for Concern Worldwide in Kenya. He has done extensive work in community-based HIV and
AIDS prevention, care and support among the poor in Nairobi slums and Nyanza province in Kenya.
Correspondence to: dipankar2kbd@yahoo.com

94

Journal of Social Aspects of HIV/AIDS

pg. 94-102.indd 94

VOL. 5 NO. 2 july 2008
6/23/08 10:52:26 AM

Article Original

Introduction

Literature on the effectiveness of microcredit for people affectedi
with HIV and AIDS is still nascent. The aim of this paper is to
provide a comprehensive look at this particular field and share
experiences from two local partners of Concern Worldwide
Kenya (hereafter referred to as Concern).
Poverty is both a cause and a consequence of HIV and AIDS
in Kenya. Poverty increases the risk of contracting HIV and
increases the impacts of AIDS, and vice versa. Often, women
are more vulnerable to infection because of their subordinate
role in society. A majority of women are poor and less educated
and thus lack power to negotiate safe sex. Many women engage
in survival sex and selling illicit liquor to earn a living, activities
that put them at high risk of contracting HIV (ZONTA, 2001).
Since the poor have limited access to quality treatment and
care they experience high levels of morbidity and mortality.
An additional consequence of the ongoing HIV and AIDS
pandemic is the growing number of children who are affected
in different ways: children are living with sick parents or sick
relatives, children are left without one or both parents, and
children themselves are HIV positive (Boler & Carroll, 2003).
The burden of care is overwhelming for affected households and
more so for women and girls, the traditional caregivers.
Literature on the impact of HIV and AIDS on households
points to microfinance as one of the ways in which the effects
of the disease on households can be mitigated. Unfortunately
microfinance institutionsii have rarely taken structural initiatives
to respond to the special needs of affected households, which is
surprising especially for a continent like Africa that is extremely
affected by HIV and AIDS (Huybrechts & Fonteneau, 2005).
According to Parker (2000), a financial viability perspective
discourages microfinance institutions from exclusively targeting
people living with HIV and AIDS or the groups affected by it.
Although a few microfinance institutions seem to be engaged in
targeting affected people, they usually offer the option of nonfinancial services. Financial services offered to people living with
HIV and AIDS (PLWHA) are rare. Barnes (2005) adds that loan
products, terms, and selection criteria also influence the extent of
participation of these households in microfinance programmes.
So, just because a microfinance institution operates in an area
with high HIV prevalence does not automatically mean that it
reaches and benefits the affected households.

Results from Concern’s initiative

Concern, in partnership with HIV and AIDS service nongovernmental organisations (NGOs), is working in Nairobi
slums and Nyanza province, areas that have registered the
highest HIV prevalence and most severe impacts of AIDS. In
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Nairobi, slum residents constitute 55% of the nearly 3 million
city population (CBS, 2005). HIV prevalence in Nairobi slums is
estimated at 20% (NASCOP, 2004). In Nyanza, HIV prevalence
is estimated to be 15.1%, compared with 7% nationally (KDHS,
2003). Nyanza is also the poorest province in Kenya and is
characterised by poor health coverage and a high number of
orphans. NGOs operating in these high-prevalence areas are
inevitably overwhelmed by the number of welfare-oriented
activities they are running to address prevention, treatment
and care services. These resource-intensive activities leave
very limited space for these NGOs to run income-generating
activities that directly contribute to enhancing livelihood
security of the clients enrolled in their programmes. However,
the silence of microfinance institutions is pushing these NGOs
to attempt to bridge the gap. They have adopted different models
and serve the target group in many different ways; for example,
some NGOs give business capital as a loan, while others give it
as a grant.
In 2005 Concern decided to support its local partner NGOs in
providing microcredit or small business grants to their most
needy clients to start small-scale economic activities. For the
purpose of the study we selected two local partners, namely
WOFAK and MMAAK, as they were the only partners who
adopted a microcredit model in running income-generating
activity for their clients. Their brief profiles are as follows:
• W
 omen Fighting AIDS in Kenya (WOFAK) was founded in
August 1993 by a group of ten women who came together
to give support to one another and to other women who
were experiencing problems like rejection, stigmatisation
and discrimination after their spouses’ death as a result of
AIDS. It provides prevention, treatment and care services to
women and children living in the slums of Nairobi, Mombasa
and Kisumu, and in the rural areas of Homa-Bay in Nyanza
province. It initiated microcredit activities in Kisumu in
2004 to support clients in meeting their food requirements
and to provide three meals a day for orphans. It expanded
microcredit activity to Homa-Bay in June 2006 with support
from Concern.
• Movement of Men against AIDS in Kenya (MMAAK) was
established in 2001 to increase male participation in
prevention, treatment and care initiatives in Korogocho slums
of Nairobi, Manyatta low-cost estate, and Kano Angola village
in Kisumu East district of Nyanza province. Since 2006 it has
been providing microcredit and training in entrepreneurship
to members of the People Living with AIDS Support Group
in all three sites.
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Table 1.Total disbursement and realisation
NGOs
WOFAK

District
Kisumu

MMAAK

Homa-Bay
Kisumu
Nairobi

Year
2004
2005
2006
2006
2007
2006
2007

Total beneficiaries
75
75
31
  10
  10
  10
  10

Total loan realisation
US$225
US$526
US$727
No realisation
No realisation
No realisation
No realisation

As a part of the study process we conducted a series of focus group
discussions and semi-structured interviews with microcredit
beneficiaries of the study NGOs. Moreover, we conducted
wellbeing grouping analysis to understand the effectiveness of
targeting and impact flow diagramiii to capture the impact of
microcredit. We also interviewed staff members located in both
the head and field offices, and reviewed a number of recordkeeping documents of NGOs to triangulate our field findings.

Performance in loan realisation

Loan disbursement

WOFAK beneficiaries in Kisumu were supposed to repay the
loan within a year of disbursement through weekly instalments.
As indicated in Table 1, WOFAK has realised only 10% and 23%
of the total loan from year 2004 and year 2005 beneficiaries,
respectively. The loan repayment improved slightly in 2005
when clients were promised more loans upon timely repayment.
WOFAK beneficiaries in Homa-Bay were given a 1-month
grace period. The average weekly repayment rate was set at
about US$0.75 for every US$30 amount borrowed. Of the total
US$2 254 loaned out in 2006, US$727 has been paid back already.
Out of 31 clients, only 4 have totally defaulted. The performance
of WOFAK in Homa-Bay was better than in Kisumu because
of the engagement of a designated staff member to look after
microcredit activity. The staff member goes to the client’s
business premises to collect repayments, to provide hands-on
training in keeping business records, and to advise on business
strategy.

Clients of WOFAK and MMAAK are selected through their
home-based care and treatment activities. In order to target
the neediest clients, as well as to enhance the effectiveness of
microcredit activity, they give priority to those who (a) are HIV
positive and on TB and antiretroviral therapy;iv (b) who have a
business which went down due to illness, and (c) are taking care
of orphans. About 90% of WOFAK microcredit beneficiaries
are women. Although the key target group of MMAAK is men,
about 18% of their microcredit beneficiaries are women.
Based on the availability of funds, WOFAK and MMAAK
identify a certain number of needy clients, in line with the
above-mentioned targeting criteria. They provide 3 days of
training in bookkeeping, small-business management and
daily cash analysis to the selected clients. This is followed by
facilitating the beneficiaries to develop their business proposals
including budget, site of business and competitors.
Our study revealed that in most cases beneficiaries did not
receive the loan as per the business proposal. The requested
loan amounts ranged on average from US$120 to 225 (US$1 =
Kenya Shilling 66.5) in Kisumu and Homa-Bay, and US$300 to
675 in Nairobi, but they received on average US$60. So, in most
cases the beneficiaries had to change their business plan based
on the approved size of the loan. The key reason of such a big
difference between the requested loan in the business proposal
and the actual disbursement was the intention of NGOs to reach
a maximum number of clients with the limited funds available
for this purpose.
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Total loan disbursed
US$2 254
US$2 254
US$2 254
US$601
US$601
US$601
US$601
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WOFAK and MMAAK have adopted different approaches
in different places to ensure realisation of interest-free loans
on time. In Kisumu WOFAK organises the beneficiaries into
groups of five, where they guarantee each other’s loan. WOFAK
beneficiaries in Homa-Bay and MMAAK beneficiaries in Kisumu
are requested to bring along a guarantor who undertakes to pay
the loan in case of default.

MMAAK beneficiaries in Kisumu and Nairobi were given a 6month grace period. The beneficiaries were given the space to
decide how much they would repay in every monthly instalment.
The study revealed that none of the beneficiaries has repaid
any instalment to date. However, it is worthwhile to mention
here that our focus group discussions revealed that most of the
beneficiaries invested money in business and generated good
profit, but MMAAK failed to set up a proper loan realisation
process.

Impact of microcredit
As one partner implemented microcredit in 2004 and the
other started in 2006, it is too early to gauge the impact of the
intervention. In addition, our field research revealed that only
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49% of total beneficiaries invested microcredit in business
(Table 2). We therefore have tried to capture the varying degree
of change only in the lives of those who invested the microcredit
in business.

Table 2. Proportion of microcredit
beneficiaries who invested money in business
NGOs

WOFAK
MMAAK
Total

Total
number
of credit
beneficiaries
181
40
221

Total
number of
beneficiaries
who invested
money in
business
72
36
108

% of beneficiaries in business

40.0%
90.0%
49.0%

Discussion with the beneficiaries revealed that the benefit
of microcredit was not only confined to improvement of
economic wellbeing, but reflected also in improved social
standing, and physical and psychological wellness of the clients.
The microcredit improved the capacity of individuals and
communities to cope better with shocks arising from the impact
of HIV and AIDS, thus creating resilience.
Restoration of lost income and meeting basic needs were
the most commonly mentioned indicators of economic
empowerment. Some of the beneficiaries have been in business
for a long time, but prolonged illness and attendant costs led
to the collapse of their ventures. With additional training and
the microcredit they received from the programme, clients have
been able to pick up where they left off and move on with life.
Although their businesses may not have recovered to the level
before illness struck, they were at least able to generate enough
money for transport to hospital or medicine that may not be
available in the health centres, buy food, pay rent, take care of
their children and take treatment regularly.
When the business ventures collapse as a result of prolonged
illness, or when a client is bedridden, clients become destitute.
In the market they suffer unkind gossip from other vendors, as
the collapse of their businesses is associated with a stigmatised
illness. Support to these people to restart income-generating
activity has already restored their standing in the market place
and society at large, and has uplifted their psychosocial wellbeing
as well, thus reducing stigma and discrimination against people
affected by HIV and AIDS. Beneficiaries of successful incomegenerating activity have also become agents of positive living
and are encouraging other affected persons to seek treatment
and support services, and live positively.
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Some of the beneficiaries were previously involved in survival
sex and/or illicit alcohol trade, activities that they confess led
to their infection with HIV. These activities led clients to reinfection and impacted negatively on their ability to comply
with treatment. The microcredit enabled clients to shift to new
business activities, thus changing their behaviour and reducing
chances of infection and re-infection, in addition to promoting
their ability to adhere to treatment.
The beneficiaries have benefited significantly from training and/
or mentoring in micro-business development, bookkeeping
and saving. A client indicated that although she had been
running a business before, she would spend all her money
including capital, and as a result the business kept failing. With
new business skills she set aside her capital and her business
was growing strongly in spite of her illness. Conscious of their
health status, the majority of clients involved trusted relatives
and children in their business, and these too benefited from the
mentoring process.
Beneficiaries of income-generating activities are awakened to
the challenges of an ever- increasing number of orphans and
vulnerable children (OVC) in their families and community
and are responding in their own small way with the meagre
resources available to them. Although not intended, incomegenerating activity support has proved a very big incentive to
those caring for OVC. Field level investigation showed that
successful beneficiaries of income-generating activity had
taken proactive roles in sending OVC to school. Some of the
beneficiaries were not only supporting orphans and vulnerable
children at household level, but also extending their hand at
community level.

Case study 1: Educating orphans and
vulnerable children through microcredit
Philgon Atieno, a 43-year-old HIV-positive widow and a mother
of two, lives in Manyatta, a low-income estate on the outskirts
of Kisumu. She learnt her serostatus in early 2000, following the
death of her husband due to AIDS. At that time Philgon worked
as an early-childhood teacher at a prominent school in town.
Philgon began suffering from a persistent cough and skin rashes,
and as other people suspected her of suffering from AIDS she
was subjected to emotional abuse. At school the management,
fearing the parents would withdraw their children, allocated
her duties cleaning the bathroom, where she stayed all day.
Owing to her deteriorating ill health Philgon lost her work in
October 2000, faced rejection from her late husband’s family,
gave up on life and wished she could die. In 2001 a friend,
Mary Mumba, who was also HIV-positive, came to her rescue
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and admitted her to the provincial hospital, where doctors put
her on antiretroviral therapy. The turning point in Philgon’s life
came in 2002 when Mary introduced her to WOFAK, where she
joined a support group of women living with HIV and learnt
about positive living from other members who spoke openly
about their status. Moreover, she received monthly food rations
and immune boosters from WOFAK.
Buoyed by improved health, she brought together women
affected by HIV and AIDS in Manyatta and they formed the
Pearl Omega Positive Test Support group in 2004. The group
is involved in providing nursing and psychosocial care and
support to affected households in Manyatta. In the course of
interaction with members of the group and their children, she
realised that, just like adults, children affected by HIV and AIDS
suffered stigma, so that they may be denied entry to pre-school
centres. Towards the end of 2004, with a loan of US$100 from
WOFAK, she converted her small house into a pre-school by
admitting 7 children of women living with HIV.
Luckily, in 2005 she received terminal benefits from her former
employer amounting to US$136, which she invested in the
construction of semi-permanent classrooms. She mobilised
support from the mayor, who donated more chairs and toilet
facilities to the school. Due to public demand in 2006, the
school opened its doors to children from the wider community
who could pay school fees. Today there are a total of 85 children
in three levels, 35 of whom are orphans and 19 are HIV-positive.
Currently only 25 pupils pay school fees in full, amounting to
US$4.5 per term, 17 make partial monthly payments and 43
children are studying free of charge. This has helped Philgon
to recruit 2 more teachers for the school and to earn financial
sustainability. Philgon is paying US$18 to each teacher per
month.
Philgon’s outlook on life is very positive, she is motivated by the
desire to see her two sons get higher education and take charge
of their lives. Thus she follows her treatment strictly. In order to
ensure proper treatment of the infected children at the school,
Philgon counsels their parents and guardians and links them to
several health facilities that provide paediatric HIV and AIDS
care. She liaises with health facilities that give immunisation,
anti-worm drugs and multivitamins as appropriate. In addition,
Philgon conducts HIV and AIDS sensitisation for teachers in
other local pre-schools and primary schools to reduce stigma
towards orphans and infected children.

Case study 2: Enhancing livelihood security
through microcredit
Samuel Owino Arot, a 59-year-old man, lives in Ngalo village
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in Homa-Bay district. He retired as a clerk with the fisheries
department in September 2001, after 30 years of service and
received meagre retirement benefits amounting to US$2 239.
Retirement provided him with an opportunity to realise his
cherished dream of becoming a renowned small-scale tomato
and kale farmer. However, everything rapidly changed in early
2002 because of his continuous illness. He would be treated for
one infection, only to go down with another soon after. As a
result all his pension benefits and savings were exhausted in
seeking treatment from private clinics and traditional medicine
men. He even sold off his animals, including the oxen on which
he depended for ploughing. Since his condition was rapidly
deteriorating, he was willing to try one more suggestion. That is
why, when a doctor recommended that he take an HIV test, he
readily complied. Samuel did not however contemplate that he
could be infected by HIV, despite his first two wives having died
in 1998 and 1999 respectively. He was diagnosed with advanced
AIDS and was started on the life-saving antiretroviral drugs. He
was referred to WOFAK for continuing treatment education,
adherence counselling, psychosocial support and monthly food
rations.
With improved health, Samuel was eager to restart small-scale
cultivation to become self-reliant. Queueing for food rations
at WOFAK was degrading to him and attracted ridicule from
members of the community. In late 2005, he approached
WOFAK for a loan to rekindle his dream. In early 2006 he
received a loan amounting to US$35, with which he purchased
fertiliser and seeds. In the absence of his ox he had to till the
land by hand. His first tomato harvest in May yielded nine
crates valued at US$135. In order to ensure a regular income,
the agricultural extension workers advised him to stagger his
tomato crop so as to have a monthly harvest. Subsequently he
has maintained a steady income of US$30 per month from his
tomato plots. The first maize crop returned 280 kg in July, which
fetched him US$188. He has already paid back the loan, and has
applied for a new one to purchase a hand pump, with which he
plans to expand the land under irrigation. He now hires labour
to assist on the farm.
Microcredit has elevated Samuel’s standing in the community
from a sickly dependant to a healthy productive benevolent.
He attributes his success not only to WOFAK but also to his
only living (third) wife, who despite being HIV negative, has
remained very supportive and provided for the family when he
was very ill. In order to give something back to the community,
Samuel has gone public with his status. With training from
WOFAK he is now a very active peer educator and has helped
many of his neighbours to agree to go for HIV testing and
care. He shares some of his produce with needy relatives and
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neighbours, and is taking care of four orphans and ensuring
their education.

Challenges of income-generating activities
Frequent sickness of the beneficiaries is the most challenging
factor to survival of micro-enterprises. The beneficiaries are often
forced to use the business profit and capital to meet treatmentrelated costs. In addition they have to meet the needs of orphans
and/or ailing persons who may be under their care. This means
there are so many needs competing for meagre earnings.
Moreover, beneficiaries have to split time between business and
their care roles, and so cannot invest enough time in business.
In some instances clients opt to buy food with business capital
instead of investing it in business. Sometimes beneficiaries are
bedridden and are forced to delegate running of the business
to children, relatives or friends who might be dishonest and/or
incapable, and as a result they register heavy losses. When the
client is bedridden the business runs a high risk of collapse. Due
to power dynamics women are forced to give money to their
male partners who are not in the programme and this may be
squandered.
Many beneficiaries find the micro-credit offered inadequate to
do business, they lack the motivation to continue, and so simply
do not invest or drop out. Inadequacy of business capital is
also linked with high transport costs, as well as statutory and
illegal levies. Beneficiaries in rural areas and urban centres
that are far from sources of merchandise or market places
have to contend with high transport costs. These, coupled with
treatment-related costs, means that the beneficiary will not be
able to attend all market days or have enough stock to compete
favourably in the market. In addition, beneficiaries are forced to
conduct their businesses at designated market places where they
have to pay daily rates to the county councils. Unfortunately the
beneficiaries may incur transports cost or walk long distances
to designated market sites, a situation made worse if the market
is not strategically situated to attract customers. In order to
operate in more lucrative places the beneficiaries have to bribe
council officers. In the slums clients are forced to pay protection
fees to vigilante groups, the failure of which means frequent
harassment and having their wares stolen. Thus official and
non-official levies eat into their meagre earnings.
Welfare-oriented activities, such as feeding programmes, homebased care, etc. of HIV and AIDS service NGOs have created a
dependency mentality among some beneficiaries. They expect
assistance from NGOs in every step of running the business.
Some beneficiaries feel that because the money is donated it is
supposed to be free from any condition, as ‘it is their money’.
So, they don’t believe in loan repayment. In addition, there are
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instances where clients who default on repaying the loan feel
guilty and drop out of other prevention, treatment and care
services. NGOs have to reassure them that failure to repay a loan
does not deny their right to access to the other HIV and AIDS
services. This puts the NGOs in an awkward position as they
have to strike a delicate balance between enforcing compliance
with the microcredit scheme and at the same time ensuring
access to prevention, treatment and care services for the clients.
Finally, doubts among microfinance institutions discourage
donors from funding income-generating activity, and hence
NGOs rarely can afford designated staff for this activity.

Results from literature review
Effectiveness of microcredit in strengthening
livelihood security
The overall effect of HIV and AIDS on the economic wellbeing
of affected households depends on the availability and size
of household financial safety nets. For households without a
financial safety net, HIV and AIDS can draw the household from
relative stability to catastrophe, as income earners fall sick or die,
and as costs of household maintenance rise. The stronger the
household safety net, the better the chances that the household
can withstand the crisis without resorting to coping behaviours
such as liquidation of long-term assets, reduced purchases of
basic necessities, removing children from school, or migration
of family members (Donahue, 1998). The size of the household
safety net depends on two factors: the initial financial standing
of the household, and the ability to build a financial base over
time. Microfinance – both credit and savings – strengthens the
second of these, offering households opportunities to build
assets, diversify income sources, and generally strengthen their
financial footing. Thus, even in its most basic form, access to
microfinance services gives households a way to both prepare
for and cope with crises (Parker, 2000).
However, apart from some success stories, very few data
exist related to the effectiveness of microcredit in enhancing
livelihood security of households affected by HIV and AIDS.
For the purpose of this paper we draw lessons from the outcome
of a pilot project on economic empowerment of female sex
workers in Majengo slums in Nairobi.
The STD/AIDS Control Project of the University of Nairobi,
which was developed as a pilot project in 1999, provided small
loans, business training, and HIV and AIDS education to 209
female sex workers. HIV prevalence was as high as 80% among
these borrowers. An assessment was conducted after 18 months
of loan disbursement. Of the 209 enrollees, 90 had left the
programme, and 6 women had died. Failed businesses were
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hindered by insufficient demand for services, health problems
of clients, and household and family needs. Surviving microenterprises (representing about half of all businesses started)
were concentrated in the trading of agricultural products and
sales of second-hand clothes. The loan repayment rate was
72%. There were notable reductions in sexual risk behaviour
among the borrowers. Almost 20% of the women left sex
work completely, and those who remained in the industry
dramatically reduced their average number of clients. There was
a remarkable decline in sexually transmitted infections among
the clients (Costigan, Odek, Ngugi et al., 2002).
It is important to note here that the outcome of this project
dramatically matches one of our key finding, that at least 50%
of the target beneficiaries were able to improve their economic
wellbeing. Our study findings also match the fact that microcredit
significantly reduces the vulnerability of women to HIV and
AIDS, by offering an alternative to high-risk behaviour based
on economic necessity. This behaviour does not only include
prostitution – it includes engaging in sex with men in exchange
for support, such as payment of school fees. Thus it can be
argued that the role of microcredit in economic empowerment
of households affected by HIV cannot be ignored.

Current position of microfinance institutions
Not much accurate information exists or is available on the
impact of HIV and AIDS on microfinance institutions, not even
in countries with high HIV and AIDS prevalence (Huybrechts
& Fonteneau, 2005). However, the donor briefing paper of
the Consultative Group to Assist the Poorv (CGAP, 2003, p.1)
argues that ‘launching a financial intervention specifically to
target persons with AIDS would not be appropriate, given that
financial services depend on the on-going ability of clients to
earn income’. Subsequently, CGAP proposes that donors should
avoid pushing microfinance institutions to launch operations
in markets specifically to respond to the HIV and AIDS crisis.
Alternatively, donors may support organisations able to provide
grants instead of financial services.
Our research findings confirm the current position of
microfinance institutions in relation to targeting households
affected by HIV and AIDS. Although a significant number of
microfinance institutions are active in Kenya, based on our
research it can be argued that microfinance institutions rarely
reach the affected people living in severely impacted areas6. The
key reasons for exclusions are:
• A
 ttitudes: Microfinance institutions disburse loans in clusters
of five for the security of loan money, and there is a tendency
for people to shun very sick people out of fear that they
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might die. Moreover, better-off group members believe that
households affected by HIV and AIDS are economically
vulnerable and that they will not be able to repay loans on
time. So they usually do not want to take the liability of loan
repayment by becoming the guarantor of loan money.
• Rules and regulations: As explained by the participants in
focus group discussions, the rigours of microfinance schemes
are beyond the capacity of people affected by HIV and AIDS
who are wrestling with medical, economic and psychosocial
problems. The affected people often fail to comply with the
requirement of regular group meetings and savings in order
to obtain a loan. Sickness has been identified as a common
reason for not attending weekly groups meetings and skill
building trainings on a regular basis. In addition, the loans
attract high interest rates, ranging from 15 to 19 per cent, and
this coupled with the savings puts a heavy financial burden
on the affected people (CARE, 2004).
• Financial sustainability: Discussions with a number of officials
of microfinance institutions highlight the fact that household
income drops when an adult becomes sick with HIV and
AIDS, household medical expenses rise substantially, and
household food consumption drops significantly. So, the
considerable risk to microfinance institutions is that the
affected clients will default on their loans, may not continue
to borrow, or will want to withdraw their savings, which is not
compatible with microfinance institution aims of financial
sustainability (Donahue, Kabbucho & Osinde, 2001; ICAD,
2001).
In a nutshell, although many in the development community
recognise that the ability of a household to mitigate the impact
of HIV and AIDS relies largely on their capacity to stabilise or
increase incomes, microfinance institutions have by and large
taken a back seat. Consequently, HIV and AIDS service NGOs
are under tremendous pressure to develop income-generating
schemes. They believe microcredit represents a potentially
powerful tool to support income-generating activities. However,
lending methodologies and practice need to be flexible to suit
the socioeconomic wellbeing of clients (Anderson, Gugerty,
Levine & Weaver, 2002). Yet these NGOs involved with HIVand AIDS-related issues tend to come from health and social
development fields where experience with micro-enterprise
development is limited (Donahue, 1998).

Conclusions

The study findings demonstrate that micro-credit activities
of the HIV and AIDS service NGOs are targeting the most
vulnerable households. If an HIV- and AIDS-affected person
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invests microcredit in a successful income-generating venture,
it does not only contribute to improving economic wellbeing,
but also reduces stigma towards the infected. It also contributes
to mobilising support for orphans and vulnerable children, as
well as capacity building and cushioning financial activities and
assets of other family members. Successful income-generating
activities also contribute to strengthening the household
safety net that is ultimately drawn upon when clients reach the
late stages of AIDS. So, the role of microcredit in economic
empowerment of households affected by HIV and AIDS cannot
be overemphasised.
At the same time evidence showed that HIV and AIDS service
NGOs are not the right organisations to manage microcredit
to people living with HIV and AIDS. In the absence of good
microcredit management systems, only half of loans went
toward the intended purpose, adequate loan amounts were not
disbursed in line with business proposals, loans attracted no
interest and the repayment system was extremely weak.
Finally, the effects of HIV and AIDS on the operations of
microfinance institutions cannot be wished away, because
working with this target group requires a flexible approach,
which in turn does not offer financial sustainability to
microfinance institutions.

Recommendations

As a long-term strategy we do not recommended launching
microfinance initiatives within an HIV and AIDS-focused
programme run by NGOs; rather, links with microfinance
institutions should be established. Microfinance services are
best provided by specialised institutions. So, close cooperation
between microfinance institutions and other AIDS service
organisations and donors is necessary in order to muster
appropriate and rapid responses in high-prevalence areas
(McDonagh, 2001). Donors have a significant role to play in
strengthening coordination between microfinance institutions
and AIDS service organisations, and strengthening capacity of
microfinance institutions. More specifically:
• D
 onors can raise concerns with microfinance institutions,
encourage information exchange between AIDS service
organisations and microfinance institutions, and insist that
microfinance institutions become knowledgeable about HIV
and AIDS (Parker, Singh & Hattel, 2000).
• D
 onors can also encourage innovations in linkages, and
broker strategic partnerships between strong microfinance
institutions and AIDS service organisations, including
seed funding for cross-sectoral collaboration, such as
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experimenting with separate-but-linked
livelihood security projects (CGAP, 2003).

finance

and

• D
 onors can invest in strengthening microfinance institutions,
so that they can better serve communities severely affected by
HIV and AIDS in general and their clients in particular.
• D
 onors can provide funds to test product innovations, to
assess their impact, and to create better monitoring systems.
• D
 onors can support local advocacy initiatives. For example,
there is a need for all stakeholders to engage with local
authorities to address the issue of levies, business sites and
harassment by county council. The local authorities should
be lobbied to be sensitive to challenges facing people affected
by HIV and AIDS.
There is a growing demand for credit support from people
affected by HIV and AIDS, and it is not easy for AIDS service
organisations to ignore this pressure. So, in the short term,
NGOs should partner with microfinance institutions with
training capacity, so that they can benefit from skills transfer
and mentoring, in order to enhance the effectiveness of their
existing microcredit activities. In addition, NGOs can undertake
the following two sets of measures to improve their current
practices.
Firstly, the big gap between the required amount of funds
needed to start a business and the actual amount of credit a
beneficiary receives demotivates the beneficiary from starting
the business. So, we recommend disbursing the actual amount
of credit in line with the business proposal. This strategy will
reduce the number of beneficiaries, but it will contribute to
enhancing the effectiveness of microcredit activity. Beneficiaries
need to be encouraged to repay the loans in small remittances
on a weekly basis, as this enhances compliance. A long grace
period is not advisable, as clients start feeling that there is a lot
of time left for loan repayment. Beneficiaries should also be
encouraged to inculcate a culture of flexible savings. Relating to
this, NGOs may need to facilitate opening deposit facilities to
put the system in practice. The advantages that deposit facilities
show over informal savings are efficient liquidity management,
accessibility to cash during crises, and security (Wisniwski,
1998).
Secondly, it is always good to assign specific staff to manage
microcredit activities, to be responsible for product development,
loan disbursement, mentoring beneficiaries, monitoring and loan
realisation. As there are financial implications of designated staff,
NGOs can pick committed community volunteers to provide
support on income-generating activity. Moreover, in line with
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the argument of Christopher Dunford (2001), NGOs can
explore the possibility of integrating microcredit and business
education into HIV and AIDS prevention, treatment and care
service packages, to be delivered by one field staff member. This
requires management to make an extra commitment to staff
recruitment, training and supervision.
More than 80% of those infected with HIV in Kenya are between
the ages of 20 and 49, the most economically productive age
group. HIV and AIDS reduces the ability of the infected to earn
a living, as they lose jobs and their businesses collapse, thus
reducing their ability to provide for their families. In the absence
of a vaccine to prevent new infections, HIV and AIDS must be
fought through education, treatment, poverty alleviation, and
improving the socio-economic status of infected and affected
households, especially women. Income-generating activity is
a simple, yet powerful concept for economic empowerment.
When HIV and AIDS is devastating the little income that men
and women have, just a few dollars in loans can make a lifechanging difference.

References
Anderson, L., Gugerty, M. K., Levine, O. R. & Weaver, M. (2002). Microfinance
and HIV/AIDS: Five key questions on programme impact. The Synergy Project,
Centre for Health Education and Research, University of Washington.
Barnes, C. (2005). Microcredit and households coping with HIV/AIDS: A
case study from Zimbabwe. Journal of Microfinance, 7(1), 55-77.
Boler, T. & Carroll, K. (2003). Addressing the educational needs of orphans
and vulnerable children. Policy and Research: Issue 2, UK working group on
education and HIV/AIDS, Save the Children and Action Aid International.
CARE (2004). An initiative supporting the basic income and needs of HIV/
AIDS-affected households and individuals. SIMBA Programme, Cooperative
for Assistance and Relief Everywhere, Inc. (CARE), Zimbabwe.
CBS (2005). Geographic dimensions of wellbeing in Kenya, Vol II. Central
Bureau of Statistics, Government of Kenya.
Costigan, A., Odek, W.O., Ngugi, E.N., Oneko, M., Moses, S. & Plummer,
F.A. (2002). Income generation for sex workers in Nairobi, Kenya: Business
uptake and behavior change. XIVth International AIDS Conference July
7–12, 2002, Barcelona, Spain.
CGAP (2003). Donor brief: Helping to improve donor effectiveness in
microfinance, No. 14. United Nations Capital Development Fund/Special
Unit for Microfinance (UNCDF/SUM), The Consultative Group to Assist
the Poor (CGAP).
Donahue, J. (1998). Community-based economic support for households
affected by HIV/AIDS. Discussion Paper Number 6, Health Technical
Services Project for USAID, June 1998, Arlington, VA.
Donahue, J., Kabbucho, K. & Osinde S. (2001). HIV/AIDS – responding to
a silent Economic crisis among microfinance clients in Kenya and Uganda.
MicroSave – Market-led solutions for financial services, Kenya.
Dunford, C. (2001). Building better lives: Sustainable integration of
microfinance and education in child survival, reproductive health, and HIV/
AIDS prevention for the poorest entrepreneurs, Journal of Microfinance,
3(2), 1-25.
Huybrechts, A. & Fonteneau, B. (2005). Microfinance institutions & HIV/
AIDS: transversal analysis of existing initiatives. Flemish Interuniversity
Council (VLIR) and Belgian Development Corporation (DGDC): Brussels.
ICAD (2001). HIV/AIDS and microfinance. Interagency Coalition on AIDS
and Development (ICAD), Ottawa, November 2001.
IDS (1996, August). The power of participation: PRA and policy. IDS Policy
Briefing. Issue 7. UK: Institute of Development Studies at the University of
Sussex.

102

Journal of Social Aspects of HIV/AIDS

pg. 94-102.indd 102

KDHS (2003). Kenya Demographic and Health Survey. Central Bureau of
Statistics, Ministry of Planning and National Development, Government of
Kenya.
McDonagh, A. (2001). Microfinance strategies for HIV/AIDS mitigation and
prevention in sub-Saharan Africa. Working paper number 25, Employment
Sector, International Labor Organization, Social Finance Unit. As of 7
August 2003 available at: http://www.ilo.org/public/english/employment/
finance/papers/wpap25.htm
NASCOP (2004). AIDS in Kenya: Trends, interventions and impact. National
AIDS and STI Control Programme, Ministry of Health, Government of
Kenya.
Parker, J. (2000). Discussion paper: Microfinance and HIV/AIDS. Development
Alternatives, Inc. (DAI), USAID Microenterprise Best Practices (MBP)
Project.
Parker, J., Singh, I. & Hattel, K. (2000). The role of microfinance in the fight
against HIV/AIDS. A report to the Joint United Nations Programme on
HIV/AIDS, Development Alternatives, Inc. (DAI), Bethesda, Maryland.
Wisniwski, S. (1998). Savings in the context of microfinance – Lessons learned
from six deposit-taking institutions. Paper presented at Interamerican Forum
on Microenterprise, Mexico-City, 26-28 March 1998.
ZONTA (2001). HIV/AIDS and microcredit. ZONTA International
Foundation, Chicago, Illinois.

Footnotes
i Infected people are those who carry the HIV virus. Affected people include
not only the infected, but individuals who care for the sick, who have
lost family members, who have lost income due to the illness or death of
someone in the household, or who care for AIDS orphans.
ii Microfinance is described as the provision of financial services (savings
and credit services) to low-income people. Microfinancial services are
delivered by informal providers, NGOs, credit unions, governmental
and commercial banks, or non-banking financial institutions. Some
NGOs provide microfinance in combination with other services such
as education, health, etc. These microfinance institutions often prefer to
separate financial services from non-financial services. A microfinance
institution operates as a business; cost recovery is vital for its survival.
Another important difference between traditional banks and microfinance
institutions is that microfinance institutions accept alternative collateral,
including, for example, household equipment, jewellery, or peer pressure
of solidarity groups, who cross-guarantee each other’s loans.
iii Both wellbeing grouping and impact flow diagram are tools of
participatory research technique, commonly known as PRA (Participatory
Rural Appraisal). These tools enable people to participate in studies
by expressing and sharing their opinions and information; these tools
also stimulate discussion and analysis (IDS, 1996). Wellbeing grouping
exercises categorise the people of the community into groups of economic
status. The clearly set criteria for each category allow these exercises to
identify the exact number of households belonging to each category by
considering the financial wellbeing of the households. The criteria set to
define the categories are not merely confined to the financial wellbeing
of the households, but also include socioeconomic aspects related to the
overall quality of life; some exercises often include criteria like happiness,
the ability to provide a good upbringing for the children, trustworthiness,
respect, etc., in carrying out wellbeing analyses. The impact flow diagram
displays the classification of the results, outcomes and impacts of what is
intended from the implementation of the programme.
iv Clients on TB and ARV therapy in the target area are usually in the third
or fourth (final) stage of AIDS, while the treatment requires food to be
effective. The clients are either bedridden or too weak to work. They are
put on food support for a couple of months and when their situation
stabilises they are given a microcredit for income-generating activity
so that they can buy their own food and can take care of other family
members, specially orphans.
v The Consultative Group to Assist the Poor (CGAP), is a consortium of
33 public and private development agencies working together to expand
access to financial services for the poor, referred to as microfinance.
vi We have identified a pilot project that was specifically initiated by a
microfinance institution to provide financial services to HIV- and AIDSaffected households. In 2001, K – Rep initiated this pilot project, called
‘FAHIDA’ with support from USAID. The project ended in 2003. Through
this project they supported a total of 17 groups with a membership of 457
clients living in Nairobi slums and Western Kenya. They mainly targeted
community volunteers, caregivers, young single mothers and people
living with HIV and AIDS. However, too few data and studies exist to
understand the successes and failures of this pilot project.
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Notice to authors

Submission of papers

The Journal publishes contributions in English and French
from all fields of social aspects of HIV/AIDS (care, support,
behaviour change, behavioural surveillance, counselling,
impact, mitigation, stigma, discrimination, prevention,
treatment, adherence, culture, faith-based approaches,
evidence-based intervention, health communication,
structural and environmental intervention, financing, policy,
media, etc.). While the emphasis is on empirical research
(qualitative and quantitative), the Journal also accepts
theoretical and methodological papers, and review articles,
which should not be longer than 8 000 to 10 000 words, in
addition, short communications, letters, commentaries and
book reviews. Priority is given to articles, which are relevant
to Africa and the developing world and which address social
issues related to HIV and AIDS. Special issues may deal with
a specific topic, region or country. Submission of papers
presented at the biannual International Conferences of HIV/
AIDS and STI in Africa and biannual Social Aspects of HIV/
AIDS Research Alliance (SAHARA) conferences are especially
invited.
Authors are requested to submit their original manuscript
and figures with two copies and a matching disc to the Editor:
Prof Karl Peltzer, Social Aspects of HIV/AIDS and Health,
Human Sciences Research Council, Private Bag X9182, Cape
Town 8000, South Africa. Manuscripts can also be submitted
by email. Please, create one folder (with the name of the
corresponding author) for all word and figure files, and email
this to the Editor at saharaj@hsrc.ac.za
Submissions will be considered on the understanding that they
comprise original unpublished material and are not under
consideration for publication elsewhere (all authors are to
sign on submission of the article), and the study(ies) on which
they have been based have been subject to appropriate ethical
review.
All submissions may be subject to initial assessment by the
Editor or appropriate Editorial Board members to determine
their suitability for consideration by the Journal of Social
Aspects of HIV/AIDS. Papers accepted for formal review will
be sent anonymously to at least two independent referees.
Short biographic details of not more than 10 lines should be
provided at acceptance of the paper for publication.
Manuscript preparation
General: Manuscripts must be typewritten, double-spaced
with wide margins, on one side of white paper. Good quality
printouts with a font size of 12 are required. The corresponding
author should be identified (include a fax number and email
address).
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The reference style should follow APA guidelines: http://
humanities.byu.edu/linguistics/Henrichsen/APA/APA01.html
Abstract and keywords: Supply an abstract (without
subheadings) of up to 300 words and up to six keywords.
Text: Follow this order when typing manuscripts:
• On the covering page – author, affiliation, full postal address,
fax number and email address, names and affiliations of coauthors should be clearly indicated. Please ensure that these
details are printed on the cover page only, and do not appear
on any other separate sheet.
• References
• Appendix
• Figure captions
• Tables and figures. Do not import figures or tables into the
main text. Footnotes are to be listed separately at the end of
the text and not at the bottom of each page.
References: All publications cited in the text should be presented
in a list of references following the text of the manuscript. In
the text refer to the author’s name (without initials) and year
of publication (e.g. “Since Shisana and Simbayi (2002) have
shown that…” or “This is in agreement with results obtained
later (Uys, 2002)”. For 2-6 authors all authors are to be listed at
first citation, with “&” separating the last the authors, for more
than six authors, use the first six authors followed by “et al.”. In
subsequent citations for three or more authors use “et al.” in
the text. The references should be arranged alphabetically by
authors’ names. The manuscript should be carefully checked to
ensure that the spelling of authors’ names and dates are exactly
the same in the text as in the reference list. References should
be given in the following form:
Shisana, O. & Simbayi, L. (2002). Nelson Mandela/HRSC
study of HIV/AIDS: South African national HIV prevalence,
behavioural risks and mass media household survey 2002. Cape
Town: Human Sciences Research Council Publishers. (full
text: www.sahara.org.za)
Hall, E., & Shisana, O. (2003). The impact of HIVAIDS on
health workers employed in the health sector. In O. Shisana,
& E. Hall (Ed.). The impact of HIV/AIDS on the health sector:
National survey of health personnel, ambulatory and hospitalised
patients and health facilities, 2002 (pp. 57-84). Cape Town:
Human Sciences Research Council Publishers. (full text: www.
sahara.org.za)
Streefland, P.H. (2003). Introduction of HIV vaccine in
developing countries: social and cultural dimensions. Vaccine,
21(13-14), 1303-1309.
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Avis aux auteurs

Soumission d’articles

Le journal publie des communications en anglais et en français
de tous les domaines des aspects sociaux du VIH/SIDA (le soin,
le soutien, le changement du comportement, la surveillance
comportementale, la consultation, l’impact, la réduction, le
stigmate, la discrimination, la prévention, le traitement, l’adhésion,
la culture, les approches basées sur la foi, l’intervention évidencebasée, la communication sur la santé, l’intervention structurale et
de l’environnement, le financement, la politique, le média, etc).
Bien qu’il mette l’accent sur la recherche empirique (qualitative
et quantitative) le journal accepte des travaux théoriques et
méthodologiques, les articles de revues d’une longueur d’entre
8 000 à 10 000 mots ainsi que des messages courts et des lettres.
Nous donnons priorité aux articles concernant l’Afrique et des
pays en voie de développement et qui abordent des questions
d’ordre social sur le SIDA. Des éditions spéciales pourraient
aborder des sujets, des régions ou des pays particuliers. La
soumission de communications déjà présentées à la conférence
internationale bisannuelle de VIH/SIDA et de MST en Afrique et
aux conférences des Aspects Sociaux de l’Alliance de recherches
du VIH/SIDA (SAHARA) bisannuelle est la bienvenue.
Les auteurs sont priés de soumettre leur manuscrit original et
leurs données et deux photocopies et le texte sur disquette au
rédacteur en chef : Prof Karl Peltzer, Social Aspects of HIV/AIDS
and Health, Human Sciences Research Council, Private Bag
X9182, Cape Town 8000, South Africa. Les manuscrits peuvent
également être soumis par courrier électronique. Veuillez créer
un dossier (portant le nom de l’auteur) pour tous les fichiers textes
et chiffres et l’envoyer au rédacteur en chef : saharaj@hsrc.ac.za
Les communications soumises seront acceptées à condition qu’elles
sont originales et qu’elles ne seront pas publiées ailleurs (tous les
auteurs sont priés de mettre leur signature sur la communication
lors de la soumission) et que l’étude sur laquelle la communication
est basée a subit un examen moral de recherche.
Toute communication pourrait être évaluée par le rédacteur en
chef ou par des membres du comité de rédaction afin de s’assurer
de son mérite avant d’être publier dans le Journal des Aspects
Sociaux du VIH/SIDA. Les communications déjà acceptées
pour la publication seront soumises à au moins deux arbitres
indépendants pour évaluation.
Veuillez fournir vos détails biographiques en environ 10 lignes
quand votre communication sera acceptée.
Préparation du manuscrit
Les instructions d’ordre général: Les manuscrits devront être
dactylographiés en double interligne avec des larges marges
sur une face de la page. Vous êtes prié de fournir des pages
bien imprimées avec la taille de caractères à 12 points. L’auteur
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doit donner ses coordonnées (numéro de télécopie et l’adresse
électronique). Veuillez utiliser le style de référence du APA :
Le résumé et les mots clés: Préparez un résumé (sans sous-titre)
d’environ 300 mots et un maximum de six mots clés.
Le texte: Veuillez suivre l’ordre suivant lors de la dactylographie
du manuscrit :
• Sur la page de couverture: le nom de l’auteur, ses affiliations,
l’adresse postale complète, le numéro de télécopie et l’adresse
électronique, les noms et les affiliations des coauteurs doivent
être bien indiqués. Ces détails doivent figurés uniquement sur
la page de couverture et nul part d’autre.
• Les références
• Les annexes
• Les légendes
• Les tableaux et des chiffres. Vous êtes prié de ne pas mettre
de chiffres ou de tableaux dans le texte principal ni en bas de
chaque page. Veuillez créer une liste séparée de notes/renvois
à la fin du texte.
Les références: Toute référence bibliographique ou source citée
dans le texte doit être présentée sur une liste de références à la
fin du texte manuscrit. A l’intérieur du texte, citez le nom de
famille de l’auteur (sans les initiales) et l’année de publication
(par exemple : “Comme Shisana et Simbayi (2002) ont démontré
que ...” ou “ Cet argument correspond aux résultats obtenus
ultérieurement (Uys, 2002)”. En cas de 2 à 6 auteurs, mentionnezles tous à la première citation avec “&” entre les deux derniers.
Dans le cas de plus de six auteurs, citez les six premiers et utilisez
“et al.” à la fin. Pour des citations qui suivent, en cas de trois ou
plus d’auteurs, utilisez “et al.” dans le texte. Les références doivent
être bien classées dans l’ordre alphabétique de noms des auteurs.
Veuillez vérifier si l’orthographe de noms des auteurs et les dates
cités dans le texte correspondent à la liste de références. Vous êtes
prié de présenter les références de la manière suivant :
Shisana, O., & Simbayi, L. (2002). Nelson Mandela/HRSC study of
HIV/AIDS: South African national HIV prevalence, behavioural risks
and mass media household survey 2002. Cape Town: Human Sciences
Research Council Publishers. (full text: www.sahara.org.za)
Hall, E., & Shisana, O. (2003). The impact of HIVAIDS on health
workers employed in the health sector. In O. Shisana, & E. Hall
(Ed.). The impact of HIV/AIDS on the health sector: National survey
of health personnel, ambulatory and hospitalised patients and health
facilities, 2002 (pp. 57-84). Cape Town: Human Sciences Research
Council Publishers. (full text: www.sahara.org.za)
Streefland, P.H. (2003). Introduction of HIV vaccine in developing
countries: social and cultural dimensions. Vaccine, 21(13-14),
1303-1309.
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