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Abstract

AIDS in Africa has received much international atien. Development aid agencies,
NGO’s and national governments have concentratedhneffort and financial
resources in fight against AIDS. Special attentias been paid to young women'’s
vulnerability towards HIV infections, which is thght to stem from harmful gender
norms and cultural practices. The aim of this stuslyto explore development
discourses of women, culture and gender relatipssiind to compare them with the
lived realities of women in a small village in Maaipi District in Malawi. This study
is based on fieldwork consisting of interviews goadticipant observation in Malawi,
where the author lived for nearly two years. Thaults of the study, indicates that the
prevailing emphasis in HIV policy documents are m@bivays realistic. It is a
characteristic of these policies to portray womerdafenceless victims with little or
no agency. It is shown in this thesis that theaaelations of women in a Malawian
village are far more complicated than this porttagdicates. Preventive measures
against HIV in sub-Sahara Africa would be far meftective should attention be
paid to the women’s lived realities and on-the-gwbunterpretations of women'’s
agency.

Key words: Development Studies, HIV, AIDS, Malav@minism, cultural practices,
culture, VCT, development aid



/I?/I?l:g hefur verid fjallad um alnaemi i Afriku. Préarsamvinnustofnanir, frjals

felagasamtok og rikisstjornir hafa lagt mikla vinag fjarmagn i pa barattu. Heerra
hlutfall HIV smitadra stulkna og ungra kvenna enllikms jafnaldra peirra hefur

vakid athygli og hafa prounarsamvinnustofnanir tegd snida verkefni sin ad
pérfum ungra kvenna. Skadlegir menningarbundniir ©§ ojafnrétti kynjanna eru

taldar vera helstu asteedur pess ad ungar konuastnfiekar en menn. Markmid
pessarar ritgerdar er ad skoda ordreedu prounarsaostbfnana um ungar konur og
alneemi og bera peer saman vid veruleika kvennéuifirpi i Malavi. Ritgerdin er

byggd a vettvangsathugun i Mangochi héradi i Malaai sem héfundur dvaldi i teep
tvd ar og tok viotdl og beitti patttokuadferd. Nidtddur rannsoknarinnar gefa til
kynna, ad &herslur préunarsamvinnustofnana i HIvkefaum séu ekki alltaf

raunseejar. bad er einkennandi fyrir stefnumétany Merkefna ad draga upp

stadladar imyndir af konum sem varnarlausum fédmablum sem litla sem enga
gerendahaefni hafi. Synt er fram a i pessari ritgwdofélagsleg tengsl kvenna i
Malavisku porpi eru mun floknari og fjélbreyttam éessi imynd gefur til kynna.

Hofundur dregur pa alyktun ad HIV forvarnarverkefrAfriku sunnan Sahara veeru
arangursrikari ef meira tillit veeri tekid til rauernulegra adsteedna kvenna.

Lykilord: prounarfraedi, mannfraedi, HIV, Malavi, fémsmi, menning, sidir, VCT,

alnaemi, prounaradstod
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Figure 1: Drawing by James, Geoffrey and Morrey. Karombo, Monkey Bay,
28th of April 2007.
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Introduction

The AIDS epidemic is one of the most serious heaitiblems in Africa. UNAIDS
(2008: 30) estimates that over 22 million womennmaead children are now living
with the HIV virus in Africa sub Sahara. This amtato 67 per cent of all people
living with the disease in the world. In 2007, 7&r gent of all HIV related deaths
occurred in Africa (UNAIDS, 2008a). According teetUNAIDS (2008), women are
61 per cent of all humans living with HIV, the @mtheing as high as 75 per cent in
some countries. Kofi Annan, the former Secretaryétal of the United Nations,
brought attention to this in 2002 when stating tA#DS has a woman’s face in
Africa (Annan, 2002). Despite women and young di$ng given special attention
as vulnerable groups in HIV programmes, statistmstinue to show this difference
(Jungar and Oinas, 2004; IFRC, 2008; UNAIDS, 2008a)

Being diagnosed with HIV and living with AIDS isdisease which requires medical
treatment. But HIV is also an epidemic, which netxbe examined from different
epistemological points of view since it affects lajers of society. In the countries
most affected by HIV in Africa sub Sahara, the dggeis embedded within economic,
cultural, political and social contexts (Craddo2k04: 5). It is difficult to imagine

the emotional suffering of those infected with theis and of those who watch their
beloved in pain while their immune system slowlilstaThe disease does not only
have devastating effects on affected individualdg #meir families, but also on

extended families, villages and districts. It cavere cause setbacks to whole

countries.

This thesis is grounded within social theorieseshinism, resistance, power, medical
anthropology and sexuality, which serve as toolshannel the fieldwork notes to
conclusions. Drawing from my educational backgroumd anthropology and
development studies, this thesis is based on ethpbg experience from Malawi
mainly from February to June 2007. After the fowonths study period, | was offered

to work for the Icelandic International Developmégency (ICEIDA) and in total |

13



spent 21 months in Malawi. This was a unique oputy for me. Staying on in the
country gave me the chance to continue my researdhio deepen my understanding
of people’s conditions in the rural areas and haW Hffects their daily lives. The
work on this thesis has taken six months over #reod of one and a half year and is

strained by a number of words, which has causedaneus headache at times.

| became interested in the issues related to AHDXES seturning to Iceland after living
one year in Ghana 2001 and 2002. While staying hara, | was not particularly
aware of the disease. HIV did not get much medentibn and there were no public
prevention to be seen. Certainly, | had heard abtivt and AIDS, but to me, a
young woman from Iceland, AIDS was a rather exdisease akin to other diseases |
was witnessing for the first time, such as malayelow fever and hepatitis, all of
which can be fatal. | was carefree and so busyyergothe realization of a long-
wanted dream to be in Africa, that | was oblividasthe threat of HIV. It was not
until 1 was back in Iceland and working in a smgibcery shop in a village in the
countryside that | started contemplating the pnwisleof HIV. The villagers were
curious about my stay in Ghana and often initia@aversations about Africa. To my
surprise, many showed particular interest in H\d akiDS and | was frequently
asked if 1 had witnessed or heard off men rapirfgnits in the belief of curing
themselves of the HIV virus. This line of conversatwas not what | had anticipated
and | grew rather tired of correcting people’s rarsteptions of Ghana and Africa in
general. What | didn’t know at the time was thags conversations would kindle a

five year academic flame for me; HIV in Africa.

| became curious of westérmliscourses about HIV and AIDS in Africa. While
reading what western scientists had written abditSA | noticed that there was a

tendency of many scholars to blame African cultyedctices and a ‘distinctive’

2 I'm aware that geographical divisions such as ‘test’, ‘South’, ‘North’, ‘First World’, ‘Third
World’ and ‘Developing World’ are higly politicatontroversial and much criticed concepts (see for
example Mohanty, 1988 and Said, 1979) for beariatphical connectations to colonialism and the
power of the privilaged few to ‘name’ large geodrimpl areas excluding the vast diversity within the
areas. However, | choose to use these concept disitussing dominant discourses although aware
of their disadvantages.
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African sexuality for the high HIV incident rate some African countries and found
it interesting that most of the articles and bobksad lacked information about how
people in African countries viewed the HIV situatithemselves (Caldwebt al,
1989, 1991; Leclerc-Madlala, 2000, 2004; Lawoyi@99). | explored this matter in
some depth in my B.A thesis (Pétursdéttir, 2008),anthropology inspired by
Edward Said's (1978) explaination of how Westeracdurse tends to generalize
exotic regions and their inhabitants in his bddkentalism Said is of the opinion
that by colonising and describing unfamiliar regprreating theories about the
inhabitants and by governing them, the Europeagasted a prevailing image of these
alien regions to the extent that today it is difftdo discuss, think about or describe
them from outside these frames of reference. | word whether one could detect
similar ‘colonial continuities in western scientifiliscourse of sexuality and AIDS in
Africa’ (Arnfred, 2004: 10).

This inspired me to go to Malawi to conduct reskdiar my master’s project: to
study how the notion of AIDS affected the livespdople in a small village in a
country where up to one fifth of the populationngected with the virus. The overall
goal of this study is to review how the emphasesiiM prevention campaigns are
understood in a local context and, to account foene these have been successful as
well as point out how they might be improved. Mgearch focus was mainly on the

following topics:

Firstly, ‘Harmful traditional practices’ which is &@rm that has been highlighted by
international and national agencies as a culprihefhigh HIV prevalence in Malawi
(NAC, 1999; Dzimnenani 2007; Kondowe, 1999). Myeash plan was to explore
topics such as girls’ initiations rites, sexual miscuity, gift-exchange in
relationships, female genital mutilation and thagpice of ‘dry’ sex, in the context of

HIV and how these practices are viewed by local @om

Secondly, gender inequality. Research what has kbeéten about the issue by
academics, development agencies and other omjmmg and how people in

Karombo perceive gender equality or gender in-etyualWVomen’s inability to
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negotiate condom use, poverty, traditional gendksr domestic violence and ‘male
oppressing culture’ has commonly been named aerfacbntributing to the spread
of HIV. Most HIV prevention programs focus on womand | will explore how

women in Karombo view their situation comparedhis emphasis.

Lastly, Voluntary Counselling and Testing (VCT). eBe services are viewed by
many as pivotal in the fight against the HIV epidenm Africa (UNAIDS, 2001,
2004, 2006, 2008). VCT combines HIV testing witivHlounselling and sometimes
AIDS medication. This led to me to explore a VChite in the area of my study,
focusing on how it is viewed by the health workexgking there, patients and others
living close to the VCT centre. It also brings mperesting questions concerning the
use of western medication as opposed to the usadifional ones and the how these

different epistemologies either complement eaclerodin collide.

This thesis is divided in to eight chapters. In tlest | will give an overview of how
the HIV epidemic has evolved and trace how AlIDSabee one of the main focuses
of development agencies. | will also discuss theotatical framework within which
this thesis is grounded, with special emphasis ferdnt discourses of gender
inequality in poor countries. The third chapterars introduction to the geography,
history and politics of Malawi, | will be placingh¢ HIV epidemic in a Malawian
historical context. The methodology of the projedli be explained in the fourth
chapter. In chapter five, six and seven, | will @dd how gender relations and
cultural practices are viewed in Karombo in theteahof HIV. In chapter nine |
discuss the VCT centre at Monkey Bay Community ktaspnd in the last chapter |

present a summary and conclusion of this thesis.
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2. Literature Review

2.1 Theoretical framework
During my undergraduate courses in anthropologyas$ taught to think of social

theories as a set of glasses. Just like tryingifferent spectacles can change one’s
vision, a researcher can employ different sociabtles in his/her ethnographic work
and it will influence the outcome. When using qguaive method, the researcher has
to be particularly aware of this since his/her lgmokind, epistemological point of
view or theory is the main analytical tool. Diffatetheories and conceptual tools
have been prominent within the social sciencesifé¢rent times. While reading
about social theories in historical context (Badha002 [2000]), one can tell that
synchronised events affect how theories evolveprtee do not emerge from thin air
but are shaped by the political and social landseepere they are born. Even though
theories can fundamentally differ from each otlikee, scholars who use them have
the same purpose in mind; to understand how peafdeact with each other and
within a given society or culture. In this thesidd not limit myself to one frame of
theories but rather in a Foucauldian sense of ardfieal tool boX, apply different

theoretical positions according to their importaicparticular contexts.

In this chapter | review the literature backgroumituencing this study. First | give a
short historical overview of the development of Hi& epidemic in a global context.
Secondly | recount how HIV became a focus of aidnages by putting health and
development aid in historical context. Thirdly, den or more accurately, poor social
status of women in Africa sub Sahara, has beendenesl as one of the main reasons
for high HIV transmission. An overview will be gineof how gender equality is
viewed by development agencies, Third World fentienand those who view gender
as one of many factors shaping personal identity.alvh is to illustrate how gender

relations can be approached from multiple anglesthan to situate myself within

% As Micheal Foucault (1980: 145) explains: ‘Theiontof theory as a toolkit means [...] (i) That this
investigation can only be carried out step by steghe basis of reflection (which will necessably
historical in some of its aspects) on given situzgi’
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the discourse. | find gender relations and cultorde of the most relevance when

trying to understand how HIV and AIDS affect peopl&@ Malawian village.

2.2 HIV epidemic: Overview
AIDS and Africa have become interrelated in puldiscourse but this portrays a

simplified image of the epidemic since within Afiicthe HIV infection rates can
vary from less than 2 per cent within a given coyniip to 20 per cent of all adult
populatiorf in others (UNAIDS and WHO, 2009). The Southern Badtern parts of
Africa have higher HIV prevalence than countrieSNiestern and Northern Africa. It
is a devastating fact that in Malawi, Zambia, Mobagne, Zimbabwe, Botswana,
Lesotho, Namibia, South Africa and Swaziland astieae in every ten adult is living
with HIV (IFRC, 2008: 40).

In the combat against the HIV and AIDS epidemicrabe last three decades, good
news has been rare. In 2000 the magnitude of tBSAdpidemic had been growing
immensely and despite prevention measures theenticite did not halt in Africa
sub Sahara (Oppong and Aguei-Mensah, 2004: 70). IDSA(2008) however
reported on the XVII International AIDS Confererfoeld in Mexico City in August
2008, that there has been a decline in HIV reldesaths globally, from an estimated
2.2 million in 2005 to 2.0 million in 2007. This rcgartly be explained by extended
availability of HIV drug therapies, which proloniyés of HIV infected people but
not solely because lower incident rates of new Hktiféctions were also reported.
Optimistic voices hope the peak of the epidemic haw passed, while UNAIDS
(2008) warns against complacency since throughaiory, epidemics have been

difficult to control and hard to predict their fugs’ course.

2.3 First years of the HIV epidemic
The origin of the HIV virus is debated even thoudis topic has been much

discussed. The general assumption in medical disecseems to be that the HIV

* According to UNAIDS (2008b), 23% of people aged-189 years old in Lesotho are HIV positive
but less than 2% are HIV infected in several caestin sub-Saharan Africa (Eritrea, Comoros,
Madagascar, Mali, Mauritius, Somalia, Benin, Bugkifraso, Ethiopia, Gambia, Guinea, Liberia,
Niger, Senegal, Sierra Leone).
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virus originated in Africa where relational virus known to be in apes. But there
strong voices within Africa claiming that HIV is ahnvention of Western
propagandists seeking to discredit Africans’ (Sghpo@004a: 22) and a general
understanding in Africa sub Sahara is that AIDSmes from somewhere else’
(Campbell, 2004: 146; Stebbirg al, 2004: 1872). Some of the speculations sound
more like complex plots in science fiction booksrihscientific explanations. One
explains how the HIV virus was transmitted from gp@ humans in obscure exotic
African rituals where monkey blood and human semere mixed together to use as
aphrodisiac (Stebbingt al, 2004: 1872). Others guess the virus arrived todns by
eating raw chimp meat in Central Africa and thesgiracy theory of HIV as being
man made with the intent to wipe out black peopid homosexuals is prevalent in
both the United States and in Africa (Maatxal, 2004: 221; Rosst al, 2006; Stadler,
2003).

It is somewhat surprising that in the beginningtleé epidemic, AIDS and Africa
were not interrelated. Scientists are quite cettia@ the first HIV cases were known
in the mid and late 1970’s even though they didreoeive much attention. It was in
the beginning of the 1980’s that rare cases of proga were diagnosed in five gay
men in Los Angeles. What puzzled the doctors wasithseemed as if the patients’
immune systems had failed. Over the next few montiwe incidents were
diagnosed, mostly in gay men and the disease wHdedcgay compromise
syndrome’ by some (Oswalet al 1982; Brennaret al 1981). The majority of the
first diagnosed cases were among gay men and ifatdaitian immigrants to the
Unites States. A few years into the 1980’'s, peaopidn HIV were diagnosed in
Europe. At the same time, countries in EasterncAfland to some extent in West
Africa were experiencing a new disease which |lgoats called ‘wasting disease’ or
‘slimming disease’ (Hunt, 1989). It took the dost@ while to realize that this new
disease was indeed HIV infection or as David Sedaeal former medical resident in
Uganda puts it: ‘we just could not connect a disgaswhite, homosexual males in

San Francisco to the thing that we were staring éAvert.org, 2009a).
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From the beginning, AIDS has generated strong resgm and still today HIV
infected people often experience isolation, shame stigmatization (IFRC, 2008:
48). David Sibley (1995) discusses how the AlIDSJepiic has served as a reminder
of the importance to follow core family values hyeliing the HIV discourse with
moralising messages of how promiscuity and homaaéyican lead to death. In the
first years after HIV cases were discovered, theegd discourse was characterized
by much confusion, ignorance and prejudice globélyert, 2009b). In Sibley’s
opinion (1995), AIDS created a vacuum in westerblipumedia to openly express
homophobia and racism. HIV infected people in theitél States and Europe
experienced isolation and stigmatization, and theses even a known family
campaign in Britain that advocated quarantine dD@lpatients in the late 1980’s
(Sibley, 1995: 42). Even though the transmissiom@sovere known by 1985 it drew
the eyes of the world when Princess Diana shook#émels of AIDS patients without
gloves in 1987 (Avert, 2009b). Unlike the U.S orrépe, the disease is primarily
transmitted by heterosexual intercourse in the cAfri continent. In Africa as
elsewhere HIV became associated with prostitutiwh@omiscuity and HIV patients
experienced stigmatization. In the late 1980’s Beut and Eastern Africa had
become the focus of this new global epidemic andcAfis still today the worst hit
continent of the disease even though the HIV indest are on the rise in other
geographical areas in the worllUNAIDS, 2008: 15). Since the millennium, halting
the spread of HIV and AIDS has become one of than rfecuses of development

agencies.

2.4 Development aid and health in historical contex
Development aid is a much debated and quite a @aghenomenon. It would be

too long to recite what has been written about lbgweent aid but the origin of

development aid is often traced to Harry Trumapeesh when taking office as the
President of the United States in 1949 and to #asyafter the Second World War
(Escobar, 1995). In his speech, Truman offeredstasse to poor countries of the

world to ‘modernize’ with the assistance of U.Shiealogical and scientific expertise

® UNAIDS estimates that 67 per cent of all HIV irtled people are in Africa sub Sahara but notes that
the HIV epidemic is growing fast in some countiie#\sia.
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(Rist, 1997: 249; Edelman and Haugard, 2005: 7Y)irfguthe middle half of last
century, development was believed to be linearhit societies were thought to
develop from a primitive state to a modern onehwidernity being, to no surprise,
defined as analogous to contemporary western afflsecieties (Boas, 2003: 53).
The task for wealthier nations therefore lay in guessive projects in poorer
countries, to drag those who lagged behind to nmzker But since the early days of
development, emphasis in development aid programmassshifted in tune with
historical and ideological events; from stressingdustrial production and
infrastructure in the 1950’ and 60’s, creating glibp open financial markets and
providing loans to development countries in the@97o structural adjustment and
‘good governance’ in the 1980’s (Peet og HartwitR99: 55-83; Edelman and
Haugard, 2005: 7).

Despite Truman’s statement as to there being neriapstic motives for providing
development aid to poorer countries, saying: ‘The imperialism-exploitation for
foreign profit-has no place in our plans. What wavieage is a program of
development based on the concepts of democratredéailing’ (Truman, 2008
[1949]) not everyone is convinced to say the leasademics belonging to schools of
post-development and post-colonialism have put hfogtrong criticism on
development aid, claiming aid to be a mere pretdocéorcing western ideological
hegemony upon other countries (Escobar, 1995) dfrederick Cooper’'s words:
‘Development ideology was originally supposed tstain empire, not facilitate the
transfer of power’ (1997: 84). Randall Packard (2988), shares Cooper’s views, in
the context of the history of global health. Hefghe opinion that the first steps of
development aid in health care bear much resemblemtealth care provided by
colonialists in Africa. During the colonial era, oluemphasis was paid to extinguish
fatal diseases like malaria and yellow fever, favsemin the hope of making it
bearable for Europeans to survive in the tropia$ anenable them to continue their
exploration. According to Packard, European interasimproving the health of
Africans in the early years of last century, wasnarily motivated by economic

interests since the colonizers realized that ‘ecuas depended on healthy workers
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and not just healthy managers’ (1997: 94). Packanglies that western health
workers working in Africa during the colonial timess well as in the first years of
development aid, over-relied on technical soluti@ml western medicine when
dealing with tropical diseases, by dismissing engassing understanding of health
and ignoring social and cultural issues. Faithdierstific and technological solutions
is still prominent within health care in developrhenojects, but the importance of a
holistic view of diseases has slowly been forgitsgway to the framework of health
projects.

2.5 HIV, AIDS and development aid
AIDS is a global disease, although the worst hiurntdes are poor countries in

Africa, Asia and in Europe. In affluent countriemghasis on HIV and AIDS
prevention has diminished over time since the trassion rate remains rather stable
but funding earmarked HIV and AIDS to poorer coig#thas steadily increased year
by year and is now roughly fivefold what it was timee 1990’s (Shiffman, 2007,
England, 2008: 1072). In the beginning of the epmidethe focus was not on
developing countries but rather, as has been exguapreviously, on the United
States and England. The fight against HIV and Aliz mainly in the hands of the
World Health Organization (WHO) and other aid agesiaevoted to health issues
during the first years of the epidemic (SchoepB&239). In 1987, six years into the
then epidemic, an agency called WHO Global ProgoanAIDS (Global Program)
was established under the hat of WHO, whose punpaseto raise global awareness
of the disease. Some social scientists objectddetgrevailing emphasis of Global
Program on exploring the HIV epidemic only from neadl and public health
perspective with qualitative methods (Schoepf, 198804a; Bolton, 1998). The
anthropologist Ralph Bolton (1998) was quite hasshis colleagues working in the

HIV arena in the 1990’s when stating:

Ethnographers are called in after the quantitatiata are collected and the
number crunchers cannot make sense of them. Wellemeaeme public opinion
polisters, we have delegated the collection of datgsubordinates, we have

become the servants of others with more power fawvets (1998: 375).
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After ten years of operation, the Global Prograns wecreasingly criticised for not
being able to muster enough political will amongaitley nations to donate funds to
combat the AIDS pandemic in poor countries (Mer&fi)6). In hope of being more
successful to lead the project, a special UN progra was launched in 1996; Joint
United Nations Programme on HIV/AIDS (UNAIDS). Thisrned out be successful
and Merson (2006: 2414-17) the former director @l Program cites four reasons
for this sudden global interest in HIV and AIDS amd 2000. First, he mentions that
the World Bank took interest in the topic and imsed its funding from 500 million
in 1998 to 2.7 billion in 2006. Secondly, voicest@dmding provision of medical
treatment to HIV infected people in Africa grew ttew after the XIII International
AIDS Conference held in Durban 2000. Thirdly, tloenfier UN Secretary General
Kofi Annan convened global leaders in 2001 to a Sipécial Session on HIV/AIDS
whereby representatives from 180 governments sigaedagreement to secure
funding for countries heavily affected with HIV (BASS, 2001). Last but not least,
politicians’ interest was revivified when HIV casesreased in China, Russia and
India, which ‘prompted concern that AIDS could @ddlize global political and
economic systems beyond sub-Saharan Africa, thmeatelobal security’ (Merson,
2006: 2415).

The first years of the millennium were charactetiby donors’ focus on providing
treatment for AIDS patients although social scestirealized the necessity of
combining sociological perspectives with the medimackground, but funding was
hard to come by (Dionnet al, under review). Horton and Das (2008) concludé¢ tha
the debate within development agencies whether yneheuld be concentrated on
HIV preventions or supply treatment for as manyassible had a devastating effect,

or, as they put it:

From the very beginning of the global response He AIDS pandemic,
prevention has been marginalized. Treatment hasndded. This systematic

imbalance in clinical and public health programmnee$argely responsible for
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the fact that around 2.5 million people become gawnfected with HIV every
year (Horton and Das, 2008: 421).

Horton’s and Das opinion is undoubtedly correctweeer it must not be forgotten
that scientists who research AIDS come from nunerademic fields like public
health, demography, biology, sociology, psycholagg anthropology just to name a
few. Researchers with different epistemologicalkigagunds touch upon different
issues concerning HIV and AIDS and this diversgytestified in the literature of
HIV. Although funding was mostly diverted to Antireviral treatments (ARV),
valuable research for HIV prevention was conduatedlV laden countries by social
scientists from 2000 to 2003, though most of theeneanot funded by development
agencies (Castle, 2003; Kaler, 2003; Campbell, 200@8anda, 2002; Schoeph,
2004a; Susser og Stein, 2004).

A group of scholars have shed light on other aspettthe epidemic in order to
understand the encompassing effects the epidemicSumane medical anthropologists
have drawn attention to what has been termed tstraicviolence’ (Schoepf, 2004b;
Farmer, 2003, 1996; Farmet al 2006), where the rapid transmission of HIV in
poverty stricken countries is explained in termsmaicro level policies, politics and
poverty. Others (IFRC 2008) focus on the issudigfrea and negative factors, which
it has on people living with AIDS. Still others reeourageously and successfully
fought against big pharmaceutical companies wha@lsioto privatize ARV drugs,
whereby ARV drugs are now affordable by great marnere is also a large body of
literature, which touches upon the difficult sitoatfor millions of orphans and child
headed households as a result of HIV (Guest, 200denberg and Collinson, 2007).
Structural violence, stigma of those infected, latknedical care for AIDS patients
and the problem of growing number of orphans asé gufew issues that overlap in

the discussion of the AIDS epidemic in Africa.

Even though development aid organizations and gowents around the world paid
more attention to AIDS in 2000, one can speak éw era in HIV and development

funding in 2003 when the former president of theitéth States; George Bush,
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launched a five-year programme called Presidentiergency Plan for AIDS Relief
(PEPFAR). This programme is the largest effort aayion has committed to any
disease (PEPFAR, 2009a: 5). First phase of theranoge endured from 2003 —
2008 but was renewed for another five years in 20@9is now under the leadership
of President Barak Obama. PEPFAR aims to providegmtion, treatment and care
in their focus countri®s although most of the funding is channelled featment and
care. Vietham, Cambodia and India are chosen gserts although HIV prevalence
is less than one per cent in these courltri®nneet al (under review) point out that
five per cent of death worldwide is caused by Hhd &IDS but the US government
spent 49 per cent of its’ international health laigiget on HIV in 2007. PREPFAR
allocates one third of the prevention budget togmmmes that do not promote
condom use and the rest is concentrated on salcAlRC strategy’ (Nelson, 2006:
194).

ABC is an abbreviation for abstain from sex befmariage, be faithful to spouse(s)
and use condoms if having extra-marital affairse ABC strategy has enjoyed some
popularity among African leaders who receive daratifrom PEPFAR. Uganda’s
success story of managing to lower HIV incidentsnatically has been credited to
ABC (which was funded by PEPFAR) (Nuti, 2008; Muypdt al 2006). The ABC
strategy has though been much criticized mainlyrfor considering how cultural
factors shape the outbreaks of the virus, puttow rhuch emphasis on individual
responsibility and for not being sensitive to worsaisk of getting infected. Brooke
Schoepf (2004a: 26) addresses one of the problesh@slaims that encouraging
individual responsibility in the midst of an epidenis a naive approach since by
doing so the structural factors of the HIV epidesauie ignored. Oliver Phillips (2004:
165) further elaborates on this argument and atd$ the idea of individual

autonomy is more of a western construct whereamany HIV laden areas, the

® The 20 focus countries that receive 80 per cenhefallocated budget are: Botswana, Cambodia,
Cote d'lvoire, Ethiopia, Guyana, Haiti, India, Kanyalawi, Mozambique, Namibia, Nigeria, Russia,
Rwanda, South Africa, Tanzania, Uganda, Viethammida and Zimbabwe. Five per cent is
distributed between other 105 countries and 5%ogthé Global Fund to Fight AIDS, Tuberculosis
and Malaria (PEPFAR, 2009b).

" Vietnam 0.5%, India 0.3%, Cambodia 0.8%. For carispa, Iceland has 0.2% HIV prevalence
(UNAIDS, e.d: countries).
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person acts in a communal interest, as suggestestrathern’s (1988) notion of a
social person which is composed of his or her iglahips with and responsibilities

to other people.

Additional problematic issue is that the ABC stggtedoes not have a uniform
understanding in various locations; research hasvshthat the understanding of
abstinence, condom use and faithfulness to onetagraelies heavily on the cultural
setting in which it is found. How this strategy usderstood further depends on
factors such as how does the media cover HIV (afuebes reportage of AIDS),

government responses, whether members of the hpaifessions talk about the
disease openly and encourage people to use condbengppropriateness of the
slogan to people’s religion, just to mention a fewportant factors. The ABC

strategy is obviously less relevant in societieg #re experiencing watr, civil unrest,

high unemployment rates or migration (Dworkin, 2003-19).

The U.S Agency for International Development (USSID that implement their
programmes in partnership with PEPFAR, claimsasith on the ABC strategy to be
unjust since ‘Promoting behaviour change entaildresking the social norms and
environmental characteristics that might prevendividuals from protecting
themselves’ (USAID, 2009). USAID, concentrated &fong time on encouraging
abstinence and faithfulness and was publically epdoto the distribution of
condoms to unmarried people. Some claim that USKHoed other agencies, local
and international, to adhere to its policy (Ahlbé@P4). USAID later reconsidered
its position and is in fact now the single most artpnt donor of condoms in Africa.
But, continuing on a moral note, condoms were alidyributed to clinics that did not
promote abortion in any wiywntil the beginning of 2009, when President Barak
Obama repealed this rule (Cohen, 2006; Bogeehal 2006; Sullivan, 2009).
Ironically, the rule may have led to more abortidmsing executed. Criticism

concerning PEPFAR’s ABC strategy being dominated Aayerican moralist

8 This rule was effective after former Presidenthef United States, George Bush, signed the sadcalle
‘Mexico City / global gag rule’ (Bogechet al, 2006).
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ideology is countered on PEPFAR’s homepage, staiagdue to the ABC strategy,
HIV prevalence has lowered in Uganda and CamboddiBPFAR, e.d). However,
neither USAID nor PEPFAR have addressed the con2&rfEU member states
released in a statement on the World AIDS day i0620whereby African
governments were urged not to heed the abstinemeséd agenda of PEPFAR and

to encourage comprehensive sexual education insfeaé ABC (EU, 2006)

After eight years of adequate funding for combating disease, a new tone is now
being heard among HIV and AIDS agencies. Positgellts of the fight against the
HIV epidemic released after the XVII InternationdlDS Conference 2008 are
challenged by the global financial crises (UNAIBSal, 2009). HIV analysts worry
that financial cut in HIV programmes can have deatasy effect such as:

[llncreased mortality and morbidity, unplanned m@tions and curtailed
access to treatment, increased risk of HIV transians higher future financial
costs, an increased burden on health systems aedeesal of economic and

social development gains (Hecker 2009: 2nd par&yrap

PEPFAR and the Global Fund, the largest single domoHIV and AIDS, had to
alter their promises for 2009 and 2010. During délisction campaign, President
Barak Obama promised to donate U.S 48 billion delta PEPFAR over the period
2009 to 2013 but has now granted PEPFAR 51 billib8 dollar over six year
period. The Global Fund is experiencing similaripems and the Director of the
Global Fund, claims this to be the first time tmstitute does not have adequate
funding. In a survey conducted by UNAIDS, WB and @Wldmong 71 countries, the
majority of the respondents suspected strong aelersipact on HIV prevention
programmes (WHO, 2009: 10-13). UNAIRS al (2009) worry that it can be highly

problematic to choose which prevention programnhesilsl be financed, since it has

° Effective prevention means that people need tgroperly informed. Simplistic messages about
abstinence and faithfulness - sometimes ideoldgichlven - as the only ways to prevent HIV may
mean that many vulnerable people are denied tte@nation, knowledge, skills and services they
need to protect themselves. Disinformation thattscaoubt on the effectiveness of condoms is,
frankly, inexcusable. People need the means to bafeand responsible options within the realities
and circumstances of their daily lives. This shdmdbased on mutual respect and dignity, and not on
any particular morality or ideology.
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been hard to evaluate which programmes have gikienbest results. However,
prevention programmes with earmarked financinge(IBC) are usually continue
even though ‘they have lower priority or are lefsative than those which are cut’
(2009: 11). However, what most HIV prevention &gas have in common is that
gender, read as women in much of the discoursa, dsentral theme in most HIV

programmes.

2.6 Culture and HIV
Cultural barriers are often cited as a culprithe tampant spread of HIV in Africa.

Official texts from secular institutions, religiousaders, aid agencies within and
outside Malawi and popular discourse commonly blaoi&ural practices for gender
discrimination, human rights offenses and sexualevice against women as well as
for the high transmission of HIV (WLSA, 2005; Gaetss2001; NAC, 1999; The
Nation, 2007). Ulrika Ribohn (2002: 166-177) hasessed how the concept of
culture has changed in Malawi through the dranstifts in the political arena and
with more governmental emphasis on what is perdeibg many as increased
western values such as democracy, human rightgemdker equality. Interestingly, in
Ribohns’ view, the rural Malawian population doest share that view of cultural
practices as something negative and dangerousathérrregards culture to be the
essence of community life and in some way providiegjstance to western values
that some feel are being forced upon them. Heudson is worthy of note since it is
one of few studies that explore local understandihgculture and how women

perceive their social status within their culture.

2.7 Gender and development aid
A large body of literature can be found on femalbadination, male domination

and sexuality in Africa, in relation to HIV transssion in Africa, and this discussion
is often linked to the notion of culture. Much Heesen written about distinct ‘African
sexuality’ as an explanation for high HIV rate irfrida. In 1989, Pat Quiggin and
John and Pat Caldwell published a highly contraaéesticle The Social Context of
AIDS in sub-Saharan Africa where they aimed to axphigh HIV rate in some

African countries as the consequences of a distilcie system, which supposedly is
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inherently sexually permissive, in the whole of ied& Caldwells’et al argument
initiated heated debates (Nyansi al 2008). The Caldwell’'s were accused of
generalising, to be ethnocentric and for being iignb of historical and social
changes (Ahlberg 1994: 222; Heald 1999: 145). leustadnd, and actually agree with
most of the harsh criticism the Caldwell's haveereed, but in my opinion, Jo Helle-

Valle (2004: 195) puts forth an interesting argutaestating:

[...] although sexuality is a meaningful practice, anigs are not unitary,
invariable and geographically delineated wholes lwked to practically
motivated social context [...] and people move i @ut of them routinely
[...and] that sexuality, both as practice and assausive theme, is (in Africa
as elsewhere) many different things depending enctintext it is part of and

must hence always be analyzed as part of such coroative context.

| find Helle-Valle’s argument interesting for mamngasons. Assuming sexuality is
something static and inherited as the Caldwell'sisl@leemed absurd by most when
put it in a context familiar to them. How sexualityused, lived and experienced is at
the same time highly personally motivated and calty shaped as Halle-Valle
points out. Secondly, | find it interesting thatllde/alle does not link sexuality and
women in particular but talks of ‘people’ in thisrtext. This simple fact is self-

evident although the Caldwell’'s assume only wonmeAfrica are sexual agents.

Interestingly, much of the texts written about gemcelations predominantly focus
only on women, rather than the dynamic relationowkeh women and men or
alternatively the making of femininity and mascitimlike Margrethe Silberschmidt
(2004) and othef8 point out. Some anthropologists have given vakiabsight into

the making of manhood and the construction of mastuin African societies, but a
lot remains to be done (Dover 2001, Heald 1999prtrer to put my field notes of

gender relations and HIV in a Malawian village indo wider context, | read

10 See UNAIDS (2008) and IFRC (2008). Even thoughlEfeC only mentions that attention must be
paid to men who have sex with other men, whichnismaportant issue and often neglected within
Africa, attention to heterosexual men in relatiorHiVV should not be ignored.
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extensively about gender in Africa. When readingvant literature, | distinguished
three dominant bodies of discourses, which areitbem$o women’s social status in
relation to HIV in Africa, although the audibilityf these voices vari&s First of all |
will outline the discourse produced by various depment organizations, secondly
explain the stance many third world feminist taketloe matter and lastly talk about a
group of scholars who have written extensivelynaf tomplexities of ‘doing gender’.

I will give a short overview of these different pts of view and then position myself
within these thoughts.

2.8 Donor discourse of gender
Various development organizations, agencies andergovental and non-

governmental organizations have produced consifieinount of text concerning
the social and economical status of women in resopoor settings. The interest in
‘Third World women'? can be traced to the decade between 1975 and 09
the United Nations dedicated to women (Peet andwitse, 1999). The purpose was
to draw attention to gender inequalities worldwialed the decade’s theme was
‘equality, development and peace’ (United Natidt¥)6). International attention was
brought to the fact that ‘women make up more thalf the world’s population, yet
perform two thirds of its work, receive one tenthte income and own less than one
hundredth of its property’ (UN Chronicle, 2009 [B)B Development agencies
started to design projects accessible to womeneireldping countries, aiming to
relieve women’s poverty (Edelman and Haugerud, 20f8. The work of the
economist Esther Boserup (1970) was revolutionarthe field of development and
women. Her analysis of work division between med aomen in the Third World,
showed historical importance of women'’s contribatio the national economy and
how the economic status of women had been undedrbgecolonialism, changing
landscapes of settlements and recent emphasi€lomidal innovations (Edelman and

Haugerud, 2005: 29). It is safe to say that Bossruwmrk influenced the way in

1| must stress that these bodies of discoursesamedbon my understanding of the subject and are
my classification. Those academics | cite do natessarily identify themselves as working within a
particular framework.

12| use the terminology oFhird World countriesand Third World womenin line with the writing of

the academics in discussion.
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which development projects started to incorporatenen into the projects and this

approach was called Women in Development or WID.

WID claimed that women should be brought to modstion by providing income
generating projects for women (Peet and Hardwicd®99). Projects centred on
bringing scientific and technological advancementural women in poor countries
(United Nations, 1996). However, this new line efzdlopment projects soon became
criticised for not questioning the patriarchal, litegral and some claimed colonial,
frame of thought it emerged from (Peet and Hardwit®99; Chowdhry, 1995).
Critics claimed that this approach did not impravemen’s status de facto since it
focused solely on women’s productive work and netglé to analyse their role in the
household and more seriously, did not attempt elyae gender power relations or
class differences (Peet and Hartwick, 1999). G€éiawdhry (1995) argues that the
representatives of WID have been an amplified examphow reminiscent colonial
thought was in western societies and further stiuasWID projects disempowered
women rather than ‘developed’ them by homogenisBlsird World women’
(Chowdhry, 1995: 26). According to Peet and Harkw(it999: 186), the shift from
Women in Development to Woman and Development (WBAPDjhe late 1970’s, did
not include a fundamental difference in epistemgplsigce the latter ‘tended to group
women together without much notice given to radass; or ethnicity’ just as WID
had been criticised for. However, the proponentSMAD rejected the idea that
women had to be brought to modernization, since &oimad always been actively
taking part in the market process (Peet and Hakiwl®99). By the late 1990’s
preoccupied voices started to be heard within theldpment area. Projects focusing
on ‘women-only’ were thought not to be effectivedorrecting women’s social and
economic status, but rather needed to be exploréerins of gender relations within
a given society (Peet and Hartwick, 1999: 187).ayodhe Gender and Development
(GAD) approach is a globally accepted strategypfmmoting gender equality and is
mainstreamed into most development institutions amagects (OSAGI, n.d). WHO
pledged to integrate gender analyses into theikivoorder to ensure gender equality

(WHO, 2010). UN aims to ‘mainstream gender’ constlens in all offices,
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although judging from their webpages, gender sdersg)nify women in many cases
(OSAQGI, e.d.; UNFPA, e.d). Others, who are mor#iaai of this approach, believe
this is more inscribed in principle rather thangice (Chant and Gutmann, 2005:
241).

2.9 Third world feminisms
While being a group of scholars who have varioustgoof views, Third World

feminists have in common their opposition to westiscourse of women in Third
World countries as a homogenous group (Ampetf@l 2004). They point out the
seemingly obvious, that Third World women have bdefined by western scholars
rather than being given voices themselves. In #gnming of the 1980’s, women
from Third World countries harshly criticised weastfeminist theories. Chandra
Talpade Mohanty (1988) has been very influential deconstructing western
feminism but she among others claims that the coctsdn of feminism in the West
was very ethnocentric. In Mohanty’'s article ‘Undidre Western Eyes: Feminist
Scholarship and Colonial Discourses’ (1988) she btbuwestern feminist
epistemology and objects to the notion of womeipgression and patriarchy having
the same manifestation worldwide. Mohanty drawsnhgefrom her experience in the
Middle East but her criticism can be applied toeotheographical areas as well, such
as Africa sub-Sahara. In agreement with Edward’$&1®@78) argument of the power
of ‘othering’, Third World feminists reject the iga they claim to be depicted by
western feminists, in development discourses andhé media, of Third World
women being victims, helpless, poor, ignorant, weated, exploited and as subjects
of power (Oywumi 2004, 1997; Mohanty 1988; Win, 2D0Chowdhry (1995), in
line with Mohanty, takes this argument further atebcribes three ruling images in
western discourses of Third World women. First stentions, zenana, the stereotype
of a veiled woman dominated by her ‘master’ and whaotally oblivious to the
world outside her harem. The second image, Chowdapycts is of the ‘eroticized,
unclothed “native” woman, representing the needbeo“civilized” (1995: 28) and
thirdly the representation of women as victims. Wtese three images have in

common in Chowdry’s opinion is that non-western veonare depicted as inferior to
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western women and as being dominated by their ohaheinated cultures. Heavily
influenced by the writing of Edward Said (1978)ghk Third World feminists call for
deconstruction of monotonous images of women livim¢wo thirds of the world’s
inhabited region. Donors’ recent emphasis on genug®nstreaming in development
projects in the hope of promoting gender equalias been met with some resistance
by African scholars for not taking cultural contarto account, or as Kolawole
(2004: 258) phrases it:

When donor agencies began to sponsor gender rasedfrccan researchers
adopted western theoretical frameworks for develppiations. [...] Numerous
gender training workshops, seminars and conferemees launched by African
social scientists according to the agenda of theodo without adequately

taking cultural contingencies into account.

2.10 Dividiuality
Various academics have suggested it would be nideetiee to drop the widely

accepted binary view on gender and suggest insteashould point our eyes to the
multiplicity of every person. This group of schaarannot be identified within one
theoretical frame but rather come from differemtediions but what they have in
common is that their conclusions interrelate on shene point. Marilyn Strathern
(1988: 268-305) came up with the notion of dividiyalShe describes this concept
thoroughly in the bookhe Gender of the Gjfand convincingly explains how in
many societies individuality, as it exists as a sradwestern notion, does not apply.
She prefers to emphasize the importance of théiaetabetween the social person
and other actors who play multiple roles in hers/Itie. The concept of dividuality
aims to deconstruct the western idea of an indalicdas a holistic unit and rather
point out the diversity of the person in multiptecgl contexts. Signe Arnfred (2004:
22) further discusses the concept of dividualitythe introduction taRe-Thinking
Sexualities in Africaand correctly points out that every person movesly in and
out of multiple social settings routinely and howanstraining the binary view of

women versus men is when considering social relati&ven though Third World
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feminist have criticised dominant western discosirder portraying monolithic
images of women from developing countries, wesgéerthropologists have for a long
time stressed the importance of dissolving gendgrotiomies across cultures. Work
by Margaret Mead from her studies in Melanesia @236 well as the booRexual
Meanings: The Cultural Construction of Gender amat&lityco-edited by Sherry B.
Ortner and Harriet Whitehead (1981), present vaéuaiput to the gender discourse
in the 1970s and 1980s illustrated with ethnogmeliamples that show that gender,
and sexuality for that matter, is not biologicatlgtermined but rather socially and
culturally constructed. The feminist Oyéronké Oyevi[1997) discusses an example
of how identities of the person are always conteind and depending on specific
relations. Oyemumi did her studies in Northern Nagand she concludes that among
the Oyo-Yoruba ethnic group, seniority is the maofitiential point of each person’s
respect. In agreement with Arnfred’s point, Oyew@tgtes: ‘no one is permanently
in a senior or junior position; it all depends ohoais present in any given situation’
(1997: 42). According to this line of thinking,dan be concluded that social status of
an individual is not fixed in time, place or by lagical sex, but rather that every
person has multiple statuses or identities depgndmthe relation they have with
others around then at any given time.

2.11 How to speak of ‘gender'?
| found it useful to have in mind these three Idgiral positions towards gender

relations, outlined above, while exploring gendelations and HIV in Malawi.
Emma Crewe and Elizabeth Harrison (2005) are of dpgnion that many
‘developers*® often work from an irrational point of view in egion to gender. They
maintain that developers, mainly anthropologists, shy to ‘interfere with traditions
of culture’ (2005: 233) and therefore don’t promatevelopment projects that
challenge locally accepted ideas of gender relatiorhis is not the first time
anthropologists are accused of being blinded byurall relativism. But as the
anthropologist Liselott Dellenborg (2004: 82) shaqmints out, cultural relativism is

not the same as moral relativism. Dellenborg whadcated a research on the highly

13 As they call people working within the developmarena.
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controversial topic of circumcision in Senegal, mains that for any intervention to
be effective there must be a socially grounded rstdeding of the socio-cultural

context the intervention is aiming to change.

The demand from Third World feminists, to not besmpken of but to speak for
themselves as well as not to be viewed as sulpé@oblems that need to be solved,
has to be respected. But does that mean it isadithiwrong for anyone outside that
group to explore gender relations? | do not thiokGender relations and women’s
social status is a sensitive subject in all cutusnd | agree with Crewe and Harrison
(2005) that social scientists should not be aftaidddress the issue, but should be
careful of the way in which it is done. Cornwetlal (2007) do not regret the research
conducted by radical western feminists for deveigpagencies, but worry that
development agencies tend to simplify their resultsrder to ‘sell’. They argue: ‘For
many, what were once critical insights, the resoftdetailed research, have now
become ‘gender myths’: essentialisms and genetialiim simplifying frameworks
and simplistic slogans’ (Cornwaélt al, 2007: 1). Local understanding of what it
entails to be a woman or a man is not something ithaasily understood. As
discussed above, the image of the poor, vulnei@idieexploited women in the Third
World is very prominent and the same goes for mémg are often thought of as if
their ‘power and privileges are uniform, fixed anmdiversal’ (Chant and Gutmann,
2005: 241). Obviously, the web of power and ecomowpportunities are more
complicated than biological sex, and that applkebdth women and men. As Dover
(1999) concludes, after a thorough study of thati@hship between masculine
identities and HIV in Zambia, men can not be viewsd singular group nor do men
identify themselves with one singular image of nudis@ty. In most societies,
biological gender is a factor that determines imlials’ identity, for both women
and men, but so does for example one’s skin coleeiigion, age, economic
opportunities, ethnicity, marital status, numbechildren one has, sexual orientation

and so on and so forth.
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3. Introduction to Malawi
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Figure 2: Map of Malawi
(Taken from:
www.umsl.edu/services/govdocs/wofact98/586.gif)

3.1 Geography, history
and politics
The Republic of Malawi is a
landlocked country in Southern
East Africa. Malawi is a
comparatively small country in
African context, 118,484 km?2. It
shares borders with Tanzania to
the north and northeast, Zambia
to the west and Mozambique
surrounds the country to the
east, south and southwest. It has
one of the deepest waters in
Africa; Lake Malawi which
covers about 15 per cent of the
country. Temperatures
the highland

lowland; the climate being hot

vary
between and
and humid in low areas close to
the lake, and cooler in higher
areas. Rainy season is normally
from November to April (NSO,
2005: 1).

It is believed that the first

settlers arrived to Malawi 50 or
60 thousand years ago from the
Southern part of the continent.

As in most parts of Africa,



different ethnic groups have migrated through tteaahabiting for longer or shorter
periods of time. Today, dominant ethnic groups ialdwi are Chewa, Nyanja,
Timbuka, Lomwe, Tonga, Yao, Ngoni, Sena, Ngonde and per cent of the
population is descended from Britain, Portugalratid or can trace their inheritance
to all of these countries and referred to in Malawicoloured (Levinson, 1998: 147).
No ethnic conflicts have been in the recent pasdtMalawians have enjoyed peace
for the last decades. Many languages are spokBraiawi but the official languages
are Chichewa and English. The country is dividdd three regions; North, Central
and Southern Region, and the country is subdivide®l 27 administrative districts.
With recent emphasis on centralization, each didids gained more localised power
and district authorities reside in each distriatapital’ city. Within these districts are
traditional authorities (T/As) which are composéde@veral villages. Villages are the
smallest administrative units and are overseen byillage headman / woman
(Chinkonde, 2006: 15).

3.2 British occupation and independence
Malawi came under British occupation in 1907. Malaten Nyasaland, belonged to

the British Central African Protectorate and becap@t of a federation with
Rhodesia (now Zambia and Zimbabwe) in 1953, despiteh opposition in
Nyasaland (Briggs, 2006: 14). Voices demanding peddence grew loader during
the 1950's and under the leadership of Dr. Hastikgsmuzu Banda the country
gained independence in 1964. Dr. Banda was a pragtimedical doctor in the
United States, Scotland and Ghana before he betlaenérst Prime Minister of
Malawi. Soon after independence, Banda started isigoautocratic tendencies and
unwillingness to collaborate with other politiciaims Malawi. He declared himself
‘President for life’ in 1970 and reigned as a diotauntil 1994. Under his regime
Malawi experienced peace and stability, economasvgit was around 5 per cent per
annum and the infrastructure and agricultural systeproved (Briggs, 2006: 16;
ICEIDA, 2008). These improvements however came wibists; Dr. Banda was
intolerant of any criticism and it is estimated ttt250,000 people opposing Dr.
Banda, were detained and tortured in prison withiealtand over 20 thousand people
became political fugitives (Mapanje, 2002: 182;r§&s, 1998: 196).
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No space was too personal for Dr. Banda’s supmmessiress codes were inducted,
woman were not allowed to wear trousers or shartssend men could not grow
their hair nor beard under his regime. It was dletp discuss certain topics; sexual
matters were suppressed and family planning caubsist child spacing (Lwanda,
2004; Briggs, 2004: 16). Thousands of films, boaksl magazines were banned.
Steve Chimombo (2007: 213-215), a Malawian writeplains in AIDS Artists &
Authorshow authors could only write innocent romanticdatories during Banda’s
regime, stories that contained no political agesdae any mention of crop failures,
hunger, torture or corruption would not be publgshtn Chimombo’s experience,
AIDS was excluded from public discourse until fiyears into the pandemic in
Malawi since the disease would not ‘project goocge for a country ruled by a
medical doctor’ (2007: 214).

Due to internal and external pressure, Dr. Bandsa foeced to support multi party
election in 1994 in which he lost to a newly formmatty; United Democratic Front
(UDF) and Bakili Muluzi resumed presidency (Brigg906: 18). The new president
and UDF promoted privatization, poverty reductiown @ndorsement of human rights
and democratic ways. UDF continued their suppomlafuzi in the second election
in 1999 and he held the presidential chair. UDF wenthird election in 2004 but the
presidential candidate Bingu wa Mutharika split fheety and established his own
party; the Democratic Progressive Party (DPP) (Ik12008: 6). Wa Mutharika’'s
main agenda was to tackle corruption and eradiqaieerty (Encyclopaedia
Britannica, 2008). Mutharika’s crossing the flodr tbe parliament caused much
rivalry between the two parties but in the spri@§2, DDP won in fair elections with
wa Mutharika in the forefront (Malawi SDNP, 2009).
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3.3 Demography
Malawi is one of the poorest countries in the waentdl according to UNDPHuman

Development RepotHDR 2009), Malawi ranks 160 of the 182 countiiesuded®.
HDR ranks countries according to habitant’s abilitylead long and healthy lives, to
be knowledgeable, to have access to the resousszed for a decent standard of
living and to be able to participate in the lifetbé community’ (UNDP, 2008: 1). It
is estimated that 52 per cent of Malawians livearrttie national poverty line, which
is USD 0.50 per person a day and there of 22 petr ioeextreme poverty which
means that they are not able to meet their basid fer food® (UNDP, 2008c; OPC,
2007: 12).

Malawi’s population has grown rapidly over the lésty decades with a growth rate
of 2.5 per cent a year. Population census from 28#nated 11 million people
living in Malawi but they are now estimated to ha13 million (OPC, 2007). Over
80 per cent of the population resides in rural sugad land has become scarce with
increased population (ICEIDA, 2008: 6). Agricultusethe main source of livelihood
and close to 90 per cent of all labour populatisrengaged in farming activities
which provides 35 to 40 per cent of the Gross Daiméyoduct (GDP) and over 80
per cent of the foreign exchange earnings (Intevnat Food Policy Research
Institute, 2010). Agriculture is mostly rain depant in Malawi, which makes
harvest highly vulnerable to erratic rainfall. Dgli during the rainy season in 2003

and 2005 caused massive famine in the country (UND83).

Although significant improvements have taken plachlalawi’s health care over the
last few years, it is still struggling with seriodsgficulties. Financial recourses are
limited and lack of health care staff is a seripusblem in Malawi but the ratio of
doctors to population in Malawi is 1/100,000 (Koband Damme, 2004).
Malnutrition, malaria, bilharzia, diarrhoea and ADjust to name a few, are

widespread medical problems in Malawi which carml leaserious implications if not

4 HDR ranks countries at the top according to higman development and the countries at the
bottom as having low human development.
15 Estimated to be USD 0.30 per person a day.
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treated and life expectancy in Malawi was only 48rg in 2007. Improvements have
been very slow although new statistics from UNIQEB09: 117) provide a glimpse
of hope with a lowering of infant mortality from 42Zleaths per 1000 newborns in
1997 to 71 per 1000 newborns in 2007. Positive ldpweent has also been noted in
life expectancy rate of children under five yead9 Beaths of every thousand in 1997
to 111 in 2007. On the downside, Malawi still haseoof the highest maternal
mortality rates in the world and it is not decligifRosatcet al, 2006; Costellet al,
2006). AIDS has had devastating effects on MalasviddNAIDS (2009: 131)
estimates 12 per cent of the adult population fected with HIV and that 550
thousand children were orphahdue to AIDS related causes in 2007 and further tha
91 children of every thousand will be HIV infectéddbm their mother in the
foreseeable future.

3.4 HIV in Malawi
The first HIV cases in Malawi were diagnosed in 39RAC and Ministry of Health

and Population, 1999a). It has been suggesteddimatto late responses in the
beginning of the epidemic from the Malawian Goveemin (GoM) under the
administration of Dr. Banda, the pandemic hit ¢baentry worse than it needed have
(Zulu and Chepngeno, 2003; Lwanda, 2004). The bffitial responses came in
1989, or four years into the epidemic, when GoMalggthed an agency called
National AIDS Control Programme (NACP) in order lkead HIV prevention.
However, the institution remained quite ineffectiohge to the political environment
in Malawi whereby the government tried to supprpablic discussion of sexual
matters (Lwanda, 2004). The GoM concentrated it&reon ensuring access to
blood screening in the two biggest hospitals innBiee and Lilongwe while NACP
was to involve a variety of stakeholders like rieligleaders, NGO’s and other aid
agencies to promote HIV awareness (Ministry of Heahd Population and NACP,
1999: 3). However when evaluating NACP’s progres4989, it became clear that
the institution had failed miserably. During thisi¢ interval HIV surged Malawi and

the infection rate increased from 2 per cent in51@819 per cent in 1989 (Yoder and

'8 From the age 0-17.
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Matinga, 2004). In an attempt to improve the sitigtthe government decided to
close down NACP and establish a new body calledoNat AIDS Controt’ (NAC)

in 2000. NAC'’s responsibility is to provide leadasto all HIV projects in Malawi
and serve as a mediator between the public, prigat® civil organizations in
agreement with the HIV Office of the President &wabinet (Yoder and Matinga,
2004). To give an embracing support to HIV prevamtand access to treatment,
NAC develops several key strategic docum®rtts guide distribution of the donors'’
funding pool every four years with midterm revieswery two years (OPC and NAC,
20009).

At the Millennium Summit in September 2000, lead#rthe world agreed to concert
efforts to reduce global poverty. Deriving from theeting were eight time-bound
goals, known as the Millennium Development GoalD®4) each associated with
relevant targets. Indicator MDG 6 is to combat HA\DS, malaria and other diseases
and the key target of MDG 6 is to halt and begirreéeerse the spread of HIV by
2015. To monitor the progress, the HIV prevalenoerg young women (15-24
years) is used as an indicator of new infectioe matthe population (UNDP, 2005;
UNDP, 2003). GoM signed the Millennium Developm&nals in 2000 and also
took part in UNGASS in 2001 where leaders decidethke concrete actions against
AIDS (UNGASS). A midterm evaluation of the MDG’s svaconducted by the
Ministry of Economy and Development (2008) and lné {UNGASS goals by the
Office of the President and Cabinet (2007). Imtrof halting and reversing the
spread of HIV and AIDS, the reports show some aaments. According to the
MDG's evaluation report the HIV infection rate angoh5 — 24 year old pregnant
women dropped from 24 per cent in 1998 to 15 pet ite2005, while the UNGASS
(2007: 11) report estimates 16.2 per cent wereciatein 1998 and 14 per cent in
2005. While the reports do not agree on numberf) beport decrease in HIV

" NAC is still a leading institution in matters of\and AIDS in Malawi.

18 This includes the National HIV/AIDS Strategic Framwmek, Agenda for Action, National
Reproductive Health Strategy and Sexual and ReptduHealth Policy which are updated every
fourth year.
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infection rates. The situation is now believed &vén stabilized at 12 per cent which
means that one million Malawians are HIV infectett ahereof are 10 per cent
children (OPC and NAC, 2009: 8).

3.5 HIV funding in Malawi
Malawi has enjoyed considerable financial suppooitnf international development

agencies to tackle the HIV and AIDS problem. In 20the GoM signed a
Memorandum of Understanding with five donor agesiciee Canadian International
Development Agency (CIDA), Norwegian Agency for Bepment (NORAD),
Department for International Development (Dfid),oB4l Fund to fight AIDS,
Tuberculosis and Malaria (Global Fund) and the W&ank, to assign their support
to a sector wide approach (SWAP) in charge of NAe pool funding allows NAC
to align HIV projects to national priorities whitee donors are responsible to keep
track on financial accountability and provide teiclah support to NAC (OPC and
NAC, 2009; personal communication with CIDA’s emyde, 2008). The funding
pool has increased between the years, mostly becdgenerous donations from the
Global Fund. NAC spent USD 195 million between 2@0% 2009 but has been
promised USD 238 million from 2010 - 2012 whereblplial Fund provides USD
190 million of that sum. It is worth noting thatA®’s expenditure increased from
almost USD 26 million in 2005/6, to more than USB million in 2007/8. Other
development partners do not donate their fundsht® NAC pool but provide
earmarked funding for HIV projects managed by thmivn agencies. The U.S
government (PEPFAR) is by far the largest donorkimgy bilaterally but other big
donors are various UN agencies, WHO and EuropeaelBement Fund (OPC and
NAC, 2009).

Since 2005 NAC has prioritized which areas HIV pot$ should focus on, although
while evaluating the actual spending indicates suna¢ different emphasis. The
following are priority areas and percentage of élctual spending of the financial
year 2008/2009:
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1. Prevention and behaviour change 10%

2. Treatment, care and support 58%
3. Impact mitigation 12%

4. Mainstreaming and decentralisation 7%

5. Research, monitoring and evaluation 2%

6. Resource mobilisation and utilisation & Policynda

574

Partnerships 11%

(OPC and NAC, 2009: 8, 52)

The high percentage of HIV funding spent on treaincan be explained with Global
Fund’'s emphasis on providing universal access to/ ARatment (Global Fund,
2009). It has been noted that Malawi has made isspre strides in scaling up ARV
treatment but by the end of 2008, over 200 thougaatients (8% children) had
registered for ARV treatment, while only 40 thousdrad access in 2005 (Weigsl
al, 2009). HIV prevention has not been as succe$gfulGoM estimates that over
100 thousand new infections occur every year (ORE [HAC, 2009: 22). HIV
prevention campaigns aiming to raise AIDS awarersm®®ng Malawians have
succeeded since recent studies show that HIV arldSAknowledge is almost
universal (Dionneet al under review). Unfortunately behaviour change has
followed raised awareness but most HIV infectionscus with unprotected
heterosexual sex. In order to reduce HIV infectiates, the prevailing emphasis in
HIV prevention campaigns has been on chastity kefoarriage and to encourage
marriage fidelity (Zulu and Chepngeno, 2003). Ifdanow the global financial
recession will affect HIV and AIDS programs in Malaremains unclear. In a report
from MSF (20009) it is strongly recommended that lsatks in HIV funding should
not affect availability of ARV treatments. How thegll affect programs aiming at

prevention and behaviour change will unravel oherniext few years.
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4. Methodology

4.1 Me and the Place

Preparing for my research in Iceland, | explordadrimet pages for hours, looking for
information about Malawi. From the information |tigared, | understood that
Malawi is mainly known for its’ poverty, the lakbad food, no music tradition of its
own and thousands of different types of cichlid Lake Malawi. The image of
Malawi drawn from the internet is neither a verysgige one nor inviting. | decided
beforehand that | would do my research around Mgray in Mangochi District in
the Southern part in Malawi. | was fortunate toefee a study grant from ICEIDA
to realize this mission and ethical approval foe 8tudy was sought through the
National Health Sciences and Research Committdeénatihe Ministry of Health and

Population in Lilongwe.

Unlike most other areas in Africa, a substantiabant of literature is available about
Mangochi District in Icelandic. This is due to ICTEA’'s operation in Malawi, with
particular emphasis on Mangochi, since the mid X90CEIDA, 2008: 34).
Therefore | was aware of issues concerning headite, cwater and sanitation,
illiteracy and lack of primary schools in the aredjich are focus projects of the
agency. | found it interesting to explore peopleisception of HIV and AIDS in a
place where ICEIDA had been so heavily involvegé@ople’s lives and had among
other things opened a VCT centre at the Monkey Baynmunity Hospital two years
previously. The area is interesting for other reasdor example unlike most areas in
Malawi, people’s livelihood arrives from diverse usces; such as agricultural
farming, fishing and tourism. Monkey Bay is a snimlt lively town since it serves as
a central junction in the public transport systeztween the many villages in the area

and is inhabited by a mix of ethnic groups.

9 Nordiska Afrika Instituted also awarded me withvel grant but | had to decline the grant since
ICEIDA offered a grant for the same purpose. Howehen grateful to NAI for the nomination.
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The guidebook, which | had thoroughly read, infodm@e that the climate in
Monkey Bay was hot and sticky, transportation séowl unreliable and tourists were
advised to bring enough money to avoid gettingksthere (Briggs, 2006). | didn’t
have to worry about slow transportation on my airsince | was lucky enough that
one of my supervisors, Geir Gunnlaugsson, was Iycoence on a working trip in
Malawi at the same time and | got a lift with hilf@EIDA kindly offered me to stay
in one of their houses in Karombo village, apprcadiely 5 km from Monkey Bay
while | looked for my own accommodation. Arriving Karombo village was not
what | had expected. The stunning beauty of theeplzas a pleasant surprise.

Karombo village s
built along Karombo
bay. The village lies in
crescent along the
. shore, with cottages
owned by well-off
Malawians and
foreigners nearest to
the lake and local
houses further from the
beach. Inhabitants are
believed to be around
1.200 (Zauwahet al,

e

Forthcoming) but the
Figure 3: View of Karombo beach vilage is densely
populated with housing varying from mud brick haugeéth thatched roofs to cement
houses with corrugated iron roofs. Few houses énvilage have electricity. The
houses are generally small, one or two bedroomth, thatched fences around the
compounds where women sit during the afternoonsnaale mats and baskets, dry

maize, prepare and cook food, chat and watch tidreh play. During the first hours
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of darkness, one can hear chatter from the comgwmaell the mix of charcoal and
nsim&° simmering and hear children’s laughter before whémg falls silent around
ten o’clock. Running water is a luxury that few @njbut people in Karombo are
grateful for easy access to the lake, which playsrgortant role in everyday life. In
the mornings and afternoons people bathe there,godishing on canoes, children
wash the kitchen utensils and women wash clothdscarch smalusip&™ to add to
their dinner. A striking feature of Karombo to mystern eyes, is the great number
of children running around the village, often draaggtheir younger siblings with

them or carrying them on their back.

When staying in Karombo, it is easy to get theifieethat the village is a melting
pot. The people who live there are a mix of ethgioups. The majority of the
inhabitants are Chewa followed by Yao and LomweesEhethnic groups speak
distinctive languages, although they are all of Baarigin. The communication
language in Karombo is Chichewa but English is lyasppoken between villagers
even though many have learned some English in &cMigration to the area is
common, although mostly by men, who come from otireas to look for part time
work at construction sites, to work in one of thany cottages along the beach, to
look for work among donor agencies or to sell haafti¢o tourists. Malawians who
migrate to Karombo for work are regarded and vievesdforeigneré? by the
villagers. Unlike many of the surrounding villag@sany of the people in Karombo
have parents who were born somewhere else. Peftpiernention that their original
family place ‘has deep culture, unlike Karombo, ethihas a lot of foreigners;
meaning that people in their original home adheogenstrictly to traditional values
and cultural practices than inhabitants of Karonibaring my fieldwork | sometimes
doubted if Karombo was an ideal place for my redealrfelt like it was not a ‘real’
enough Malawian village and that my field notes eveot representing the average
rural Malawian people’s view. However, the more dimh spent in Malawi, |

% The main stable food in Malawi, a porridge madgmined maize, eaten with reljsbhich is a
kind of stew made of vegetables and sometimes ardah.

2 Small fish that is fried or boiled in one piecalaaten whole. The fish is the size of a finger
2 For clarification, words in italic letters are wisrin Chichewa or English words that have a
particular local meaning in Malawi.
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understood the diversity within the country andt ttheere is no village more ‘real’
than another. Some villages are very isolated wbtleers have good access to

transportation and services whereby people moedyfteetween villages.

4.2 Methodology
In total | spent twenty-one month in Malawi eveough | had only planned to stay

there for five months. From February to June 2003bmducted my research in
Karombo village but from June to October 2008 | wesking for ICEIDA; first as
an Intern and later as Administrative Coordinatawas very grateful for getting the
opportunity to work for ICEIDA, as it gave me thbance to get to know more
people, to strengthen the relationships with thentts and acquaintances | already
had and to explore the research subject in mor¢hdapd from different angles.
Being Icelandic in Karombo village, where ICEIDAshbeen operating since early
1990’s, made it hard for me to explain that | was part of the agency. Although |
did not live in an ICEIDA residency, went by foat matol&> between places and
spent all days ‘just hanging around and chattingike ICEIDA employees, there
was an indiscrete connection between me and ICEiDAeople’s minds. When
accepting the ICEIDA’s internship position, | wadli it might add distance between
me and those who | had established friendship witKarombo, since | would be
having working relationship with some of them. lbodtely, | did not feel that the
relationship with friends changed with me workiray fCEIDA, however | noticed
that people who | got to know while working for ICEA treated me differently. This
was for example apparent in the way in which peaglgressed me. Those who knew
me already always called me Inga while those Itgdtnow as an intern addressed
me with ‘madam’ or ‘madam Ing&’. Even though | was based in Lilongwe while
working for ICEIDA, | got to spend much time in Kenbo for both work and leisure
and the ethnographic experience was intermittedutiitout my stay in Malawi.

While | had numerous conversations about HIV widoge in Lilongwe | do not

2 pyblic transportation

% There is a strong tendency in Malawi to addresssoemployee with the terms boss or madam,
and | humorously witnessed Icelanders’ attemptasio their domestic workers to please refer to
them by their first name, which they without aneption got the reply: ‘Yes madam / Yes boss’.
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guote those conversations directly in this thesilsoagh it influences the way |

perceived things in Karombo.

Before heading to Malawi | had read extensivelyutlddlV related issues in Africa
in general and more specifically about the situatioMalawi during my MA courses
in Development Studies and in Anthropology. In Oepenent Studies one can
choose from different methodological approachesesinis an interdisciplinary study
but because of the nature of the topic | found itptale methodology to be best
suited. Quantitative HIV research is valuable iattit provides comparable data but
is less suited to capture manifested aspects @ldde and local understandings of
diverse phenomenon. The tools | relied the mostware individual in-depth
interviews, focus group conversations, participastiservation and informal
conversations. Written documents, especially acad@urnals and books about the
subject as well as Malawian newspaper clips enlthngefocus. The use of different
methods to collect data on the same issue is caltgulation by Esterberg (2002:

36) and that is what | aimed for.

4.3 Ethical considerations

When studying people’s reaction to the devastalisgase AIDS, it is hard to avoid
guestions about sex, sexuality and sexual relatibmsse topics were for a long time,
and still are to some extent, a sensitive issueviestern social scientists, especially
anthropologists, because of their fields’ histouyidg the 19th and early 20th century
when ‘African sexuality’ was ‘described as wild,irmal-like, exotic, irrational and
immoral’ (Gausset, 2001: 510) and were very muaokedi with ethnocentrism and
racism. Prominent figures in anthropology such asddret Mead (2001 [1928]) and
Malinowski (1984 [1922]) addressed sexuality initheorks but the subject was not
salient within the discipline for the latter half the 20th century. Brook Schoephs
(1998: 236) believes the uncomfortable historyhe#f subject to be the main reason
why anthropologists dragged their feet to get imedlin AIDS research during the
first 15 years of the epidemic since many reseaschere debating if it was ethically

justifiable to study sex in Africa, worrying to fahto the same trap as the so called
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armchair anthropologists a century earlier. WorkamgAIDS research in Zaire (now
the Democratic Republic of Congo) in the early 9@shoepfs (1998: 236) claims
these worries were not unwarranted since she meagstoppositions from many
‘Africanists’ who did not welcome western scientist‘study the sexual life of the

natives’ as they phrased it. But in agreement \@thoepf’s conclusions, | find it

ethically irresponsible to exclude sexual mattemsmf HIV research since this
knowledge is valuable to improve HIV preventionastgies. But while discussing
sexuality, one must be particularly aware of whatheopologists have called the
‘power of naming’ (Eriksen, 2002 [1993]: 87-90) wéky researchers should be
careful not to address issues in such a way thet tto not have any ‘empirical
existence outside the mind of the ethnographerj. (B8 naming certain practices or
acts, without consideration of the cultural contexkt exists in, can invite

misunderstanding; promote prejudice and resultniredonocentric study. Although
Eriksen (2002 [1993]: 88) is pondering whether amptblogist can ‘invent’ tribes by

naming a group of unrelated people a tribe, | fthé concept useful in other
instances, such as when relating to Gausset’s j20i8dussion of how practices such
as wife inheritance, polygamy, genital alteratipng-marital sexual activities, and
many more practices, in Africa have gained an ieddpnt life in western discussion

without references to how it is perceived by thebe practise it.

A more practical ethical consideration revolvesuaib how to conceal informant’s
identification, keep confidentiality and honesty.the beginning of each interview, |
explained in English that | was a student from doel, interested to learn about
Malawian culture, which Lifa, my research assistdrdanslated to Chichewa. The
informants were also told that | would use the iinfation given to write a thesis for
my university and that they could stop the intewighen they wanted. | did not say
that my main interest lay in how understanding ¥ ldnd AIDS was constructed,

since | realized my first days in the capital difyat when mentioning HIV it often

provided standardised responses and HIV prevent@mpaigns were literally

recited. However, when showing interest in Malawcaitture, most informants were

eager to demonstrate their knowledge of variousurll traditions which often
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developed naturally into discussions about AIDS.prbmised all informants
confidentiality and offered to give them pseudo mearhoth in the process of writing
the thesis as well as in the final product. Evenutgh many insisted | should use their
own names, | have decided not to do so since lodlda&ve the opportunity to consult
with them on the final stage of the writing. BottiaLand |, promised our informants
total confidentiality of our discussions. All thefermants participated voluntarily.
Since the informants were spending their valuabbe twith me, | decided to provide
them with a soda drink after the interview and somes a bag of rice, a bar of soap

or a pack of biscuits.

4.4 Conducting the research
Well aware of the harsh criticism from Third Wofthminists and other academics of

western social scientists doing research on sexadlers, | must admit that | felt
quite shy entering the field. | was also aware thatidea of ‘blending in with the
local people’ as a white woman in my thirties wasealistic. | crushed the romantic
idea of being able to become native in a foreigec@lmany years previously but
obviously | hoped | would be able to make goodniie in Karombo. Once there, it
doomed upon me: How do | go around asking strangeish personal questions as
about their experience of HIV, their sexual relatoand cultural practices? I
seriously considered changing the subject of rekedring the first few days and |

probably would have if | had not met my, now de#arid, Lifa.

| spent my first day in Karombo resting and readimghe house. Therefore it took
me by surprise to wake up early next morning td fingroup of young men sitting in
the garden waiting for me to wake up. They had ghvthandcrafted things they
wanted to sell me but when realizing | would noy lamything that day they happily
took their time to converse with me and they reduleame to visit me from that day
on. To my disappointment | found it harder to reaxtwvomen in the village. | walked
around the village for the first days, greeting rgibedy with the few words of

Chichewa | knew to people’s amusement (becaus@eolvéry odd pronunciation |
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later found out). But all attempts to converse witbmen failed. But on my 7th day

in Karombo, a woman my a@feappeared in the garden of my house. She introduced
herself as Lifa and suggested she should be mgl&tan and assistant. We got along
very well from the start even though | had doulttsu her being my translator since
she worked as a housekeeper for one of the Iceld6&IDA employee’s as well as
living in the village. | thought this might causeetinterviewees discomfort when
discussing intimate issues. Fortunately, Lifa iors§ minded, and she became my
invaluable assistant without me ever agreeing ftgna her role.

Lifa is born in Nchisi in the Central Region of Mali but came to Karombo village a
few years back, divorced with her two stia search for work. In her company | got
to know her friends and chat with them in the afb@ens and thanks to Lifa’s

undisputed social skills she managed to keep thiégsmoon conversations lively and
flowing despite how annoying it must have beentf@m sometimes to be around

this slowmzungd’.

With her assistance, we found six women from thiage who were willing to be
core participants in the research and we condumbedto three interviews with each
of them from February to June 2007. The intervievese transcribed and coded as
we went along, searching for themes to follow. Ehparticipants were found with
purposive strategy since we looked for women witleie backgrounds in terms of
age, marital status, education, ethnicity, conditiof health and family size
(Esterberg, 2002: 93). These interviews were sémctired, the topic was decided
but we did not follow formal questionnaires. Infahmterviews are considered to be
a good way to give the interviewees freedom to esprthemselves in their own
words and it gives the researcher an opportunitynderstand how individuals
construct and interpret their social surroundingstérberg, 2002). During the
interviews with the core participants, | realizbdttit was as if trying to clap with one

hand by only talking with women when defining gendelations and people’s

% Close to thirties.
26 And her third son was born in Karombo.
27 Chichewa word used for ‘white person’.
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perception of HIV in Karombo village. Therefore, werviewed five men from the

village. All in all we conducted 16 semi-structureaterviews with the core

participants, which lasted from half an hour upgwo hours and they normally took
place at the interviewee’s home in the afternodre ifiterviews were conducted both
in Chichewa and English but most commonly in a ofikoth languages.

Even though conscious of trying not to get stuckhe footsteps of a First World
intellectual interested in ‘the’ voice of ‘the’ G¢h as Spivak (2003 [1995]) sharply
puts it, by being aware of my social status and dbmplicated power relations
between me, the informants and Lifa, | had to amntfithe naiveté of some of my
guestions. One such incident came while talking &1 year old single mother of two
children. She was telling me what she had donemarass her former boyfriend.

After she had told me how well she had treated himsked:

I: What else can you do to please your boyfriend?
R: If you have got hair here [points to the puhiead the man will be happy,
and to touch some breast they will be happy aydufare having sex you can,

like, dance when you are under him. He can therf@ayohhh, this is a good

girl?’

Then she added with a surprise: ‘What about you@ don't like dancing?’ This
honest remark hit me in the face, when realizing/ umcomfortable 1 felt to talk
about my own sexual behaviour. | evaded the questo some time with laughter
and jokes before | was forced to reconsider mytual® of sharing personal
information. A few days later | was discussing aqgpice called eleven dwukuna
which means elongation of the lahw@nora with a married woman in her early
thirties when she suddenly asked me if | hadn’tedtie same? When | told her that |
hadn’t, she asked smiling slyly ‘Then, how can rika& you?’ After this experience,

I have related to Liselott’'s Dellenborg (2004: ZHcount of feeling embarrassed
when doing fieldwork in Senegal on female circunaoeis when facing women'’s

complaints of her never ending interest in theinayenitals.
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The subject of sexuality, sex and sexual relatgimsuld not be avoided by western
academic® but reflexivity is important as well as an opealdgue. | was astonished
how freely some women spoke to me about sexualensaind how many of them
enjoyed the conversations. | remember trying to emel interview by saying: ‘OK

now we have talked for a long time! | think we slibmeet again later if that is OK
with you’? But the woman responded: ‘No, it is AKt's go on, you don't feel the

time because the talk is so swéeétLifa’s part in making the situation comfortable

for all of us was crucial.

4.5 Focus group discussions
As well as personal interviews, we conducted twou$ogroup discussions with

people from the village. A focus group interview dssession where a group of
participants meet to discuss a given topic. Thith@ight to be a good way to get
people to share ideas and gives the researchdearabout people’s opinions (Laws,
2003: 299). This method is often used to captum@pleés normative attitude and
beliefs concerning HIV and AIDS (Castle, 2003: 14B)e participants in the focus
groups knew the discussion topic would be HIV, kmlithe personal in-depth
interviews where | did not ask directly about HIY AIDS. One group consisted of
five women from the age of 18 to 21 and the otheug of five men from 22 — 29
years old. A questionnaire was followed but moresfions added as we went along.
The discussions took place in Chichewa but the arswere translated to me in
English. In order not to interfere too much in tiiiscussion | tape-recorded the
session and it was translated to me after the ngeetihe final answers the group
came up with did not interest me as much as thatdslwithin the group behind the
answers. These two focus groups proved to be ssfat@sthe way Crang and Crook
(2007: 90) describe, since the groups discussidrindieed ‘provide forums for the

expression and discussion of the plurality of samet contradictory or competing

8| find Courney’s Smith (2008: 54-62) researchiiesting in this respect. With in-depth interviews i
Senegal and United States, she discussed fematalgentilation (which is common in Senegal) and
breast augmentation (which is common in the U.Srmitin Senegal). Her research demonstrates
clearly that what is considered to be sexuallyaative is dependent on the cultural context itvasi
from.

2 Sweet in the meaning, nice or having fun.
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views that individuals and groups hold’. The distoss of witchcraft, contraception

and traditional medicine turned out to be excepllyrfruitful.

4.6 Interviews at the MBCH
The health care system is very different from whatn used to from Iceland, so |

found it important to spend some time at the MBOHyét a feeling of the way in
which the hospital operates. | spent roughly tiweeks continuously at the hospital
in March 2007 and visited irregularly for the re$imy stay. Most of my time there, |
was involved with the VCT service and got to kndwe thealth staff who patiently
explained their tasks to me. | conducted two forpgkonal in-depth interviews with
VCT counsellors at the MBCH and eight interviewshwW/CT counsellors at other
clinics in the nearby area. These interviews tolaicgin English and were not tape
recorded. | took four interviews with patients wagtfor VCT service in MBCH with
the assistance of a translator. Countless valuetreersations about health care,
VCT'’s problems and advantages and HIV and AIDS tfolake with health care staff,
local and international and other development warkduring my research period.
Two formal interviews were also conducted wasing’angaor traditional African
doctors working in the area.

4.7 Academic texts and newspapers

This thesis is based on ethnographic data collaotédalawi but in order to put the
data into a wider context it is necessary to haveirsderstanding of what has been
written about the subject. Due to how much attentias been paid to HIV and AIDS
over the last decades, it has been relatively eaggcess articles on the subject. An
open access to large databases from the Natioddlaiversity library of Iceland has
been invaluable, since it has enabled me to downieaent articles written in the
field of medicine, anthropology, development stadand African studies without
financial cost.
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In order to familiarize myself with the nationalbdge in Malawi, | decided to read
daily the two main newspapershe Nationand Malawi News The idea sounded
simpler than it turned out to be. Since most peapkarombo village do not choose
to spend their limited cash on newspapers (artdréicy is quite high as well), | had
to buy the newspapers in Monkey Bay. As | did nottg the township every day, |
made a deal with a very friendly couple runningrak vending stall at the market.
They would collect a daily copy of both papers &edp for me. About once a week
or once every two weeks, | came to collect the mafrem the shop. Reading these
papers gave me a very useful insight onto Malavg@aciety concerning HIV and
AIDS, cultural practices, witchcraft, gender redas and development organizations,
and filed together in maps. In numerous occasithiese news clips gave me another
aspect of what had been discussed during the iatesvor enabled me to ask further

guestions of certain topics.

Two local boys were hanging around the house andamdemy partner thought it

might be interesting to give them a ‘project’ askamlish lady had given them some
months before, given them a camera to take phqtbgraf the village life. We gave

them some drawing material and they set of to thee& friends draw pictures of

their impression of HIV and AIDS. | did not analyee drawings as such but |
include some of them as illustrations in this thesi

4.8 Participant Observation

Alan Barnard (2002 [2000]) explains in his bddistory and Theory in Anthropology
how theories and ethnography merge into one ancemakolistic entity, since the
two are subjected to each other. Bronislaw Malitowsften called the father of
participant observation in anthropold§yencouraged anthropologist to ‘get off the
veranda’ and participant in the daily life of thebgects. Malinowski emphasised the

importance of being in close contact with the infants, learn the local language and

30 Although as been pointed out, Malinowski was hetpioneer of participant observation in the field
since Morgan, Boas and Radcliffe-Brown and othex$ ¢onducted fieldwork before him but
Malinowski has been given the credit for ‘elevatthg fieldwork method into theory' (Tedlock, 1991
84)
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stay for longer periods of time. To which extené thone anthropologist’ should
participate though has been much debated withirfighe of anthropology the last
decades. But | strongly agree with Malinowski's §29[1922]: 25) view of the
ethnographer’s role as to ‘grasp the native's pofnview, his relation to life, to

realize his vision of his world’.

There is no one way of doing fieldwork but it is wtimost importance to establish
good relations with the people, one is to spence timith. Some have described
ethnography as ‘deep hanging out’ which | find vappropriate since most of the
time | was just hanging around, chatting with diéiet people, waiting for something
unusual or eventful to happen, going between thage and Monkey Bay, with the

Tuesday second hand market as the highlight ofvirek, or just lazing around with
friends. However unscientific this may sound, Irfduhis to be a good way to get to
know people, and to get to participate up to a fpwirdaily life in Karombo. This

provided me with the opportunity to observe peaplehaviour in their daily life and

| find it not only a useful addition to the inteews but an indispensible part of the
research. Observing health staff at work at the \WGfiic also gave me a valuable
understanding of the VCT programme, its functidgalis well as the interaction

between health staff and attendants.

To follow the fashion, | have to end this by beadit self-reflexive. | did not truly

participate in the lives of the women of Karombastdyed in a very spacious hut
made of cement with high ceiling thatched roofatl lelectricity, running water and
other luxuries, that none of my informants or fderhad. | do not know the worries
the mothers | spoke to experience when their dahmildfall sick or when they

experience food shortage for longer times on my skin. The huge difference of
financial status between me and the women in Kamislperhaps the most obvious
difference but is not the only one. | entered ib&lfas a lone young woman, staying
on my own with no children (great many expresseid ttelief when my partner came
to stay with me although it still worried them thae were not formally married).

This way of life is alien to most rural women in leh&i. But in a very interesting and
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a pleasant way, | sometimes experienced magicalentsmmwhen the things that set

us apart did not matter but there was a beauttfohection of friendship.

4.9 Short sights of the research
Studies conducted with qualitative method do nt#rd to give representative results

for a wider area but if care is taken to use ardwesample, qualitative method can
give a reasonably good idea of prevailing discaumsdocal areas (Laws, 2003: 365).
This must be kept in mind since | do not intengjitee a normative view of how HIV
is perceived by Malawians but rather to give araidehow people respond locally to
this invasive disease and place this in a contegulbural practises and development
discourses.

Much more focus needs be paid to how the role afomaity influences the spread
of HIV in Malawi and in Karombo village. If and hothe threat of getting infected
with HIV has influenced the complex social reshgpih masculinity is an interesting
research focus. | would suggest that this resetmgic might be more suitable to a
male researcher.
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5. Contagious Culture?

5.1 Culture
In this chapter | discuss practices that may trainsttV. The list of practices |

present here may not make much sense to the iah&bivf Karombo, since they are
those defined by NAC, but | find it useful to adskehem jointly. They reflect certain
official views, sometimes misunderstandings, bwythave an effect in that they
provide a discursive framework for a discussiorcatural practices in general and,
importantly, suggest a particular definition of tcwé. The practices discussed here
take place in an ever changing social context amshymof them have become
transformed from one generation to another or lasmmdoned. Some may not have
existed at all. In short, the practices | presarthe following sections, are not static
phenomenona nor is each named practice necesasasilygle homogenous act. The
list is an approximation, by a centralized NAC, vithat is perceived as harmful

cultural practices in Malawi.

The much discussed concept of culture is a cenlraine of this chapter. The
definition of culture within anthropology has chadgover time. It is no longer
considered to be a holistic unit fixed in time, begarded as a dynamic process. The
concept does imply certain unity within a group latitthe same time this group
consists of individuals with contradictory meaningsd intentions (Haraldsdottir,
2002). In the anthropological sense, the conceptuttire can be understood as a
common historical framework that facilitates mensbenteraction and mutual
understanding. This is in line with Bourdieu’s (I97definition of ‘habitus’ a
concept | find useful in my discussion hele.the Malawian context culture can be
viewed as habitysas social reproduction of what is commonly agneedn. But this
agreement is only valid to certain extent. Peopgagtee, and a notion of culture
must therefore take into account different agenddfgring opinions and divergent
attitudes. In texts about HIV in Malawi, culture agsmmonly viewed as something
static, which requires to be altered, adjustednghd or even eliminated in order to
hinder HIV transmission. What is forgotten in thigetoric is that although cultural

values shape people’s understanding of life, indgd a script people adhere to
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uniformly. Each person moves within this commontual framework according to

his or her agency.

When discussing cultural practices in the contéxXarombo village it is necessary
to place the village in a historical context sinitas in some ways unusual for
Malawian villages. Many of those living in the @tle have not lived there for a long
time but have migrated from other parts of Malawisearch for work. Some stay
there for limited time and go back when they nogemfind work, while others have
moved to the village with their families and settiere. While Karombo village is
not an archetype of a ‘traditional’ Malawian villagt is not that unusual either.
Wage-based migration labour work has been practeed since colonial times and
with the relatively recent development of many «ing to engage in business
trading instead of agriculture farming, migratioithin Malawi has increased (Mtiki,
2007). Although Chewa people make up the majoriitthe inhabitants of Karombo,
there are many other ethnic groups living theravall, mainly Yao and Lomwe.
Unlike other neighbouring villages, there is notemtre of the village where those
who have lived for longest livbut Chewa culture is predominately practised in the
village and they are consider to be the ownershef village. Traditional Chewa
ceremonies take place there, such as girls’ ifotiatites, whereas Yao and Lomwe
families send their daughters to their ‘home vidlago attend their initiation
ceremonies. | think that views from Karombo villagan provide a valuable
contribution to the discussion of harmful traditbmpractices and HIV in Malawi in
that the village presents a particular discursipace where historically different

voices have come together and made an effort tstart a common ground.

5.2 Harmful Cultural Practices (HTP)

The National AIDS Committee in Malawi and otherioaal and international aid
agencies working in the field of HIV have identdiéharmful traditional practices’
(HTP) that should be ‘discouraged’ (NAC, 2003: Z@plawi’'s National HIV/AIDS
Strategic Framework from 2000 — 2004, placed ititastop priority to address

‘cultural values, beliefs and practices that predsg men and women, boys and girls
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to HIV infection’ (NAC, 1999). NAC (2003: 22) notedeven key practices, which
are important to address in this context:

Inheritance of a wife or husband

Practice ofFisi (hiring of a man for sex and conception)

Death rituals

Use of traditional herbs to induce labour

Insertation of herbs or plants in the vagina for skx
Performance of traditional circumcision under urieonditions
Male or female prostitution

Postpartum abstinence, which predisposes a mammoigcuity
Traditional treatment of genital warts and haemaids
Polygamy

Kuchotsa Fumb{sex without the consent after first menarcheridiation)

(NAC, 2003 22)

I will address each of these practices in this tdra@nd the following chapters. Most
of the HTPs mentioned above stem from sexual taladothe traditional Chewa
religion which can lead to diseases caliedulo or tsemphid. The Chewa religion
could best be described as a fertility cult sinedilfty, procreation and sexuality are

dominant factors in this worldview as Musopole (003) explains so well:

Sexuality is one of the most profound life forckshas the secret of life to the
point that even the growing of food, the fertiliby the land and an abundant
harvest depend on sexual rituals. It is so ple&deithat it must be indulged in
frequently except when it is prevented by a vergrgj and life threatening

taboos. It is an energizing force so that withoytteiople feel dead. It has links

31 Distinction betweemduluandtsemphaan be found in academic literature (Lwanda, 2@@4)my
informants did not make this distinction.
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with other forces in the cosmos. It links each afieus to past and future
generations. By it, our vital relationships wittetearth are renewed and, when
it is a taboo, then it secures the life of the camity from destruction and even
death.

Lwanda (2004) gives an interesting account of hiogv€hewa religion provided an
all-inclusive frame of being in the pre-colonial ldai or in his own words: it shaped
‘complex socially formative and normative constsjamyths, beliefs, rituals, and
taboos integrating religious, economic, politicahd cultural elements’ (Lwanda,
2004: 30). Van Bruegel, a Dutch born catholic griesnducted an extensive field
research of Chewa traditional religion system m1870’s and he explains how these
sexual taboos served as a supernatural sanctisiréagthen family bonds and
emphasise couples’ obligation to care for theiddekin. It is ironic in itself that
practices that stem from these sexual taboos ane aoninted as a factor of HIV
transmission since as noted by Lwanda (2004:n3dylo served as a prevention of
sexually transmitted diseases in the pre-colonialavi with its emphasis on family
integrity. Breaking these taboos by committing s#xmisconducts would inflict
illness mdulo or even death upon a third person, most commondy geople’s
children or other close relatives. Therefore, imappate sexual behaviour was

considered to be a crime against the whole commvein Breugel, 2001).

During my stay in Karombo, | discussediulowith several people. | didn’t get much
feedback in the first interviews but later realizbdt these taboos are calksémpho

in Karombo. When asking abotgempho people were willing to talk. Some older
people explained various taboos patiently to méenst were quick to close the
subject by stating thatsemphowas something that belonged to the people of
Nyasaland (former Malawi) and did not exist anymofeunger people often added
the sentence ‘but that only happens if you beli@vet’ when discussing the
consequences of breaking these taboos. What itderesis that some of those who
convincingly argue that these sexual taboos areimgiace in the contemporary

society at the same time defended other sexuab$sado my experience, certain
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sexual taboos affect young people’s understandingppropriate sexual behaviour
but at the same time these taboos can easily bdjusted when confronting new
circumstances. Other taboos are disregarded as steries, as Callista explains

when telling me abousempho

Tsemphds for example if you are not married and you gd &ave sex with
your boyfriend outside and then go home to the édafsyour mother. And
maybe she is not having sex. If you do that, yoath@ar can become sick. But

today nobody believes this.

5.3 Kuchotsa Fumbi / Fisi
Another practice NAC (2003: 22) lists as HTRighotsa fumbibutkuchotsa fumbi

is explained as ‘sex without the consent aftert firenarche for initiation’. This
conduct is calledafisi in Karombo, which translates as hyenas in Enghsd is
traditionally part of girls’ initiation rites ochinamwaleas it is called in Chichewa.
Chinamwaleis still held as an annual event in areas inhdlteChewa even though
the festival's scope has decreased. Van Bruegdrlj2@xplains the initiation rite
thoroughly in his bookChewa Traditional ReligianTraditionally, this festival would
endure five days and require the participation ostof the villagers. When a girl
had her first menarche she was considered to bsftraning from a girl to a woman.
This transformation would make the girl highly vetable so that she would have to
stay in isolation during her menses. Her vulneigbiwould make her highly
susceptible to catcimduloif any of her extended family members broke anyhef
sexual taboos. After her menses ended, she wouddtdepted back to the house, but
would continue to be in a vulnerable state untrhfally accepted as a grown up
woman after thechinamwale ceremony. During the five-day ceremony, much
emphasis was put on teaching girls about fertiiitys, the ancestors’ rulesydulo
and the appropriate behaviour of a woman. Accortiingan Bruegel (2001: 188), a
special ceremony calledfisi / kuchotsa fumbmarked the end of thehinamwale
whereby a girl's husband or a hired man had selx hwér during the last night. With

this act the man was imparting his strength tagine Van Bruegel remarked that this
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tradition was declining in the 1970’s, parents @asingly choosing to buy medicine
from theasing’angd” to strengthen their daughter.

This practice has received much media attentiondwade. BBC World (Siddle)
reported in 2004 that in Balaka District, south&talawi “Young girls, 10 or 11-
years-old, were taken off to a separate hut inraeroof the village, and visited by
several men who had sex with them during the cengmi followed the story that
these intercourses were conducted without conttaeepnd against the girls’ will.
Initiation ceremonies in Malawi even gained mediterdgion in Iceland. In a

newspaper interview with a former employee of ICE]De stated that:

There is hidden sexual violence committed by afidki of men, under the
disguise of witchcraft and culture, which cannotrebe retold.’ Eréttabladid
4th of November 2007).

A few days later the same person was asked inia prdgramme if girls in Malawi
are being raped during this particular ceremonwhah he replied:

R: Yes, it is known. People prefer not to talk abibuNobody denies it when
asked, but yes it is known that girls are practjcedped three times to initiate
them to the society® (Linda Bléndal, 5th of November 2007*)[Emphasis
mine.]

The girls and older women | talked to in Karombd diot relate such a dramatic
experience from the initiation ceremony they haerbérough. When asked to

elaborate on their initiation, most marked the hagig of this event on the day they

32 Traditional doctor.

33 Vismeelandi: ‘J4, er sem sagt pekkt, folk vill ekixia mikid um pad. Enginn neitar pvi pegar madur
spyr en pad er sem sagt pekkt ad par er ungumustibeinlinis naudgad prisvar sinnum til pess ad
vigja peer inn i samfélagio’.

* This story is re-counted in an interview with teere employee iffréttabladig 27" of July 2007
(Icelandic Newspaper).
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had their first menstruation. When ‘seeing the Hidor the first timé®>, they advised

a neighbour or their grandmother. It varied how Imtltese older women talked to

the girls but the following August or Septembet,the girls who had gotten their

menses during the year would be summed up for sedueation’, also provided by

an older woman. The answers | got were quite colhered Joyce’s answer sums it

up:

I: What can you tell me about girls’ initiation?

R: She is callediankungwi who is like a big woman with respect in the \gka
When the girls go to the big woman of the village, go together, the girls in
the village who are around 12 - 14 years. The bignan tells us not to have
sex, no playing with boys because of pregnancybaeduse of the virus [HIV].
She teaches us about the period and how to tiecliihd [while having

menstruation] because it is not good for the mesetoyour blood.

Others, recounted stories of how they had beenadeéd@t the same time in courtesy

and good manners:

R: They are teaching us to respect people. Likeeifsee older people carrying
something we go there and help. And if you seeetieesomething wrong with
someone, you should not laugh. And they tell usta@o through our mothers’
bedroom without notice. That is all.

I: So what do they teach you about being a womak& how to treat your
husband and such?

R: So when the big woman of the village is talksinge says that if you see your
husband coming, it is better to welcome your hudkerd take his bag and say
‘welcome my husband’. | don’t know what more thegres saying because |

was just a small girl. (Respondent a 22 year old g

% Girls who | spoke to of Yao tribe, had been senthieir ‘home village’ the village their parents’
were born, to go through the ceremony. | do nduihe them in this account since it did not takecpla
in Karombo.
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Although my informants hadn’t experienced tifesi part of the initiation ceremony
themselves, the term was not unknown to them. Tenger girls | spoke to had
learned abougfisi at school while older women had been told aboutyittheir
parents. While asked what was the purpose ofafls | was told that it had been
done to teach the girls not be afraid of sex. Todag end of thehinamwalein
Karombo is marked by parents going to the chiefside and paying him some
money now that the ‘girl in his village has growp’.uHowever, as Lwanda (2004)
points out, traditional cultural practices vary swolerably between Malawian
localities, in his opinion due to the fact thatiteonal practices were hidden from the
‘colonial gaze’ and therefore were preserved téetgiht degrees between villages.
Even though I did not encounter the practiceafi$i in Karombo or neighbouring
villages, it could still be found in other areadtek extensive reading on the subject, |
have found one source claimirgdisi to be practised in Dedza District, in Central
Malawi (Munthaliet al, 2004: 13).

When asked if they had heard abafisi, a first reaction of many was to tell me of
another practice callefisi®®, which NAC (1999) explains as ‘hiring of a man &x
and conception’. Great importance is attached talifg and having children in
Malawi and being barren is considered to be a gleatne or even a curse (Musupole
(2006: 14). The barren person or the couple becansebject of much speculation of
others and this can cause much stress within theaga. It is known that women
look for men in secrecy to attempt conception & thusbands are infertile, as the

following excerpt shows:

I: What aboufisi? What do you know about that?

R: It is about that maybe you as a woman haveeadriJust a friend and maybe
you come to him and say ‘ahh’ — asking a friendjitee you pregnancy if your
husband can not do it. It is not good because @fvttus [HIV] but you don’t
like to be without children so sometimes it is gdoddo this. It has to be a

secret and get the friend from another place becatierwise everybody will

% Afisiis plural andisi singular for hyena.
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know about it. In the village everybody talk sotive end the husband doesn’t
like that baby. Maybe the friend tells one persod the one person another one

and in the end everybody knows it!

It seems to be hard to continue a childless marrfaga long time (Chimbiri, 2007).

It is not only the couples’ preoccupation but tieaded family often puts on much
pressure if a child has not been conceived withieasonable time. A young woman
I interviewed had given up hope of ever getting nedr again after her divorce. |

didn’t pay much attention to this during the iniew but later asked my assistant
why this young woman had been so pessimistic afinding a new husband. She
simply replied ‘because she is barren’. Apparentigy infertility had caused her
husband to apply for a divorce and my assistamdat highly unlikely she would

find a husband who didn’t mind her infertility. Bhiexplanation resonates with
Musopolo’s (2006: 14) argument, saying that justres would not waste time on
ploughing barren land, they would not waste timeaobarren woman but rather
search for a more productive one. Even strong aged can break if they are not
able to produce children. | was very surprised whearing of the divorce of a good
friend of mine, who | thought was in a particulaggod marriage. He told me that he
had impregnated a neighbouring woman and was nowngan with her. | asked

him how this had happened and he frankly told na¢ ie still loved his wife who is

barren, but that he just could not take the jokes$ assaults from friends and family

anymore and had decided to prove to them all thatds ‘a real man’.
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I was uniformly told of the importance of respegtipostpartum abstinence and even
though people did not agree on the duration, thwegix months seemed normal to
all. Nobody | spoke to mentioneademphaspecifically when explaining postpartum
abstinence but the prevailing explanations | gos wat postpartum blood was
poisonous if it came into contact with men. Whenihg longer conversations about
the topic, | was told how powerful fluids bloodnsen and breast milk are. Blood is
thought to be exchanged through sexual intercoamskeshould either of the parent
‘exchange blood’ with a third person and then haegual intercourse with the
spouse, this would not only contaminate the spousesd but also the breast milk
which would become spoiled. Being faithful to ong@artner during this period is
therefore highly important to protect the child'salth. A traditional birth attendant

gave me this thorough explanation:

I: Can you explain postpartum abstinence to me?

R: It is about 8 months, if you start at eight nimninaybe you can stop having
sex with your husband.

I: Ohh, while you are pregnant?

R: Yes.

I: What about after giving birth?

R: Because we stop sleeping with your husband giit enonth it is like
suffering, suffering before giving birth, so itassuffering month. So then you
can wait for 5 months after you have the baby,t$® 6 months with no sex.
After that you can take your baby and have therlggemwana. Now you can
take your baby. It is like when you take your husband your baby in the
month of six and then you can sleep with your hodb& ou take your baby
here [holding it in your arm] and you the womenepiag here [lying down]
and the husband coming here [on top of the wonsmnyyith this man you can
carry the baby and start making the sex. Afterygaxdon’t have to do it again
until tomorrow and then you can sleep well with yokusband. You
understand?

I: Yes, but why is it not good to have sex in thatim month?
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R: The eight month the baby can turn around indfeenach and maybe the
man can make mistake and pfff [crashing sound]ranthe head of the baby.

I: But why should you not have sex after the bitiRy is it not good?

R: There is a poison in the stomach of the womahithwhy you have to wait
for it to clean out.

I: Do many women complain of their husbands lookimigother women while
they are waiting for thkutenga mwara

R: There are different people, the man likes hig Wwut he has been waiting for
five months and he goes and talk to the mothersathg ‘ooohhh I'm tired, |
just waiting waiting and now I'm tired.” Then theoman can take the penis and
put it here [between the thighs] and then evergisgnok, and the man is happy
in the body [laughter].

I: So women are not complaining to you about thme&n looking for sex
somewhere else?

R: To control the husband you have to do this arakamlike masturbation
[more lauging].

I: So this is the advice you give to women?

R: Ehhhh, yes, yes. Because I'm a TBA [traditiomah attendant] the woman
are coming here so | tell them to do this to keep husband from running

away.

Semen is thought to be essential for the foetugrdav and sex during pregnancy is

strongly recommended as Joyce explains to me:

I: What about having sex while you are pregnant?
R: That is very good. It gives the baby good spgrawim in. You can have
sex until the eight month. If you have sex aftettthe baby will be born with

sperm on its’ head and the midwife will not be hapgith you.

Should either of the parents break the familiestyuby having sexual relations with

a third party the breast milk would damage and becaangerous for the child’s

consumption.
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I: So do you think most husbands can wait theseohtins without sex or do
they look for another woman?

R: Some men can wait, others not. If a man sleeffsamother woman who is
not the mother of the baby and then goes home asddx with his wife while
she is still breastfeeding, the baby gets very.dickhe mother has sex with
other men while she is giving the baby breast thbybwill have diarrhoea

because of the mixing blood. It is not good ang/Emgerous.

Not all women | interviewed took this seriously.yAung woman, who had been in a
relationship with a man who had repeatedly beeithilil to her during and after
her pregnancy, did not worry about this. She hageeted the postpartum abstinence
for several months but was aware of her husbaniféérsa when resuming sexual
intercourse and still breastfeeding. | asked hehé& had heard that a baby might get
sick if there is ‘mixing blood’ with another womavhile the mother is breastfeeding,

she replied:

R: It is a lie! | can say that, if you believe thiscan happen but if you don'’t
believe it nothing will happen, and the baby is soffering. And | don't
believe in it.

I: So you didn’t worry about your child?

R: No, | never noticed anything wrong with her.

The cultural meaning of postpartum abstinence Hzsnged over time and is
constantly re-invented and re-adjusted to one’siaBins. The importance of
respecting sexual taboos has diminished from bedock only the parents’ sexual
actions are thought to be able to harm the childl niot the actions of any member of
the extended family as described by van Bruegdd{205emen and blood are vital to
child’s health but should either of the parent haweaffair, and by doing so, break
traditional sexual taboos, it can cause harm takhle. During pregnancy, the foetus
gets its’ nutrition from the mother but the semerequally important, signifying the
importance of parenthood. Care must be taken teepre the breast milk and the

blood of the mother from contamination of a thietgon. This ideology of health and
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illness complies with ideas of how to avoid HIVeofion. Given the universal idea in
Malawi that men cannot live without sex for lontné, women deploy a self-evident
way to keep their husbands. It is perhaps chaiatiteof HIV policy makers’ lack of

imagination that they worry too much about thiscpicze.

5.5 Menstruation blood

As described above, postpartum blood is thouglietdighly poisonous to men and
so is the blood of menstruation. Van Bruegel (208gounts how menstruating
women were thought to be in a dangerously ‘hotestend had to avoid close contact
with their husbands during their menses. They shsldep on a separate mat away
from their husband and could not put salt in theiligs food since this could pass on
the dangerous hotness to its members. | was teldttiday it was unnecessary to
sleep on a different mat when menstruating bugeatbial relations should be avoided.
Zulu (2001) found this idea to be prevailing in thieole of Malawi. | asked Callista

what she thought of having sex during menstruation:

No sex then. If you do the husband will get siclk \ll become thin, pain in
the back, long hands and no water or salt in thiiy bld happens if your blood
goes in your husband’s body through his peniss hat good for the women

either because she will have pain in the stomach.

When asking men what their thoughts were on meatstru blood, they shared the
women’s opinion; contact with the blood should keided at all costs. Bofomo, who
is 27 years old, told me the disease caused bytmatisn blood, was curable if

seeking medical help timely:

If it is your wife, you can’t use a condom becaiise your wife. So if the girl
has the period and you want to have sex and yothgdhing in your stomach
S0 you have to go to the hospital and tell thentr@ay that you had sex with
your wife and she was having the period and now aaminot feeling well.
Then they give you medicine to drink to have thev@oagain. Then it cleans

your body and everything will be ok.
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In terms of HIV infection risk, it is positive tonat sexual relations during the
menstruation period, as some studies have showeased vulnerability among
women to infection during the menses (Kalichman &ichbayi, 2004). It is

interesting that it is common to speak of the HIVWus as a beast living in the
person’s blood and those diagnosed with AIDS atenofeferred to as having ‘bad
blood’. The above quotations are interesting inwgs in which they relate to the
HIV discourse in the village; as people with ‘bdddd’ often become thin, powerless
and without essential ‘water and salt’ in their iesdwhen HIV infected; they can

seek treatment if being honest and going to theitads

5.6 Culturally Constructed Sexuality

Female sexual pleasure has received much acadeteiest. While some view
sexual pleasure in terms of biological and anatahmesponses others maintain that
sexuality is culturally constructed (Caplan, 1987at Caplan (1987) convincingly
asserts that by looking at sexuality in a histdraantext, one can detect that sexual
pleasure, longings and acts are highly conditiofsd its socio and cultural
surrounding. The public discourse in the West ofdke sexual pleasure in other parts
of the world appears to be quite intolerant of séxaractices unknown in the West.
‘Dry sex’ practiced in Malawi and neighbouring cties’’, has received
considerable negative attention in relation to AID&ut the practice is well
documented in Zambia and Mozambique (Dover 200ys&st 2001; Bagnol and
Mariano, 2008). Dry sex refers to the practice ofiry and tightening the vagina
before intercourse. This is accomplished throughioua methods such as by
inserting herbal medicine into the vagina or bystoning it orally. Women can also
wash with water, introduce certain leaves or stantsthe vagina or apply Vick’s
ointment internally before coitus. This is doneetdhance sexual pleasure through the
creation of a ‘hot and tight vagina’ producing e&sed friction during intercourse
(Bagnol and Mariano, 2008; Dover, 2001: 85). Paové& (2001: 85) gives an

37 According to Kitts and Roberts (1996: 73) dry segreferred in Zimbabwe, Zambia, Malawi,
Mozambique, Cameroon, Kenya, Ghana, Costa Rica,ifdcam Republic, Haiti and Saudi Arabia.
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interesting account of how the desire for dry semomg the Chiawa in south east
Zambia, is in accordance to locally based ideasntdnymous meanings of hot/cold

and dry/wet which are grounded in the perceptiothefbody, health and procreation.

Dry sex has been labelled ‘harmful traditional piae in the HIV discourse since
too much friction can cause vaginal wounds, andefbee make women more
vulnerable to HIV infections. Further, dry sex @so cause condoms to break (Card
et al 2007: 313). Birgitte Bagnol and Esmeraldailtay (2008) explored local ideas
of dry sex with in-depth interviews in the Tete tdid of Mozambique. Their
ethnographic data is exceptionally rich and infdimeaand suggests that dry sex is
prevalent in the area. According to them, women these vaginal substances
without their partners’ knowledge and it is consetbmainly as ‘women’s matter’ as
they secretly ‘prepare’ their vagina to ‘taste stveBagnol and Mariano, (2008)
noted that uses of vaginal substances were chamyiegthe years, and instead of
herbal remedies, increased usage of chemicals Wsasne@d. The majority of the
women had positive experience of these substangbde some women using

chemicals complained of unpleasant side effects.

Eager to explore this subject in Malawi, | had ppa@ntment with the manager of the
Light House, which is one of the first VCT and ARMlinics in Lilongwe, during
my first week in the country. The manager informeel that dry sex was preferred by
most Malawians and this custom facilitated HIV ctfen. He further claimed that it
is difficult to discuss the matter openly at VCTntes since the herbs used are
obtained from traditional doctors. In Karombo, dex is well known but unlike the
women in Tete (Bagnol and Mariano, 2008) the worhepoke to did not admit
using any substances themselves. | was often haldwwomen who needed to go to
thesing’angato get herbs to dry their vagina had a ‘problercdose their blood and
their partner’s blood did not go well together’.tms case, it was argued necessary to
go and get medicine, since the sperm would nothibe ta ‘swim against the water’

and conception would be impossible. This was howew@ viewed as a grave
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problem since it was easy to cure. A traditionattdoin the village explained to me

how to make this remedy:

It is very easy. One day you want to try it? Yoalsmaize, but first you pound
it. Aha! So you want to be a doctor! African dodttmelandic African doctor!
Good, very good....So you take off the grain itsell oak it in water and let it
be sour. Then you drink it for three days and s¥omu drink it three times a
day for two days and then it will be OK. As simpkethat!

None of the women | spoke to acknowledged soampestor other ointments being
used for the purpose of drying their vagina. Mylifeeis that women in Karombo do
not use vaginal drying substances to enhance sgleasure on regular basis but
look to asing’angain case of any discomfort in the vaginal &fesSince few

gualitative or ethnographic studies have concesdrain the subject, there is no

comprehensive knowledge of this practice.

When denying the use of drying substances the topiother magical powders
frequently was brought up. In Monkey Bay, a frierfdnine spoke freely of different
vaginal substances she sometimes got sent from iZanfbhe particularly
recommended one, which were white little stoneswallow that ‘make your body
really hot and tight’ but despite all efforts weudd not find it over the four months
we searched for it. But | had the opportunity te,send taste, two types of other
magic powders, also taken orally. When showing rofniends in Karombo this
remedy, it created a lot of excitement and theyevesger to get some for themselves.
From what | was told, | was very lucky to come bg fpowder which ‘makes love
making more pleasurable’. | didn’t experience tpecsfic effects it was suppose to
have on the body, | must be too insensitive to fieeldifference. The love poison |
got on the local market at Monkey Baylid not gain me the same admiration from

the women in Karombo since it is very easy to abthiove poison as the name

38 My feeling is further supported by a study coneddby Dallabettat al (1995) which shows that

one third of the participants used intravaginardg for vaginal discharge and itching.

39 will never forget the laughter it created amaregrby saleswoman and others passing by when |
bought the love poison. This incident was not gdsilgotten and | was offered to by some more every
time | went to the market after this with approfitaughter and jokes.
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implies is a sweet powder, taken orally in orderrtpress one’s lover as a lady

explains to me:

There is also a drink you can take, it is like sugad if the man comes and
makes sex with you, he will say ‘I will never ledayydown, you are sweetened!

Because of the medicine!

In order for the poison to be fully effective itimmportant to take it in discretion of
the lover. | did not detect any doubt among the @wrabout its impact and even
when a friend of mine in Monkey Bay was in the disntageous situation of
hearing her lover and former boyfriend were in taatrthe same time, she relied on
the effects of the love poison on her present lovecase of trouble, saying ‘he will
love me too much’. Even though | don’t know thergdjents of love poison | do

doubt that it facilitates the contracting of HIV.

5.7 Sexually desirable bodies
Another practice, which has been labelled a ‘harmvaditional practice’ in the

international community, is female genital mutitetti(FGM) in connection to HIV.
World Health Organization defines female genitaltifation®® (Type 4) as all
‘procedures that intentionally alter or injure fdengenital organs for non-medical
reasons’ (WHO, n.d). Little is known of FGM in Mala although it has hit the
headlines of international press from time to timmre as a ‘rumor’ and cultural
practice embedded in secrecy (Jamieson, 2006;&id804). In Mangochi District a
form of FGM is practiced which is locally calld€ukunabut clinically known as
‘elongation of labiaminora’ (Bagnol and Mariano, 2008). This tradition is related
to traditional sexual taboos that | know of, bufdand among various ethnic groups

in Mozambique, South Africa, Tanzania, Uganda anchbdbwe (Bagnol and

“? The conceptemale genital mutilatiohas been strongly criticized for being too valen, and it
has been pointed out tifemale genital modificatiowould be more neutral term (Koster and Price,
2008). Dennistoret al (2008:86) are of the opinion that WHO needs toarsider their four groups of
FGM. Group 1 — 3 consist of procedures where dafteouter female genitalia or all of it is
removed. Group 4 consists ofOther: all other harmful procedures to the fematmigalia for non-
medical purposes, e.g. pricking, piercing, incisiagraping and cauterizing the genital ar@&HO,
n.d). Dennistoret al (2008), argue that group 4 needs to be defined mccurately.
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Mariano, 2008). Denniston et al (2008: 84-94) satio 2004 to Mangochi District to
explore ‘aspects concerning health and sexualitgdnnection with labianinora
stretching’. Although they view this cultural preet in general in a positive light,
they conclude that it might be a culprit of HIV epd since it encourages sexual
promiscuity among young girls. Brigitte Bagnol aasimeralda Mariano (2008) who
are members of a WHO multi-country research prog@cttGender, Sexuality and
Vaginal Practice®, are of the opinion that elongation of the latBanbw under
scrutiny because of desperate measures to finasameor high HIV rate in the area.
This practice is very common in Karombo and is fibamong girls of all tribes. The
women were not shy to talk aboktikunaopenly and it seems to me that they
actually rather enjoyed talking about it and it les@ a lot of laughter. Usually, the
girls had learned of this practice from peers deekister. They had either gone to
the bush together with age mates or with friendghe dormitory of their boarding
schools, carrying medicine from tlsng’angaand some cooking oil. Unlike what
was reported to Dennistaat al (2008), the girls in Karombo do not pull their vz
lips themselves, but rather do it to each othereloounting these experiences, most
of the women described this as a positive thinghust have shown some signs of
disbelief since they were eager to explain to necbidnefits of enlarged labminora

| was told, among other things, that elongatedalabade it ‘simple to give birth to
the baby’, ‘if the penis is entering it is not easyget out because the vagina is
holding the penis’, ‘your husband can play witlaitd be happy’ and ‘it is better to
have sex, then I'm a beautiful girl to the man’. &dhasked if it caused any
discomfort the answer was simple; ‘you can everatlaot on it and keep it inside

you!’

Hilber et al (2007), worry that little is known about the trigoinal medicine, women

apply to the genitalia while pulling them and thesgible harmful effects it can

“I Their ethnographic data was collected in Tete ifm@vin Mosambique which borders Malawi in the
South.
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havé?. They are concerned that it might disrupt the rstbalance of genital mucosa
and therefore make women more vulnerable to HI¥anbn. In Rwanda, Koster and
Price (2008) identified two traditional herbs tHatal women use for the same
purpose and both of these herbs were found to befio&al compounds. Research on

this in Malawi would be worthy of note.

It is interesting that none of my informants men&d that elonged labiminora
enhanced their own sexual pleasure, but ratherrnt@dhat it made their husbands
happy to ‘play with it’. Studies from neighbourieguntries have concluded that this
practice is done to enhance both partners’ plea@wster and Price 2008; Bagnol
and Mariano, 2008). In Mozambique (Bagnol and Mwaja2008) as in Malawi
(Undie et al, 2007) the metaphor of a ‘door’ iseoftused for the elongated vaginal
labia. It was explained to these anthropologisés ghsexual partner could not come
in through these doors without ‘opening’ them firstdicating the importance of

foreplay before penetration.

It is obvious that this practice is done in relatto sexual activity. Dennistogt al’s
(2008) concerns thdtukunamight encourage girls to initiate sex sooner migéat
correct, even though | did not encounter any suppiathis. | am rather in agreement
with Bagnol and Mariano (2008: 42) who argue tha tradition is rather an
indication of how girls form a ‘secret society’ Wwittheir age group and is an

expression of power over their own bodies and Hoay manipulate sexuality.

5.8 Widow Inheritance and Death Rites
Malawi News(Munlo, 2F' to 27" of April 2007: 7) published an article, discussing

Chokoloor widow inheritance. The article starts by trgcanyoung man’s complaints
of being forced by his extended family to marry thech older wife of his diseased

brother. He does not like the idea of taking helniassecond wife and finds it of little

21t is interesting that the lengthening of the #aminora causes such an alarm as it is becoming quite
common in western countries that women have lah&ipl removal of a part of the labminora
performed as cosmetic surgery (Pétursdéttif, dlOctober 2009).

i



amends to inherit his brothers’ property. Widowdritance or levirate marriage, is
mainly practiced among patrilineal groups wherehvidow is ‘inherited’ by either a
brother or a nephew of the deceased. Such marriaitess provide widows with
social and financial security. Women belonging tatnifineal groups traditionally
have access to agricultural lands for their prowvisiand therefore often have
economic means (Bruun, 2006). Levirate marriageswadely known among the Luo
people in Kenya, Uganda, Tanzania and Sudan butafeademic sources can be
found of the practice in Malawi. Some suggest thactice to be known in the
Northern region of the country, but sources diferamong which ethnic groups they
occur (Munlo, 28 to 26" of January 2007; Okeyo and Allan, 1994; Gwako, 8199
Bruun, 2006).

A recent study by Reniers and Tfaily (2008: 12)wesdhat ‘levirate or widow
inheritance is probably not very important in Maialut unfortunately no questions
of levirate marriages were included in the housghséction of theMalawi
Demographic and Health Survey 2004 .the newspaper article cited above, lawyers
and priests are asked to comment on the prevalehtgs practice. All are rather
sceptic of its existence, but do not exclude thespility thatchokolois practiced in
secrecy in some places in Malawi. The commentatiais point out that it is unlikely
that this would be done without the widow goingffifor a HIV test saying: ‘No one
wants to marry the widow if the cause of deathnknown. People are more cautious
of diseases like HIV/Aids now’ (Munlo, 3to 26" of January 2007: 7).

My informants in Malawi were not unfamiliar witthokoloalthough all claimed it
was not practised anymore in the nearby area lttdther’ people did it. It remains

unclear who these others are:

R: Well there are some tribes who do that but Hpha, no, no. There is the....
Katonga? Yes, they do that, they live way up in ¢bentry, near Tanzania.

(Respondent an older man.)
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I: I thought that [widow inheritance] was part betMalawian culture...?
R: There is no tradition about widow, it is jusethumbuka people who do
that. (Respondent a young woman.)

A closely related custom ofhokolais widow cleansing, known akupita kufa
whereby a widow is cleansed of her husbands’ spyithaving sexual intercourse
with a hired man. According to Karombo's elderss ttustom was never practised in
the area. Although commonly cited as a HTP in cotioe with HIV, especially in
international newspapers, there is no evidencéisfdtill being practiced anywhere
in Malawi. Widow cleansing is commonly listed abl@P in Malawi but the practice
is never further explained (Rankin et al, 2009; faaitere, 2005; Reniers and Tfaily,
2008; Mfutso-Bengo, 2009; Kondowe, 1999). It wobkl very informative to carry
out further research on widow inheritance and widtsansing in Malawi in order to

estimate to which extent these practices influgheespread of HIV.

5.9 Summary

In the beginning of this thesis, | wondered wheth&ras possible to detect ‘colonial
continuities in western scientific discourse ofis@iky and AIDS in Africa’ (Arnfred,
2004: 10). I find this an appropriate question sk & the context of the much
discussed harmful traditional practices. It is mgerstanding that some of the taboos
mentioned above influence people’s perception gr@miate sexual behaviour, but
that these same taboos can easily be adjusted pdogile are confronted with novel
circumstances. It is frequently seen in HIV polggpers, that cultural factors are
blamed when discussing the spread of AIDS in suiafa Africa. Crewe and
Harrison (2005) discuss the tendency of Westerensists to view culture and
customs in the more impoverished countries asréfftefrom their own. Traditional
culture and customs are readily presumed to be gem and unchangeable
phenomena since time immemorial and prevent pooplpefrom addressing their
problems properly and acquire modern knowledges thus implied that culture has
a stronger grip on inhabitants in poorer counttiem in affluent ones. But culture

and cultural practices are not immutable phenonpassed on, from generation to
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generation, through the centuries. Neither in Adniccountries nor elsewhere. The
people | spoke to in a Karombo often looked at maurprise when | kept asking
them to explain widow cleansing rites to me and hbw/fisi part of chinamwale

ceremony was conducted. Without exception theyddo&kt me in wonderment and

asked, ‘Don't you know about HIV/?

3 Part of the text in chapter 5.9 was publishe@mDevelopmentPétursdattir, 2008).
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6. Girls and gifts

6.1 Risk factors

In the UNAIDS Global Report{2008: 39-40) it is stated that the HIV epidemic
appears to have stabilized in Malawi ‘amid somealence of favourable behaviour
changes’ although stark difference of HIV infectiate between girls and boys of 15
- 24 years of age are still noted; girls being wang by the epidemic. According to
MDICP* 3.71 per cent of young women are thought to be kPgcted while 1.58
per cent of young men (Watkins, Forthcoming). Vasicocial norms are accounted
for girls’ vulnerability to HIV infections but ‘pmarily harmful gender norms’
whereby girls do not have control of their sexuadliles because of low economic and
social status (UNAIDS, 2008: 67; Gupta, 2002).his thapter | will address some of
these gender norms considered to trigger girlshexdbility such as girls’ lack of
sexual education, inability to negotiate condom ugergenerational sex or so called
sugar daddy phenomena whereby girls seek to hawelseelationships with older
men for economical advances. A closely relatedudision of intergenerational sex is
of girls being forced to practice ‘survival sex’ g&x for basic survival needs. In order
to explore these phenomena | find it appropriate ctompare this common
understanding of girls’ vulnerability to what giries Karombo village consider
appropriate sexual behaviour, which are the patbwiagt lead to marital unions and

lastly how they respond to increased danger ofrggimfected with the HIV virus.

6.2 Gendered Spaces
When walking around Karombo village, one realizagk]y that there exist clearly

defined gender roles and it is noteworthy to ses bpace is gender divided. Men
tend to group together on the beach in their fiew,t preparing their boat before
fishing in the afternoons, repairing fishing netssdting under the shade of trees,
listening to the radio, playingawoand chatting. Women however are more visible in
the surroundings of their homes, either workinghalor chatting with neighbouring
women. When on the beach in the afternoons, wormaoggther in groups to wash

clothes in the lake, with shrieking children playiby their sides. Appropriate gender

4 Malawi Diffusion and Ideational Change Project.
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roles are taught at home and are practiced fromaaly age. A friend of mine who
has three sons often complained of how much herwibuld be easier if she had a
daughter as well to help her with the house chdresead of sending her oldest son

to the beach to wash the plates, she paid a neiginigogirl to help her.

Children, boys and girls playgdil =8
together in their free time. This
changes during their adolescelbl
years. As discussed previously
girls go through thechinamwale
initiation ceremony after having:
their first menstruation, which
marks  their  entrance  intg

womanhood. After this ceremony

boys and girls are told not to plaFigure 4: Common sight, proud girls

. ing f for their fri in th
together and the children now act preparing food for their friends in the
afternoon.
separate gender spheres — at least

publicly.

In contrast to being taught not to be afraid of aex was explained was the purpose
of fisi, the phrase ‘they told me not to play with boygirls’ respectively, was
frequently brought up when discussing adolesceatsyeCurious of that phrase, | was
told that they had been given this instruction void pregnancy and HIV infection.
Grace, a 20 year old, a single mother of two chitdexplained this to me with these

words:

I: So did your mother explain sex to you when yad lgour first period?
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R: No [laughing]. My mother is not talking aboutxsgust told me not to play
with boys and take care of myself. | just hearttam my friends that sex is
good, at school. They told me to try it.

I: So when you were smaller did you play with boy3...

R: No!

I: So you had no relations?

R: No!

My translator cuts in: Yes you did! [laughing]

R: Yes, | did [laughing too]

I: So then you were not afraid of getting pregnant?

R: No because | didn’t know!

6.3 Sexual Education
Geeta Rao Gupta wrote an article in BidJ (2002) called ‘How men’s power over

women fuel the HIV epidemic’. In this article shates that:

[...] the power imbalance in heterosexual interactid®ads to a culture of
silence that surrounds women's sexualitys restricts women's access to
information about their bodiesd about sex, which in turn contributes to their

inability toprotect themselves from HIV infection.

In the excerpt above, Grace claims that she wasvaneaof the risk of becoming
pregnant when having sexual relationships durirrgaldelescent’s years. She insists
that she had not received sexual education frommueher but had been encouraged
to try sex by her friends at school. It is hardetib if Grace, really did not know that
sexual intercourse can lead to conception or ifwag replying to the question half
heartedly. Should we take Grace’s answer literdllgonforms with Geeta’s (2002)
worries that girls ignorance of sexual matters leadHIV transmission in Malawi.
But there are conflicting discourses about the s&iteof formal sexual education for
Malawian youth. Chi-Chi Undie, Chrichton and ZuB0Q7) explored young people’s
conceptualizations of sex in Malawi by conductingven focus group discussions
around the country. They conclude that there issednfor comprehensive sexual
education in schools. According to Undie al (2007: 2), only 22 — 34 per cent of
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girls aged 12 — 14 received any education aboutasekfamily planning. In their

opinion, it is essential that the youth receive poehensive knowledge of sex at
schools in order for other interventions, such d¥ Hwareness campaigns, to be
effective. In personal communication, Mrs. Banathp works for the Department of
Women and Development in Mangochi District, expeessoncerns about the way in
which parents and other adults shy away from haviogest talks about sexuality
with young people. Mrs. Banda is of the opiniont tiee common phrase ‘don’t play
with girls / boys’ only makes young people moreiaus of exploring this forbidden

area.

Others, strongly disagree with this view. Olderomfants commonly complained
about the youth, accusing them of being ‘too loasd moving to much around’
(having too many sexual partners) and for disrdggrdexual taboos they had grown
up with themselves. One of the older informantd tok that as a young man, he had
been threatened that if he had sex before marriagéy his parents would
immediately die. According to him, he hadn’t datechave sex because of this fear,
and finished our conversations by stating ‘nowaddiie young people just do
whatever they feel like, that is why we have thig problem of AIDS’. Agnes
Chimbiri (2007: 1112) reports similar worries ofdet people in Balaka District,
whereby elders find the youth to have no moral @igpon towards sexual
relationships, which they commence as easily agifiguand drinking a bottle of
Coke’. Others are of the opinion that easy acaesgxual education is destructive. In
the Malawian newspaperhe Nation (Nyirenda, 2007: 13), a group of rural people
expressed their concerns, stating that high pregneate among school girls in the
area was due to sexual education being taughtabks; claiming: ‘This is one of the
negative impacting things on the education of giflsey have been introduced to

sexual education very early’.

Should the youth of Malawi receive a comprehensieual education at school, or
be informed by parents and other relatives or shthg youth be taught to be afraid

of breaking traditional sexual taboos? These differviews reflect the liminality of
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attitudes towards youth and sexual education. Giagaghingly replied that she had
not known she could become pregnant by having degied sex when she was a
young woman. Compared to other people’s discussaingouth and sexuality |
understood that although elders do shy away frékintaexplicitly of sexual matters,
young people have other means of getting infornigdring the kukunaor the
elongation of the labieinora older sisters or girls tell the younger of sex daring
the chinamwale ceremony, girls are discouraged from having segcdose of
pregnancy and the virugHIV). Studies have shown that there is a universal
understanding of the ways in which the HIV virusnsmits, | find Gupta’'s worries of
girls being ignorant of their bodies and sexuditis exaggerated, at least in the
context of Karombo (NSO, 2004; Lwanda, 2004a).

6.4 Sex and Education
| noticed that some girls had taken a firm decision to have any sexual relations

until after graduation. Since primary educationdmee free in the mid 1990’s, girls’

enrolment has slowly increased and is now equidabof boys. About 86 per cent of

all children finish primary school but only 13 psgnt continue to secondary schools
(ICEIDA, n.d; NSO, 2005b). Fewer girls than boysnpbete secondary education
and one of the reasons for this is pregnancys d widespread belief in Malawi that
having sexual relationships is incompatible witlvihg ambitions for one’s study

especially for girls (Watkins, Forthcoming). Pregag can hinder further education

for girls, at least temporarily, although the gaoraent decided in 2007 to allow

school-age mothers to continue their studies. Hewethis remains hard for many
due to economic and social circumstances and thexevays the risk of the ‘boy not

taking responsibility of the child’. Being a singlaother is not uncommon in

Karombo but is socially and economically tough.etestingly, in the same radio

interview as quoted in previous chapter, the foril@IDA employee expressed his
concerns that:

If a girl has miscarriage out of wedlock, then &las to have sexual intercourse

with three men from the village, first of all to mgah her, and pay attention,
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they say they are punishing her, for having, elx, waghout being married,
second of all for having a baby and thirdly for im@va termination of the
pregnancy. So there is all kinds of culture in ¥illages which is very hard to
change and of course just directly influences theead of STD’s (Linda
Blondal, 8" of November, 2007).

Pregnancies out of wedlock are frowned upon in Malaut so severe punishments
are unheard off (Munthakt al 2004). A study made in two villages in Mangochi
District revealed that about 12 — 15 per cent biialiseholds were headed by women
(Haraldsdéttir, 2002: 169).

But even though unwanted pregnancy recoils uponewomore than men, especially
since abortion is legally restrict&dit is not something that most men can easily walk
away from, particularly if they are residing in tekeme area as the pregnant woman
(Munthali et al 2004). John, who is 20 years old, was obvioustyaomfortable of

the idea of becoming a father yet:

R: But right now she [speaking of his girlfriendarct have the pregnancy
because of the medicine [Norplant injection]. Iesh having the pregnancy her

parents would say what was needed and that we viawiel to move in together.

I: So you would have to marry her?

R: NO! Not now.

I: But if she would be pregnant?

R: If it is happening, we can marry. | can’t saybexrause it is me who give it

to her.

“5 Like Munthaliet al (2004: 17) demonstrate, illegal abortion in Malésva considerable and
unexplored problem, but in 1994, the cause foré&8cpnt of all admissions to the gynaecological
ward at Queen Elizabeth Central Hospital in Blamtyere complications after abortion. | was
explained how abortions take place in Karombo, whgia traditional doctors retrieves the foetus with
a designated root of a tree.
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Figure 5: A drawing by Mphotso Bulea and Mabvuto L. Banda’s; showing a
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Figure 6: ‘Don’t copy bad behaviour from your friends: Think of the future.
Avoid AIDS’. Poster found in Mangochi District.

Sitting in a group with women chattirone afternoon, some expressed anger
these ‘selfish’ girls who refused to engage in séxalationship until their twentie
This caused lively discussion within the group anevas clear that abstinence
clearly out of the ordinary even though rh promoted on HIV posters in town
found this discussion particularly interesting fiovo reasons. Firstly, because
gained a new understanding of the phrase ‘to Heslsell had gathered that a ‘goc
woman’ is ‘not selfish’ but | hadn’t put that ir sexual context before. Secondly
surprised me to hear these women express this sieve three of the four wome
chatting, had previously told me how sorry they evéinat they dropped out
Secondary School because of pregnancy. This discussn le viewed as an
example of contradicting discourses; should womagydheir traditional role as fir
and foremost mothers and wives or should they irefram sexual relationships
pursue their education? As the term dividu suggests, people hawdifferent
perspectives and opinions depending on the commtiveccontext they are part
(Helle-valle, 2004: 196). In the context of HIV, increasedrolment of girls ir

primary schools is positive news since studies hawmd a correlation betwet

88



school attendance and delaying of sexual intereo(WSAIDS, 2010). Other studies
show that the majority of students prefer to behfal to their partners to avoid
getting HIV infected during the time they are tdgetand to chose a boyfriend or a
girlfriend whom they believe not to be infected @mwda, 2004a). This strategy is in
accordance with the HIV prevention slogan ‘be faithbut keeping it in mind, that
most young people have various sexual relationshgisre marriage it would be

safer to use condoms if the HIV status is not known

6.5 ‘Don’t play with boys!’
Although some choose not to have boyfriends ofrgirids while at school in order

to better concentrate on their education, therense® be a general acceptance of
young people making sexual experiments. In a fogumup discussion, which
consisted of women over their twenties, the paréiots responded that it is normal
for girls from 12 to 15 years old to have sex toe first time, or just after they have
their first menstruatioff. | asked where they would have sex and was told ttieat
bush, the boy’'s house or a rest house are the h@iaees. They couldn’t stop
laughing when | asked if a 12 year old could haaeins a rest house and replied ‘No!
In the rest house it is hard sex but in the bush jiist playing” People in Karombo
make a distinction between sexual ‘playing’ on daed and ‘hard’ sex on the other.
For obvious methodological limits, it is hard tosebve the difference between those
two acts but to my understanding youngsters gedlwed in sexual playing, which is
considered quite innocent by most although it cevolve penetrative sex. In a focus
group consisting of men, there was agreement \wghatomen’s group on the actual

age of girls’ first experience of sex and added:tha

Because girls are bigger than boys at the samesaggirls can have sex when
they are 12 years old but boys when they are ard8ndvhen they can see the

penis is big. When they are 12 or 13 they areplasting, they can try it!

“® The median age for girls in Malawi to have thastfmenarche is 15 years old (Munthali and Zulu,
2007: 153).
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When asked if it could damage the girl’s reputaifoshe had sexual partners before
marriage, the common answer was that it did notenaince it happened before they
were engaged or like Mary stated: ‘They [the hudhrnlon’t have any day to ask

such question. The husband cannot be angry abesk things or be jealous because

if he is a good man he knows that you were jushdry

After some years of ‘playing’ with the opposite sexore serious relationships start
to develop, normally in the higher classes of primechool. In accordance to Clark
et al (2007), | found that boys generally initiate thestationships. A girl who is
being ‘proposed’ normally refuses the boy for samee, from a few days and even
up to some months if she is interested in the bHag.important to note, that should
the girl not be interested, she has ways to maisecthar from the beginning. But
statements such as ‘the first time he called mien’'dlike him but then he tried and
tried, and then | said OK’ were common. During ttise the boy tries to convince
the girl by bringing her small gifts such as safhls, biscuits, bars of soap or sugar.
Whether these relationships develop into marriag@edds on circumstances. Many
of those | spoke to and were in a relationship,ewest sure if they wanted to marry
their partner but argued that it is ‘good to hawe partner in these times’, meaning
because of risk of getting infected of HIV if hagivarious sexual partners. Others
said they were not contemplating marriage at tbistpn time but would like to do

so later.

6.6 Gifts in a Relationship
If a girl agrees to the proposal of ‘being a teas@xual intercourse follows quite

quickly according to what | was told. The boy’s lapito give his girlfriend gifts

seems to be a prerequisite to form a relationdWiighelle Poulin (2007) brings a new
perspective to this discourse by stating that hedirigs from Balaka in South
Malawi, do not indicate that gifts in sexual rebaiships are given to meet the
financial need of women, but rather serve as amesspn of love and commitment
and emphasises that girls do have a ‘decision rggkawer over their sexual lives’

(2007: 2391). | agree with Poulin that gifts seenbé a fundamental issue in forming
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relationships and girls do assess a boys’ abititgdre for them before considering
marriage. These gifts in the early relationshipaiten taken as a marker that the boy
is ‘serious with his love’. As Poulin concludesftgiiare normally not given in direct
change for sex in these kinds of relationships. &mimed, a 19 year old boy who has
been with his girlfriend for over two years expkito me ‘if my girlfriend is coming
to my house [to have sex] | have to buy somethiiog,nlike drinks or biscuit’.
Instead of interpreting this as a gift in return $exual gratification, | think it is more
useful to see such acts as part of a young maa&septation of himself as being nice

and capable.

In both academic texts and in the HIV discoursaedpoed by development agencies,
there is a tendency to ignore other factors invivethe process of gift giving in the
formation of relationships. According to my informs, gifts are just one gesture of
many that boys show in order to demonstrate tloeie.| Other desirable qualities are
to ‘tell good stories’, have good manners, ‘goodlatructure’, be respectful,
religious and not to ‘take beer’ or smoke. | suggésese factors are equally
important to girls when considering whether to awne a relationship or not.

Girls attending boarding schools away from homenettmes mentioned that their
boyfriends helped them to bugiwo (part of Malawian stable food) if they ran out of
money or bought what is perceived as luxury foochsas soda or biscuits on their
school breaks. Whether such gifts should be takereaiprocity for ‘survival seX’
depends on the context. Rather than girls beingetbto have boyfriends to provide
them with sufficient food, | was told about this time context of how much their
boyfriend cared for them. This could be regardedragxercise in acting out gender
roles, in this particular socio-cultural landscapbere husbands are expected to

provide for their family. When asking boys abouwittgirlfriends, | did not encounter

*”Much has been written of women engaging in sexkvimr their survival; not necessarily as working
in specific commercial sex setting but as havingagonal sex as an income generating project
(UNAIDS, 2008; IFRC, 2008; UNFPA, 2008).
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that these gifts were viewed as burden but rateesomething they liked to give

their girlfriends to make them happy and to sholgciion

6.7 Sugar Daddies
A large body of literature can be found on whainigpopular discourse callesugar

daddies usually in relation to discussions of higher patage of girls being infecte
with HIV than their male peers. Generally, this le®en perceived as young gi
engaging in sexual relationship with older men heeaof poverty (Kalipenet al,
2004, Akeroyd, 2004; Mbugua, 2004; Luke, 2005). SEheintergeneration
relationships are considered to be characterized byeat difference in social a
economic power and thought to put a young womaavnlnerable position as to t
negotiation ofsafe sexual behaviour. This phenoion has received much attenti

and warnings against ‘the sugar daddy trap’ anglayed on public poster

Figure 7: ‘Girls, don't be attracted to things that lead to contracting
HIV/AIDS and STDs’. Poster found in Mangochi District.

This discourse was also reflected in drawings byirkeen year old boy iKarombo;
Precious His drawings were supposed to be descriptivengtheng, in his mind

related to HIV. He filled a notebook with wings of how he viewed the situation
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HIV and | was astonished to note how many of hiawilngs showed rich men

tempting young girls with their wealth:

AEC »‘.ﬁ v 4 o
T Tend Yo T W SR ot
’ aars, &7 ’

= 7 p
SecH! Holell I$ MINE
§O DeNT koeRy e~y
THINE 15 ok.

1 I 8
o L

Figure 8: ‘I tell you I'm a boss. I have got cars, cow, a plot and also Mount
Sochi Hotel is mine. So don’t worry, everything is OK.” Drawing by
Christopher Ndembe and Precious Phiri.

James, Geoffrey and Morry, who are well into thairties, echo this rhetoric and
regard these kind of relationships as the reasah‘thost of the women are dead’

(text on figure 30). It is interesting to notettimtheir view rich men are those who
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are HIV infected and infect poor women who thinktttonce follows [fall] in love
with a millionaire everything will be easy to fall the wishes’.

Hv/pids ha$ qone 4o our m/)ttﬁaﬁ@a @c?
we g0 lagk Most  ~wumen are
Mo wﬁjt Hiv /pag’ah/v@ pocause ’KCLoﬁ |

1 gol e ﬁ:W Hinks tab oie ;6//
Ay, 00 Wil Q millivnare gvorytlin Mbe
casy +o forfll e ~nsbey. a0

aﬁéfmoﬁé@ Lad
ﬂdﬁs ,L%vr]/f%id_v . ﬁ‘ adwy amd dexd)

Figure 9: Drawing by James, Geoffrey and Morry.

An interesting aspect of the sugar daddy trap dis® is that few comparative
studies have been made as to the use of condomegationship consisting of age
peers and of those in sugar daddy relationship&kegL2005). Judging from the
drawing above, the young male artists clearly fthdse relationships to be very
dangerous although there is no mention of condomsomen being in vulnerable
position to negotiate the use of them.

Poulin (2007) published a very informative articie2007. Her findings indicate that
it is very common that there is a money transfemfrmen to women who are in a

relationship, but in her view this money exchangesdnot put women in a less
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advantageous position to negotiate safer sex. Hetysshows that many young
women do have control over their sexual bodies amedconcerned about protecting
themselves against HIV infection, not by insistmg condom use, but by choosing
boyfriends whom they consider ‘safe’ and by gettiltjof partners they no longer

trust. Watkins (Forthcoming) concludes that:

[T]he low HIV prevalence for men and women 15-139hHa MDICP data and
the few reports of sexual relationships with categgoof sexual partners in
which the men are likely to be older (and thus nmikely to be HIV positive),

suggests that they make a minor contribution toaWas epidemic.

6.8 Pleasurable Sex

Figure 10: Photo taken by an unknown employee of ICEIDA. This painting
decorated the outside wall of a bar in Monkey Bay, situated on the main
road: ‘Condom is NOT the answer’.

Condoms are commonly linked to ‘deprivation of gle&’, forced family planning,
western values and promiscuity in Malawi (KalerD20Chimbiri, 2007). Condoms
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are much discussed among youngsters in Karombgs é@mmon around the world,

condoms are thought to spoil the pleasure of loaking. Girls often responded that
it was better to make love ‘flesh to flesh’ or thatin’ sex was the most enjoyable.
When asking men the same question it often gertelatghter and | was asked back
if 1 normally ate sweets wrapped in paper. | didyét the metaphor as quickly as |
should, but was explained that like eating the $wath the wrapper on, condoms
distract the true pleasure of sex. This seems e dmmmon understanding in Malawi
(and elsewhere) (Kaler, 2004: 106: Chimbiri, 20@2:04; Lwanda, 2004: 35).

Tawory and Swiddler’s (2009) study indicates thathbvomen and men consider the
release of the semen into the woman to be the teseeart of intercourse, semen

being a very powerful fluid as discussed previously

Another barrier for condom use is the general peefee of dry sex to generate
friction during the intercourse so it is to say teast, paradoxical to sell condoms
smeared with oil. | had the opportunity to convensth a technical advisor at the
Essential Medical Laboratory Services under theidtyrof Health, at the time. When
asked why condoms without spermicide were not &e $n Malawi, he could not
provide any answer. We discussed the prevalenclyo$ex in the country and his
home country (Zimbabwe) and he admitted that thas e first time he connected
the two things. Upon leaving, he assured me he dvdobk into this matter.
Unfortunately, he shortly afterwards left that offi But these findings are consistent
with Bagnol's and Mariano (2008: 48) who conclubattselling lubricated condoms

in the area where dry sex is preferred, is ‘an abguwhich is difficult to justify’.

But condoms are not only thought to spoil the pleasof love making but evoke
stories of being dangerous, poisonous or even itslpir transmitting illnesses. After
interviews, | always asked if s/he would like tadambmething or ask me questions.
To my surprise, many used the opportunity to itetieonversations about condoms.
A frequently posed question was ‘[is] it true thia¢ oil in condoms is poisonous?’

The same preoccupation is reported in studies Boothern Malawi (Lwanda, 2004;
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Kaler, 2004). Girls also worried that the condongimiget stuck in their uterus and
other studies report preoccupations of condomsimguesncer, sores, infertility and
diseased that can lead to AIDS (Tawory and Swidd?®09). Others expressed
concerns about condoms breaking. | was actualty molmerous stories of condom
breakages.

As a research from the United States has shownyteepf condoms either breaking
or slipping of are numerotfs(Bracheret al 2004). Bracheet al question the sense
of selling to Malawi, or to any African country fdrat matter, condoms that are made
of latex, which needs to be stored below 25 degBdsius to keep its’ consistency.
It is known that most vending places in rural ardasnot have air conditioning or
fans; hence it is safe to assume that the liketihafocondom breakage or slipping off
is higher in Malawi then in richer countries dueuttsatisfactory storage. Bracledr
al argue that the calculation of 10 per cent of alldoms either breaking or slipping
off is an underestimation. Condoms made of norklataterial can be kept in high
heat without losing their function - but they a@ available in Africa sub Sahara. In
the midst of a multitude of HIV research | findpeculiar how little attention is paid

to the quality of condoms.

As Beth Maina Ahlberg (1994: 234) points out; ingronal AIDS campaigns have
been in disagreement about the use of condoms, sanmirage condom use while
others reject condoms on moral or religious groundst surprisingly, HIV
propaganda led by Christian associations do nadieage condom use but promote
abstinence before marriage. Even so, it attrattecttention of the world when Pope
Benedict XVI stated on a visit in Cameroon in Magf09, that condoms were not a
solution to the AIDS crisis in Africa but could aetly make the crisis worse (Bultt,
2009). This statement led many to doubt the ethstahce of the Pope and the
editorials of The Lancet (Horton, 2009: 1054) accused the Pope of making an

‘outrageous and wildly inaccurate statement abd\iAIDS’ .

“8 Reported as high as 19 per cent of condoms thailder than 5 -7 years (Braclegral, 2004: 29).
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Last but not least, condoms are negatively assatiaith untrustworthy people and
those likely to be HIV infected. Studies show than are willing to use condoms
with prostitutes (Tawory and Swiddler, 2009). T& aspartner to use a condom can
produce an uncomfortable situation of mistrust leetw the couple. Most of the
people | spoke to, who were in a relationship, mbd use condoms. Some claimed
they had done so in the beginning but found it bostme and instead acquired
contraceptive medication from hospitals or clinaes alternatively, used traditional

medicine or only had sex during the ‘safe d&ys’

6.9 Prostitution

Some academics, arguing that there is a fine lgtevden gift giving and payment,
have suggested that, since the tradition of memgipresents to women in sexual
relationships is reportedly high in Africa sub SahaAfrican women easily turn to
prostitution (more easily than women in the WeEip\er, 2001; Leclerc-Madlala,
2000). Oppong and Kalipeni (2004: 53), warn HIV emshers to draw the
conclusion that African women easily turn to progion. Prostitution is a negatively
value laden word in most places, and should natdsdused with receiving gifts. In
Oppong'set al opinion these explanations are ‘simplistic and cknaf the earlier
[...] colonial explanation of tuberculosis and syphiisAfrica’ but promiscuous
African women were accounted for the spread of #igpht the beginning of the

twentieth century (Derbyshire, 2004).

In short, in the mind of the people | spoke to ¢hisra clear distinction between gifts
given in a romantic relationship on one hand amgtiution on the other. In Monkey
Bay, the nearest township which is 5 km away froardfnbo, there are bars and
‘spots’ that sell local beer. In these places dirten different parts of the country,
hang around in the hope of earning some cash bngisexual favours to the

clientele. The dominating popular image of prostisuin Malawi is far from being

“9 During the men's focus group discussion, intengséind lively debate took place about what 'safe
days’ are. The conclusion was that it was safebat@ sex five days after menstruation ended taavo
pregnancy.
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that of poor and powerless women, but rather thasne@aky and greedy women
taking advantage of men who lose all sense in tegemce of beautiful women as can

be detected in this comics:

ICheka Cheka by Haswel Kunyenje
: | ‘T YOUR
THAT'S MY CARDP_AND PIN COPE. BABE! \GET LOST! |5N
‘QVJTHDRAW ANY AMOLINT OF ) o 1 SR A WAAT ?HAEJ %&C‘\:ACIDE'TJDNJTLHT
AMONEY YOU WANT | s [ THIS YOU'RE | PRAINED ?! =" —
POING NOW 7 é y
S A, 7
et Av | <& e, 7
Koy 7 y
et 3 )
(]
‘ SIS : \ __,__ =

Figure 11: Comics from Malawi News 215t to 27t of April 2007.

Prostitutes are by most local women not regardebeasy ‘proper women’ and do
not mingle easily with other women. To some thegaswnally pose a threat by
becoming too intimate with their husbands. An asseidady, who runs one of the
most visible bars in Monkey Bay, explained to maimatter of fact tone of voice,
that she had girls to take care of the businedsshmiherself ‘loved for money but did
not fuck for money’. In her mind there was a cldatinction between those who sell

sex for money and those who receive gifts in refehip.

Karombo village has a unique position compared émymother villages, because of
the many ‘tourists’ who reside there for work fongjer or shorter periods of time.
The workers normally travel alone, leaving theimily in the home town (Mtiki,

2007: 2455). | detected ambivalent attitudes towatdcal women having

relationships with migrant workers. Some were us@erding and tolerant while
others expressed deep concern for these womene Qfign | withessed women
speaking pitifully of neighbouring women who hadat®nships with outsiders,

claiming that it was a desperate or foolish adintfyto find a rich husband, since it
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often resulted in them being left in a worse sitwrathan before. However, women
seeking out relationships with migration workers@vaot regarded as prostitutes as
far as | know. When pressed to give me an explanatf why it was so common for
men to have ‘temporary wives’ while working awayrfr home, | was without
exception told that it was because ‘men cannot si#tyout sex’ for long (see also,
Mtika, 2007: 2460). There is an implicit understagdthat men have a natural need
for sex. Apparently, negative physical reactionaleps if sex is withheld from a man
who has ‘tasted’ it for a long time. It was disputed whether themeahing applies to
women. Even though there is a certain understandihgvomen seeking out
relationships with ‘foreigners’, others are distnlby the possible consequences of
such relationships. The Chief of Karombo and herilfaexpressed their concerns to
a reporter of thevlalawi News(Munlo, 20" to 26" of January 2007: 8) stating that
‘[tlourist are ruining our village’. The Chief anber family blame tourists for
tempting young girls with promises of good life go@sents, which they later betray
when returning to their families. The Chief’'s fagndomplains of traditional values
being disregarded since these relationships eveWtbout the girls families’
awareness. They are not only worried about the reportedighhiumber of single
mothers in the village but are also concerned lmxas they told the journalist ‘Aids
has started to eat at their tables’ (Munld" 29 26" of January 2007: 8).

6.10 Summation
The meaning of gift-exchange in the formation datienship is a complex issue. In

some situations gifts may be symbolic, while inestheconomic need may be the
prominent reason for a girl to engage in a relaign The enhancement of socio-
economic status can also be important, but one kaegi in mind that in most cases
no single or simple explanation can account fos@néation or acceptance of gifts.

The dominant discourse of ‘transactional sex’ ini&f sub Sahara has fortunately

*0|n a Malawian context, sex is often spoken ofamething one eats or tastes. The metaphors of
‘tasting sweet’ or to ‘taste bitter’ are used techébe what is considered to be good or bad sexoffa
and Swidler, 2009).

*1 Paul Dover (2001) reports that elders in Zamksa abmplain of young people forming
relationships without the families’ approval or redkast marriage’.
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moved from uniformly examining this practice asaut of women in the straits of

poverty. | must stress Helle-Valle’'s (2004) poihat sexual practices need to be
examined in their social context with an emphasipeople having an assortment of
motivations for their actions. | find this quite portant in discussing this topic.

Quentin Gausset (2001) provides us with food fought by questioning the motives
of social scientists in the beginning of the HIMdgmic in Africa. Gausset wonders
whether there may have been too much eagernessdtoultural aspects that could

explain (or be blamed for) the rapid HIV transnmossin Africa sub Sahara, and that
this might have led anthropologist and others,ighlight issues that have not been
explored in the West. Moot al (2008:11) put forth an interesting observation:

Many of the studies on “transactional sex” havenbesried out in sub-Saharan
Africa [...] because there is interest in “trangawal sex” only in the context of
high HIV prevalence rates and the particular vidbéity to HIV that young

women face. For a point of comparison it is uséduhote the role of money
and gifts in adolescent’'s romantic relationshipthe Unites States, although

virtually no studies examine connection to sexaéivay. (Emphasis mine).

For example the much discussed problem with yourg i southern and eastern
Africa forming relationships with so called sugaaddies appears not to be as
common as perceived, the vast majority of girlsgen relationships with their age
peers (Moorest al, 2008; Poulin, 2007). Evidence also suggestsrédtaiving gifts in
sexual relationships may not be disempowering tonarmm but can be perceived in
the context of girls exercising their agency byasing certain lovers while refusing
others (Mooreet al 2008). This argument is a valuable contributiothi® discourse,
in that it shows that women in Malawi have variousans of active control over their
lives, within a culturally established frameworkh¥{ is of concern in the context of
HIV spreading among the youth of Malawi, is notatell to ‘harmful gender norms’
in my opinion. What needs to be further exploredath girls’ and boys’ objection to

use condom when initiating sexual relationships.
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When speculating about possible causes of why H&tglence is higher among
young women than of young men, it is important éefkin mind that this difference
between women and men is reversed with older agsnwhen are as likely to get
HIV infected. Susan Watkins (Forthcoming), when demng if the higher HIV
infection rate among young women is due to harngiehder norms and culture,
reaches the conclusion that it is ‘puzzling thaligymmakers and donors mobilizing
effort and funds on behalf of vulnerable women mlod ask a simple question: what
happens after age 24?7’

102



7. Vulnerable Women?

7.1 Marriages in dangerous times
As discussed in the previous chapter, young peep@|gge in sexual relationships

during their adolescent years. This is often ex@dias a protective measure against
HIV infection with the words ‘it is good to have @mpartner because of the danger
nowadays’. Never the less, these relationshipsad@lmays last for a long time and
it is quite common for young people to have variqstners before marriage.
Whether these relationships develop into marriatggsends on several factors such
as fidelity, personal traits, economic situatioasting affection, agreements of
extended families, educational aspiration, singg ftot common for young people to
get married while still studying, and age, the raadage for first marriage in Malawi
being 18 years (NSO, 2004; Chimbiri, 2007).Whenoapte has been in a steady
relationship for a long time or had children theg eeferred to as informally married
but most serious couples do get formally marriedahe point in time (Chimbiri,
2007: 1103). Traditional marriages are predomimargnd most of the people | got
acquainted with in Karombo had gotten married ia thilage, with a ceremony
conducted by marriage mediators, normally closatinads (WLSAet al, 2005). In the
opinion of the Malawian scholar, Agnes Chimbiri @Z0 1103), there has been a
dramatic change in attitudes towards the traditionarriage systems in Malawi in
that they are not taken as seriously as they wines is manifested by increased
incidents of divorce and ‘lineage heads have losirtdecision-making powers’
(Chimbiri, 2007: 1103). She finds this changedtadi towards marriages to be due
to better education, migration, intermarriages leetw different ethnic groups,

economic crises and the HIV epidemic.

Studies have shown that HIV prevalence is considgitaigher among women who
are married or have been married than among wonmennsever have married (Clark
et al 2006). In a survey conducted in three rural sitEdalawi in the Northern,

Southern and Central Malawi, the HIV prevalence s 6.2% among ever married

women compared to 1.5% of never married women kGdaral, 2006). In another
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survey from the same three sites, it was found3t&# of married women were HIV
infected while 7.1% of husbands were HIV positivenglewicz et al, 2010). Many
causal explanations for why ever-married womennaoee likely to be HIV infected
than women who have never been married, can bedfourthe HIV rhetoric but
mainly the ubiquitous male domination over womerbiamed. When in marital
unions, women'’s vulnerability is thought to stenonfr them not being able to
negotiate condom use, husbands preventing thegsaimom accessing VCT centres
and other health facilities, the wives’ become imist of perpetual domestic violence
and the risk of husbands engaging in risky extraritala sexual affairs
(UNAIDS/UNFPA/UNIFEM, 2004; Anglewicz et al, 2010yWomen cohabiting in
polygamous marriages are considered to be pantigwalnerable to HIV infection
(NAC, 1999, 2003; WLSA, 2005).

Linda Tawik and Susan C. Watkins (2006) examinextsteproduced within
multinational aid agencies and local aid agenaiekilongwe about women’s social
status in Malawi and their agency (or lack of ildacompared it with their study
conducted among rural populations in Malawi. Theformants in the rural South
did not see themselves as ‘powerless and passsO(R&96: 1099) as depicted by aid
agencies. Tawik and Watkins recommend that moentin should be paid to the
interpretation of social status and agency of tbenen themselves in order to make a
successful HIV prevention policy and | will add tlaabetter understanding of marital

communications is necessary.

Epidemiologists have stated that further invesiogats needed to explore why HIV
prevalence is much higher among ever married watmeam unmarried women. Some
of the areas that need further examination is fologg the life trajectories of the
women who are HIV infected and are married, widawslivorced (Boileatet al,
2009). There is a strong correlation between widmwhand HIV infection since
death of spouse may be traced to AIDS. HIV prewaemay be higher among
divorced women since separation may be broughtyotihé infidelity or other risky

behaviour of the partner. It is important to takestinto consideration when
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discussing increased risk of getting HIV infectedew married. | will suggest that
married women do take active measures to presémie own health within the

culturally acceptable framework they live in.

7.2 'Good woman / Good man’
| had read extensively about gender relations aoohewn’s social status in Malawi

upon arrival. Much of this discussion emphasisesuthderlying gender-inequality in
Malawian society, not only in relation to the HNammemic but also in general
discussion. In much of the literature women aresatered to be victims of male
dominated culture with no agency themselves. Thlaw \of Malawian women can be
summed up with Paul Sturges’ (1998: 199) words:

The role of the Malawian woman has traditionallgmene of subservience to
the man. She is regarded as his sexual servanmdisige hours in youth
preparing her genitals for his particular deligtulturally conditioned to grant
sexual access whether particularly willing or ngt..] In traditional
communities a woman will still not presume to méet eye of a man in
discussion and will still often greet a caller a&rthome in a semi-kneeling

crouch of obedience.

This view is echoed in HIV policy papers as welliasational newspapers. In an
article inThe Naton (26" of February, 2007: 18) it is maintained that:

Women'’s vulnerability to HIV infection is a gendssue because the structure
of many of our societies strongly limits the capaand role of women in

decision-making towards issues that affect thein @gxual bodies. Women
frequently lack information on access to HIV-pretv@m measures and to

health care as to support and give medication aftection.

In the first interviews | conducted in Malawi, wé&ldhot talk about HIV or AIDS
explicitly. | wanted to get to know the women aribwa them to know me. In the
beginning we mostly discussed their marital refelips and daily life. | found it

interesting that in all the interviews the notionao‘good woman’ and ‘good man’
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was brought up. It surprised me to find how comesistvomen’s responses were when
asked what they considered appropriate behaviowonfien and men. Much of the
answers’ resonated, to my ears, what Sturges descrAll the women mentioned
that in order to be a good woman one has to beectsih According to my
informants, a respectful woman welcomes her hushdreh he comes home, carries
his things, makes good food, takes good care ofhiese and children and is
courteous. She has to dress well; wear clothesatigahot revealing, ‘be charitable’
and not ‘selfish’, to greet everyone nicely andrshger things with others and not to
demand too much money from her husband. June, svhamother of three children
and has been happily married to her husband fdvénears, phrased it like this:

If you force your husband saying ‘I want new clahkewant new cloth...| want
new shoes’ and maybe force your husband to bugshémd maybe he doesn’t
have the money. And you say, ‘If you don’t have eyn will go back to my
parent’s house’. That is not good. It is bettedisten to your husband and
respect him. And if your husband is coming homés good to take the water
and put in the bathroom before your husband wantslke a shower. And
cookingnsima[Malawian stable food], a very goodima And putting on the
table and give to your husband. That is a good wowtzo behaves like this.

Further, | asked a group of women of diverse agbst they perceived to be a good
woman. They came up with a long and very thorougt from how to behave to
physical appearance. The first issue of many wat tA good woman remembers
that her husband is her boss and it is not goahswer him back if fighting’. This
statement generated some discussions and theytedrhat it was sometimes hard
to control the urge, but one should try as muclpassible. The list of how a good
man behaves was much shorter and consisted mat@ngs good men don’t do.
Primarily, a good man does not get drunk. Notolyusirunken men are not
trustworthy since they are prone to spend monefarngirls or prostitutes, and can
get temperamental and violent. There was a geagrakment that a good man helps
his wife with the household chores but that it vabloé embarrassing for both partners
if others witnessed that as they stated: ‘A womlaoukl cook for her husband, in
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particular if there are visitors; because otherwiseple might think that the wife is
giving her husband love meAs mentioned in the previous chapter, love me we lo
poison is a traditional medicine which has the &ffef making the partner, of the
person who consumes the medicine, fall blindlyamel The women in the focus
group were convinced that no man would humiliatedalf by doing housework
unless he had been charmed by his wife.

When discussing the same topic in a focus groughwhonsisted of men; their list
was short and to the point. Their description gfoad woman was to be respectful,
physically beautiful, to behave courteously, tosdrdairly and lastly to always
remembeikusungamwamboor as the meaning was translated to me: ‘notke the
problems within the marriage outside of the house’agreement to most of the
women informants, the men’s focus group concludhedl & good man does not drink

beer or smoke and should be financially responsible

7.2.1 In Praxis
After the first round of interviews | was quite ¢osed. | was particularly puzzled

that women regarded their husband as their bossnad bewildering still, they
repeatedly told me stories of how well they treateeir husbands and laughed at
other women who complained if their husbands showresn roughness. Ribohn
(2002) recounts the same reflections while contatmg why Malawian women
don’t put more effort in pursuing better sociakssa After some speculations, Ribohn
concludes that women’s positions are reinforcedthy respect and status they
achieve from other people if they behave accordmmdocal value standards and
therefore gain higher social status within the camity. With much emphasis on
women’s rights it has often been neglected to labkhe socio-cultural setting. In
general there is much hierarchy in Malawian sociatyl to focus on women’s
behaviour towards men regardless of wider sociadraction is too simplistic. It
should not be forgotten that there are influerfaators other than gender that shape a

person’s social status such as race, educatiorgrayjeconomic means.
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In all societies people behave according to whatelxeived as socially acceptable
behaviour and as Ribohn (20076) views it: ‘[...] ordinary Malawians continue to
pursue elusive dignity and respect through cullyisdlient notion®f what it entails
to be a good man and a good woman’. That being gagdimportant to bear in mind
that even though there is a common notion of wiidgwomen and good men
constitute of, lived realities are more complex gebple do not adhere to these
ideals at all times. It is important to take socidtural factors into an account when
discussing HIV transmission within marriages sintes will reveal different
manifestations of strategies women apply to proteemselves from HIV (Schatz,
2005; Anglewiczt al, 2010).

7.3 Trust in Relationships
There is common agreement that a good man doesitiate sexual relationships

outside of the marriage. But at the same time tleegerelative understanding of men
not being able to ‘control nature’ and fall intorgtation if they reside for work away
from home for longer periods. This did not comeaspa problem in the interviews |
took, but most women implied that extra maritalaaf under these circumstances
were understandable, and the same applied for wamesrding to some informants.
However, having an affair in the nearest surrougsliof the family’s home was
considered to be highly inappropriate. It is comnmihear that rich men have many
girlfriends. Apparently, it is also risky to margy man who is prone to drinking
because drunken men are known to ‘make mistakel’atiher women. Men who can
afford buying drinks at a bar, are likely to spendney on prostitutes and ‘bar girls’.
When asking young women if they would like to maaryealthy man, a common
response was that they would not like to do sorathier marry a ‘medium’ rich man
to avoid this problem. As to the economic situat@nthe husband, older women
stressed the importance of maintaining good relatia a marriage at any cost, like

this excerpt shows:

If you are married, it is better to make good iielahip between you and your

husband. Because some men here in Malawi, if tia@g lgotten some money,
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they go outside and make a relationship with newnem and sometimes they
forget about the housewife. So maybe it is betienake good relationship, so
a good man does not go away. The man who has mamegpe he says ‘no |
don’t want to eat here’ and take the money andaoeshing outside. If the
man has finishing he will come back to you. Saibetter if your man has got
money you should make the relationship good, no eywosr make the

relationship good.

Bignami-Van Asschet al (2007) report interesting findings from Malawi. Q@0

thousand people were asked to assess the likelibiobeémselves being HIV positive
and subsequently tested for HIV. Results were cuiterising, but 88 per cent of the
participants who incorrectly estimated their stath®ught they were HIV infected
when not. Women were more likely to incorrectlynththey were HIV positive then
men. This is thought to stem from women not beiblg o estimate their HIV status
from their own behaviour, being insecure of theirstands’ faithfulness and

therefore estimating themselves to be in a greser

HIV prevention programmes have concentrated tHéirte on encouraging condom
use, fidelity or abstinence. These recommendatames not practical for married
women. Abstinence is not a viable option (unlessipirarily, like postpartum

abstinence) and faithfulness has to be practiceablly partners in the relationship to
be an effective prevention against HIV infectiormhasis on condom use within
marriages has not been successful, since it i®liamgjected by both women and
men, even by those who consider themselves abfiskcoming infected (Tawik and
Susan, 2006; Schatz, 2005; Tawory and Swidler, R(B@dies of attitudes towards
condom use clearly show that using condoms is mpuropriate in long term

relationship, since condoms are associated wiky bhehaviour. Tawory and Swidler
(2009: 181) suggest that use ‘of a condom relegateslationship to an inferior
status’ and is therefore avoided within marriagest recent studies imply that
condom use is becoming more acceptable when haasgal sexual relations with
what is considered risky partners, like prostitu@awory and Swidler, 2009).

Therefore, resistance to condom use within marsiage a result of culturally
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contextualized meanings of condoms rather than w&nkck of empowerment
(Schatz, 2005).

7.4 Socially Acceptable Strategies
Few of the women | spoke to, admitted to havinguabland who had committed

adultery. Most of them did not respond assertitelyrather implied that they did not
know, since they had never caught them in the\&@ben pressed, most of them did
not expect them to do so, but nonchalantly saig tiwelld never be sure. Influenced
by Enid Schatz’'s (2005) study, | explored what waonsaid they would do if they

found out their husband was unfaithful to them. &ztconducted both qualitative
and quantitative studies in the northern and sentparts of Malawi and found that
women employ four different strategies to influetioeir husband’s behaviour if he is
unfaithful. Those are firstly to sit and discusshatheir husband, secondly to involve
their family counsellors, thirdly to confront thastress of their husband and lastly to
initiate divorce. Her findings concur with much tfe responses the women in
Karombo gave.

Zulu and Chepngeno (2003) found that marital disicus about the risk of
contracting HIV were more common in areas whereeghikinships and linage
systems coexist. When speaking of unfaithful hudbamth the women in Karombo,
they always put it into the context of increasedgea of becoming HIV infected and
stressed the importance of having good communicaiith the husband. In order to
persuade their husbands to better their behavieasl told that it was important to
make ‘good conversations’ and ‘not to shout at ylousband like he is a kid" when
wanting to discuss serious things. Finding the trigime to initiate these
conversations is important and to bring the husisaattention to the fact that his

behaviour can be dangerous to their health.

It is good to talk to him. Maybe after eating yanaiscuss ‘oh my husband,
now you are becoming rich, take care for yours#fy't make any relationship

outside with some girls. You know it is positive[S] outside, and maybe
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you can take it and give it to me and the
children. My parents are old now’. So

that is what you can say to your husband.
(Respondent, 22 year old divorced

woman.)

Zulu  (2003) reports that most
conversations about how infidelity can
cause both partners to get infected with
HIV is initiated by women. However, |

mom  Gharmg  ldeas IR O WBMAN sensed that ‘telling a good stonyas a

Figure 12: A drawing by Geoffrey, desirably quality found in boyfriends.
James and Morry; stressing the Some young men told me that they liked

importance of good communication

to discuss the ‘ways of life’ with their

between husband and wife.

girlfriends to bring them closer and to

better their relationship. A young man explained:th

R: What stories | tell her? Chatting, telling insttife you should not do this,
this, this, or go this way but you should do thsl ahat. That way we can stay
together for a long long time. Maybe like an oldmmevalking with a walking
stick.

I:And what is it that you tell her that she shontat do?

R: 1 do tell her, because of this disease. Liketago around for boys and such
and such. Something like it is OK to go and chdhwier friends if she wants to
do that, she can do that but with no boys. Don’'twgiln them and make sex.
That is not good. Don’t trust much the men, and'tdgm around. If you do, use
your condom, so you can keep your life. And shesstinat is a good plan and
all, but you know what? | love you so | can't goand and have sex with

someone else’. So | say ‘ahhh, that is nice’.
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Strategic methods to impose one's will upon a martcan have different
manifestations. Sitting around and sulking couldrtterpreted as the act of a person
that has no good options, so | was surprised to Weaen stating that should you
suspect your husband of having an affair, the sieategy would be to give him the

‘silent treatment’ as this married woman descrilbed

You should just stay in your house. Because if ybusband is making
something you should stay in the house [makingdhesgression] and then
your husband will think ‘oh why is my wife not aski where I’'m going?’

I: So if you don’t ask your husband, he will ledtie other woman?

R: Yes, yes, if you don’t go there and go shoutmgl doing this, then your
husband will be [wondering], what is wrong with mife? Maybe it is better to

stay with her and go back to her.

There are other ways women employ to force an tiritdihusband to listen. | read a
short story in a Malawian newspaper about a womao was worried that her
unfaithful husband would bring AIDS to their honmAster she had unsuccessfully
tried to talk him into better ways, she made upgsoabout her husband and the
mistress and about the risk of him contracting Hi¥hich in turn could transmit to

herself. | asked several women if they had heéthis strategy, which they all had.

‘Yes, it is very good, then the husband can reladlgir you. He will not want all
the people to hear the song. So yes. It is veryldosing. Like when you are

makingnsimaand he is just sitting.” (Respondent woman inthaties)

One woman told me that it was very easy to conwmaflaithful men. A special

medication from theing’angawould do the trick she claimed:

You just have to watch your husband very well. Aoitbw him to see when he
is going to the house of the woman. Then you tdlee mhedicine from your
chitenje [a cloth women were around their waist] and thaliciae is like a

small wooden stick. Then you wait...and prrik...youdkehe stick. Then the
husband can do nothing in the house and the wosnjaisti laughing at him. He

will then come back to the house of his family.
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Apparently, breaking the wooden stick from thiag’angawill make the husband
incapable of having an erection. When asking ott@men if they had come across

this particular medicine many replied that they hadrd about it but did not believe
it worked.

Even though some traditional values concerning iages have been undermined in
modern times, the extended family still serves &suadation for the nuclear family.
In Chimbiri’'s view (2007: 1112), the extended faynthas lost their value with
intermarriages becoming more common; howeverlIfgtd that the extended family
plays an important role in the marital relationshgoe most couples. The family
elders, most commonly the maternal uncles senemasultants in family disputes. |
was frequently told that if a couple’s discussidiowt the importance of fidelity
would not influence the husband’s behaviour, ttelitronal marriage counsellors
would be called to settle the case. June explameak:

When you have problems, it is important to take your big parents [marriage
counsellors]. Don’'t go running and shouting all ypuoblems to your friends
because they don’'t know how to solve the problem jst tell you to do

something. The old people have been here long aod kvhat is best to do and
make it OK.

With the HIV epidemic, the extended families’ rdlas increasingly revolved around
taking care of orphans. A lady, who claims sheo® dld to remember her age, told
me; ‘some people just remain (become) orphansplithe@nes like me have to take
care of them and we are suffering. So | am alwalsng to the children, be afraid of
the girls and be afraid of the boy#&nother lady in her early seventies is taking care
of the children of her deceased brother and hé&grsi¢vhen discussing the issue she
told me quiet harshly ‘I'm tired of talking of thewith the disease. | do not feel sorry
for them. What about us? What about us, who hawtay here with all the children
and suffer? With no helpThe alarmingly high number of orphans in Malawi pas

an overwhelming burden on many extended familiddatawi, and as a result child-

headed households and child labour has increasedtfidli et al, 2004). The
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situation is especially grave in Mangochi Distries stated in th&DHS (NSO,

2004: 11), where children are least likely to lwigh both parents. Instead of talking
directly about the husband’s unfaithfulness, somenen mentioned that they would
talk to their husband about how important it wastiem to be healthy and alive to

take care of their children.

If both partners are not HIV infected when marrgedl they remain faithful to each
other, marriage can provide a very good protecdigainst HIV. The consequences of
being diagnosed with AIDS are very real to the pe@d Karombo and women are
aware that unfaithful husbands put them at riskbe€oming HIV infected. To
decrease the chances of becoming infected througbalmds’ infidelity, women try
to influence their husbands’ behaviour by appealthe notions of how good men
behave. It is intriguing when reviewing HIV polisiethat there is no mention of
married women contracting HIV by having extra naréffairs. Culturally it is much
less accepted for women to have an extramaritalrdfian men, but studies indicate
that it is not that uncommon and is even socialbceptable under certain
circumstances such as if the husband is wastingeyn@m beer or other sexual
partners (Tawik and Watkins, 2006). Tawik and Wadkind that women in Malawi
do not only engage in extra marital affairs becafggoverty but also ‘by aspirations
for a higher standard of living, by love and luahd by revenge for a husband’s
infidelity’ (2006: 1098). HIV prevention programmesmphasis on perceiving
women as without sexual agency of their own isredgtng and would be worth

exploring further.

7.4.1 Other Strategies
As discussed previously, good women respect thesbénds and avoid arguments

with them. The strategies described here are eawith culturally salient notions of
how gender communications should be. But with tbeadtating effects AIDS can
have on families, social justifications for drastactions have become more
acceptable. Public display of anger is rare in Malaut some women claimed that

should they suspect their husband of infidelitgytivould confront him when he was
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with his mistress and beat the husband or the esistor even both. Some said they
would beat the mistress to teach her and all gtbssibly interested women to leave
their husband alone, others claimed they would gfutheir husband for his wrong

doing. A determined woman in her forties explaiti@d to me:

I: Has your husband had another girlfriend?

R: I don’'t know. | have never heard it. Maybe besmathey keep it as a secret.
But if | would hear it, it is not good to ask. | wld just look after him when he
goes to the girl. I would follow him quietly at theuse — and if you see him — |
would punch him! [laughing]. And then | would gottze girl and beat her. Go

to my house, take the clothes and leave him.

Others expressed longing to punish their husbanydigdlly should they catch him

with another woman but would not do so becauseefisk of humiliation.

You should just stay in your house because the etbenan can be selfish and
say ‘who are you? You are not ok, why your husbiaftdyou, | think there is
something wrong with you. Maybe you have somethingng in your vagina’
[laughing a lot]. So maybe it is not good to makliow up. You should just

stay in your house.

In accordance with Schatz (2005) findings, both worand men find infidelity to be
a justification for divorce should all attemptsréstore the marital relationship fail. In
a survey conducted by Zulu and Chepngeno (2003kat gnajority of respondents
thought divorce not to be appropriate should angarbe diagnosed with HIV, but in
the same survey both men and women justified devakca partner is unfaithful.
Since most marriages in Malawi are traditional mages, divorces are relatively easy
to obtain, in particular in the Central and Southexgion where bride wealth is not
paid (Reniers, 2003). Studies indicate that divaates in Malawi have increased
over the years, and some suggest, that divorce bsarviewed as a tool of
empowerment Malawian women employ in order to mtoteemselves against HIV
(Schatz, 2005; Zulu and Chepngeno, 2003; Reniéf3)2
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7.5 Polygamy
All marriages that | know of in Karombo are monogarsi>. Polygamy is known in

Malawi, particularly in the Northern District bus imost common in Mangochi
District®®, whereby 24 per cent of all marriages consistitbiee one or two co-wives
(NSO, 2004: 95). The practice of polygamy has b&ssociated by many with high
HIV prevalence rates and thought to be a harmflibal practice which serves as a
barrier for HIV prevention (NAC, 2003; Dzimnena@Q07; Kondowe, 1999). In a
report published by UNESCO/UNAIDS namédCultural Approach to HIV/AIDS
Prevention and Care: Malawi’'s Experiendfde authors rationalize that polygamy is
a practice which is believed to curb infidelity bese the man has more than one
wife and so would see no reason not to go out atiler women (Kondowe, 1999). |
do not know on what evidence this assumption i®dabut as Gausset (2001: 512)
claims, polygamy does not put partners in more mdkattracting HIV than
monogamous marriages if all partners are faithBudt in Karombo, polygamous
marriages are considered to pose a threat to wono¢rdue to HIV but because of
witchcraft. Even though polygamous marriages werknawn in the village at the
time | stayed there, the considerable high numbéiwslim men in the area means
that women can expect them to take a second wifehé& women expressed strong
opposition to polygamous marriages. Muslim womemi&ed to me that they could
not prevent their husbands from taking a secone Wift they said they would do
anything to avoid that from happening. The biggdsstacle they stated in cohabiting
with a second wife was their fear of witchcraft.liBein witchcraft is common in

Malawi across all religious groupis The fear of being bewitched by a new wife in

%2 Although as discussed earlier, many of the infémmearriages between local women and migrant
workers are in praxis polygamous since the mignasrkers often have wives in their home residence.
%3 The southern part of Mangochi District is mainhhabited by Muslims, which explains the high
percentage of polygamy in the District. Chewa peggle more numerous in the northern part of the
District.

> An illustrative example is the on-going revisiohtiee Witchcraft Act. As stated in the Witchcraft

Act Review Programme (2009) by the Malawi Law Comssion, there is a conflicting interest
between international law, Malawi current law anddl understanding of witchcraft: This legislation
was enacted on 12th May 1911 with the aim of egtitig what the colonialists referred to dangerous
practices such as trial by ordeal, the use of chaamd witchcraft itself. The Act assumes that
witchcraft does not exist. [...]JHowever it has beermguad that most Malawians believe that
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the household is very real or as June, a Christiaman in her thirties, married to a

Muslim, puts it:

If the husband says he wants to take another woymancan say ‘no probleny’
and then just take your clothes and leave the hollse problem, is that
sometimes you can make problems with the new wifed also there is the
problem of being positive, HIV. You don’'t know thoman and how many

men she has been with. So it is better to let hosband go to be with her.

So, do you really prefer to be alone rather thaimdj with your husband and the new

wife? | asked. She responded:

If my husband takes a new woman, he is taking lachdnge. It is like you
when you have a new dress, you also like the nessdrSo you will forget
about the old one, so I think it is better to be toostay with the husband if he
likes a new wife. And maybe to solve this you cap t® your husband, ‘maybe
it is better for this women to go back to her p&sdmecause nowadays it is

dangerous to this new lady can take the medicidekdinme’.
When | asked her if she referred to witchcraft&lking about medicine she said:

Aha. Eeee. Yes. Like maybe put smoke in the houaseshe is calling ‘my

husband, come here’. She will do this to kill thieas woman.

Flora, a young Muslim girl, shares June’s opiniod atates that polygamy is mainly
a tradition that benefits men and that she wouldagoept her future husband to take

another wife:

There is another medicine that the woman make ythaput in the food or in a

bucket of water to kill this lady so the secondyladll be number one. So if the

witchdoctors are experts on witchcraft and thay thlene are the ones who can protect people from
the ills of the practice (2009: 6-7). ‘The revisiofhthe law, hopes to address the short falls tieat
legal regime on witchcraft in Malawi has’ (2009:)2While staying in Karombo, a case of witchcraft
came up, which the Monkey Bay police took very @esly and conducted interrogation of all
involved parties. In the end, the accused witch m@scharged.
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first one goes and says she wants to have sexthathman, he will just be
shouting and tell her to go. | would rather be altimn share my husband. It is

too dangerous nowadays.

It is interesting that women talk of the dangehating another woman in the house,
and phrase it the same way as when speaking of AD®e danger of nowadays'.
June, mentioned that the hypothetical new wife ¢dad an HIV carrier and at the
same time, worries she might poison her. It isreggng to compare the effects of
witchcraft, AIDS andndula All — in theory at least — have similar affects meople,
they ‘loose weight, have pale skin and hair that logt its texture’ (Munthalet al,
2004: 26).

7.6 Domestic Violence
It has been suggested that there is a link betwleamestic violence and women'’s

vulnerability to HIV infection (Dunkleet al 2004; Kathewera-Bandet al, 2005).
UNAIDS (2008: 69) estimates that fighting againehder based violence is one of
five milestones needed to reduce gender inequatitysubdue HIV infections, since
it is reported that women living in the fear of idoce at home might not be willing
to disclose their HIV status, are afraid to go IV testing if the partner doesn'’t
allow it, and complicate negotiation of condom us®AIDS (2008: 72) further
claims that sexual violence often accompanies doeslence and could therefore

increase the likelihood of women becoming HIV intéetif the partner has HIV.

Questions about domestic violeAtaere included in th&/DHS (NSO: 2004: 265)
for the first time in 2004. It is stated in the ogpthat ‘in traditional Malawian
culture, wife battering is regarded normal’. Theadst showed that 20 per cent of
women who were married, or had ever been marriethemy had at some point
experienced violence from their partner since the af 15. About a third of these
women reported it had happened once or twice im tifietime. Roughly two thirds

of the women questioned had never been abused (R(E3; 274).
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Domestic violence was not brought up in the inamg as a problemer se but
when | asked the women’s focus group to expkisunga mwambd@which was
translated to me as ‘don’t take your marital praideoutside of the house’), | got this

explanation:

It is like, if the husband beats the wife she carieth her friends and family
about it unless she calls the uncle [marriage cellors] to talk to the husband.
When the man is beating the wife she just has tw lw®wn and say ‘sorry,
sorry, sorry’. And if the friends ask the day aftgou can say you just walked
on something. You see? It is not good to take thelpms outside of the house

[Laughing while giving the answer].

Evaluating the ethnographic material | gatheredKarombo, | notice that people
speak freely of domestic violence. It is somewhatvhed upon, but at the same time,
both men and women defend domestic violence adfigid¢ under certain
circumstances. Interestingly, no one could give me an exampleeaf’ reason for a
husband to beat his wife. When having a convensatith young man about how a

good man treats his wife he explained to me that:

R: Before marrying, the big people tell me how &have. Like respect my

wife, don’t take beer and don’t beat my wife. Batrgetimes | can beat her but
for a real reason. Not just going like ‘ahh...whbawe you been?‘ And she says
she was just chatting...then you cannot just stertbeating. That is no good.
We need to respect each other, then we can hawedarglationship. So this is

what the people in the village are saying, thirigs that.

I: But what is a real reason for beating your wife?

R: Actually, she is making a big mistake for yowiy something that is really

bad for you. Then you can say ‘see my wife’ anchtilau can beat her so she

has to listen and not do it again.
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The Demographic Heath Survey Team (DHS) (Kiskbral, 2004) showed that
domestic violence is highly correlated with a husba drunkenness and controlling
behaviours. The study team proposes that the atioelbetween domestic violence
and HIV infections might need further examinationce their reportProfiling

Domestic Violence: A Multi-Country Stydgid not find that domestic violence
consistently elevated women'’s risk of being infdct# is difficult to estimate the
correlation between domestic violence and HIV ititet of women and Watkins
(Forthcoming) warns against generalizing on thati@hship between the two

without further research.

During my stay in Malawi, there was an extensivengaign going on against
domestic violence following the act passed in 200&wn as ‘Protection against
(Prevention of) Domestic Violence Act 5’ (UNDP, B0 174). Posters in towns and
stickers on cars were very visible, stating thaafrmen, don’t beat women’ and
Oxfam sponsored awareness campaigns in radio dsawemeetings with MP’s

involved in the issue, Chiefs and other influengiabple (Green, 2009). This Act was
forced through parliament by the former Minister @ender, Honourable Joyce
Banda® who also actively brought this issue to public emess. This act had many
opponents in the parliament who were ‘accusingltitiss supporters of attacking

Malawi’s culture’ (Green, 2009). It is to no sug®ithat some MP’s would view this
law as going against traditional culture, as UlskRibohn (2002) demonstrates in
the chapter ‘Human Rights and the Multiparty Systéfave Swallowed our

Traditions: Conceiving Women and Culture in the rdalawi’. Ribohn traces how

international human rights and culture have beessented as dichotomies by
Malawian politicians, with the former ruling partyDF ‘intent to liberate Malawi

from culture’ (2002: 168) in order to enhance humghts and gender equality. The
ruling party DPP is even more progressive. Ribobteds tension between the two
discourses on human rights and on culture, sinagyrivialawians regard traditional

values as the core of their society. In her viempiementation of human rights

%6 Currently the Vice President of Malawi.
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becomes a double edged sword as long as humas hghie Western connotations

and are introduced in contrast to local culturdlies’ (2002: 177).

| witnessed an interesting example of how peopke tan different positions
regarding western notion of gender equality anducal norms, depending of the
situational context they find themselves in, whilalking with my friend Lisa one
afternoon in the village. | wrote this down in migiy on the 1% of May 2007:

Today, Lisa confided in me why she separated wéh lusband for a short
time. She explained to me that at the time her dmglhad temporary work, but
had spent most of the money on beer. She had rert bappy with his
arrangements but hadn’t complained to him — urgilnad beaten her several
times while drunk and she decided to leave him. ®feg me ‘You know,
nowadays we have gender’ (equality). ‘I didn’t wémstay with him anymore,
because | don’t know if he would kill me the neixté’. Lisa confidently went
on explaining to me that ‘the government is nowndagender’ and how much
difference it has made for women in Malawi. On aalk, we passed by a
middle age man kneeling down in a stream of watashing clothes. We both
greeted him in Chichewa and the man replied and Liea added something,
which | didn’t understand, but | could detect froime man’s facial expressions
that he didn’'t appreciate her comment even thoughveas laughing. Later |
asked her what she had said to the man. ‘I askedfhis wife was dead’ she
replied in a mocking way — ‘why would he otherwise doing the washing

himself?’

My friend Lisa, was pleased with the governmentdionging domestic violence in to
public discourse, probably because of her own éapee living with a violent man.
At the same time, Lisa adheres strongly to trad@iayender roles and bluntly makes
fun of men who do house chores. Without diminishthg problem of domestic
violence, the figures froftMDHS (NSO, 2004) show that domestic violence could
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hardly be described as a culturally accepted normarital relationships in Malawi.
Whether married women are in increased dangertohgenfected by their husbands
if also victims of gender based violence, is hardell. If a husband is HIV positive,
the likelihood of his wife getting infected as wesliquite high, irrelevant of her being
a victim of domestic violence or not. Malawian fuweomen do have considerable
agency in initiating divorce if they strongly disag with their partner’s behaviour
and ‘unjustified’ violence is one of the reasons imprmants in Malawi mentioned

as a reason for demanding divorce (see also S@t15).

7.7 Summary
In order to have an understanding of how womenanokhbo respond to the danger

of HIV infection, an understanding of gender rela and gender communication is
necessary. The likelihood of getting HIV infectesl gonsiderably higher among
married women (Anglewiczt al 2010; Watkins, Forthcoming), but the ABC
prevention method does not provide married peojiie ngalistic strategies to protect
themselves against HIV infection. The Karombo wolmesuggestion of possible

strategic actions indicates that people are deugdogheir own couple-level

protection strategies. In a preventative respongbé risk of becoming infected with

this fatal disease, AIDS, women are actively cmglileg and confronting local gender
norms. Discussions within the marriage of the iasesl danger of getting infected
with HIV if engaging in extra marital affairs antressing the importance of both
parents being healthy to take care of their fanailg the first measures women
employ; should that not be effective, interventidresn the martial counsellors are
sought or divorce is initiated. Anxiety of beingysictally abused by a husband was
not mentioned in this context in the interviewKiarombo. These strategies may not
have immediate effect or provide total protectigaiast HIV within a marriage, but

they are the applied methods available in a pdatictultural context. Schatz (2005)

concludes by stating that women in Southern Malawi:

spoke boldly about strategies they would (and hasraploy(ed) to protect
themselves from HIV/AIDS. Their boldness was some8 undercut by
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contradictions, moments when they vacillated abihgise strategies, their
ability to enact them, or the futility of even tng; yet, many told stories of
their own or others’ actions.

As a last thought, it is interesting to wonder wivpmen are often labelled as
‘particularly vulnerable’ in HIV policy papers. Whas we take Anglewiczt al
(2010) seriously? They find that 7.1 per cent ofmed men are HIV infected and 5.6

per cent of married women. Would it then be moreueate to think of men as
vulnerable?
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8. Voluntary HIV testing and counselling

8.1. Personal service
It is essential to bear in mind that cultural fasteshape people’s behaviour,

knowledge and choices and it is therefore importaradapt HIV programs to local
situations (Castle, 2003; Chimbiri, 2007; Kaler,030 Campbell, 2003; Lwanda,
2002; Schoeph, 2004a). Voluntary Counselling anstifig (VCT) clinics evolved

out of the need to combine HIV prevention with potimg people to go for HIV

testing. There are several types of VCT servicestbe most common is when
counselling and testing is integrated with otheaaltiecare services (UNAIDS, 2001).
The VCT’s purpose is to inform people about HIV @mdble individuals / couples to
make an informed decision whether they want to knlogir HIV status. When the
test results are known, counselling is offered. tTivay the VCT counselling

contributes to prevention for people who are fomod to be infected; in case the
person is infected by the HIV virus she / he isegiadvice about how to live with
the virus, e.g. regarding nutrition and family plarg. VCT emphasizes
confidentiality and respects people’s choice (Bégga®001).

VCT centres are thought to have shown good resul&frica and are one of the
main tools in the fight against the HIV epidemid\AIDS, 2004). The VCT settings

within Africa or within a given country can varylstantially even though the idea
remains the same; to test people and provide ctimgséAmong the things that can
vary are whether test results are ready the sameodavithin a week, how much

emphasis is put on confidentiality, whether thensalliing is done privately or in a
group, the experience and education of the coworsedind whether the VCT is a part
of an antenatal care unit to (UNAIDS, 2004). Notpsisingly, lack of financial

recourses in health care settings puts strains amynof the VCT centres in sub
Saharan Africa. Ideally, the VCT has many positeféects such the counselling
being personal and interactive and it also suppopen dialogue about the
transmission of HIV (UNAIDS, 2001:13). Howeverjstdifficult to measure some of

the effects of the counselling such as changeid#ts towards sexual behaviour. The
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efficiency of the VCT relies much on the counselofheir role is to be aware of
people’s different situations and cultural viewsldo bring about the best way to
convey how one can avoid HIV or to live with theud. In a way, the VCT centres
are glocal phenomena in the sense that the settings are fgloidlly but work

within a local context.

8.2 VCT clinics in Malawi
The accessibility of VCT clinics nationwide in Malais a relatively recent

development. In 1995 a non-governmental organizatidalawi Aids Counselling
and Resource Organization (MACRO) introduced thst WCT sites in Lilongwe and
Blantyre, the two largest cities of Malawi. Anotlainic was opened in 1999 at the
Bottom Hospitdl’ in Lilongwe, called the Lighthouse. The clinic eded people
from the capital city and surrounding communitiesl as still one of the busiest
centres (Mwale, 2006: 15). From the beginning thé€& centres attracted quite a
lot of people but in 2000 the number of patientdtiplied when whole-blood rapid
HIV tests were offered. These rapid tests showHhéresult in a matter of minutes
instead of patients having to wait for a few wetkget their result (USAID, 2002).

In 2000, the GoM committed itself to expand VCTesitcountry-wide and with
financial support and provision of locales fromigas NGO’s and other donor
agencies; VCT is now offered widely around the ¢oufiYoder and Matinga, 2004).
To obtain an understanding of how much the VCT resnhave grown for the last
few years, the manager of the Lighthouse clinicla&rpd that in the 2001, they
received one thousand people monthly, but sinceatitigetroviral medication was
made available in 2004, over 4000 patients comeyewenth and they had to add
buildings to the site. Same results have been ptigderldwide, where there has been
a dramatic increase in HIV testing if medicatiorprevided since many do not see
the purpose of knowing their HIV status if nothicemn be done (Irwiet al, 2003: 60-
67).

> Now called Bwaila Hospital.
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Figure 13: HIV Rapid Test. A drop of blood is put on the strip and the result
is ready within 5 min.

In conversations with various people | detected thaas common to hear people
thank the Malawian government for the ARV mediagasiowhile it is provided by

various donor agencies in Malawi, in particular tBbal Fund. When receiving
ARV treatment, it is extremely important to adherxenstantly to the treatment
schedule since any disruption can cause drug-aesistrains of the HIV virus to
emerge (Irwinet al, 2003: 75). Therefore, reports of the Global Fant being able

to disburse the ARV supplies needed, as a setbh¢keoglobal crise¥, causes

considerable concern. Already there are shortage&RY treatments at various
clinics funded by the Global Fund around the coyntwhich Médécins Sans
Frontiéres have been compensating®*foBut fortunately the World Bank and
PEPFAR have stepped in and pledged to raise tlwiattbn to Malawi (Hecker,

2009).

%8 The UNAIDS in co-operation with the World Bank attHO released a Report in June 2008e
Global Economic Crisis and HIV Prevention and Treaht Programmes: Vulnerability and Impact
which published the outcome of a survey conduatedli countries. According to the report, one third
of the respondent countries expected donors’ wétlet over the next years which would affect both
availability of treatment and continuing HIV previem campaigns.

%9 Eleven per cent of the UNAIDS participating coiggrreported that had already had setbacks in
ARV treatments.
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The people from Karombo village have various omidnthey want to go for HIV
counselling and testing. Mangochi District is deadinto five health zones, and
Karombo is situated within the Monkey Bay HealthnZo There are five small
governmentally run clinics within the Monkey Bay dth Zone approximately 30
km apart from each other. During my stay in theaafeur of these clinics offered
VCT,; Nkope, Malembo, Nankumba and Monkey Bay Comityudospital (MBCH).
Preparation to open VCT at privately run clinicsdathose run by Christian
associations in the area was underway. Clinicdguthe government do not take any
visiting fee and medication is free, while privgteun clinics charge for the same

service.

8.3 VCT at Monkey Bay Community Hospital
My interest lay in Monkey Bay Community Hospital B@H) for two reasons, firstly

because it is the nearest clinic to Karombo villagel secondly because it is
supported by ICEIDA. MBCH is situated on the outtskof Monkey Bay township
and serves about 110,000 people in the area. ICEJ®tAInvolved with MBCH in
2000 and the hospital has grown substantially sthea. New buildings have risen
and service has been extended. Now MBCH consista @eneral out-patient
department (OPD)an antenatal care unit, wards for in-patients (matgrmursery,
children, male, and female), a laboratory, an dperal theatre, a mortuary and a
facility for VCT and ARV medication for HIV patiest HIV tests were first available
at MBCH in 2005 and ARV medication in 2006.

To my surprise, most of the people | spoke to anMonkey Bay Area were familiar
with the VCT service offered at the MBCH even thiouge service had only been
open for less than two years when | first cameheodrea. General contentment was
expressed that ARV medication was available ato=t, avhile a few claimed they

had heard rumours that the ARV drugs were beintilbliged for free because they
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were outdatetl. However, few of the people | spoke to had perpnésited the
VCT, except for some women who had taken HIV tekilavattending antenatal
service. A common response was that the service weas important for ‘other’
people and that they would use it themselves if teed reasomo believe they were
infected. This comment is in line with Mabunda'€9@8) conclusions from rural
South Africa, whereby she found that people hesitdab go for VCT unless they

strongly suspected being found positive with HIV.

The VCT and ARV facility improved over the two ysal spent observing the
MBCH. When | arrived in February 2007 the HIV priaselling commonly took
place under the shade of a tree in the back gartlédme hospital since the assigned
room for counselling was often occupied for somieeotfunction. Pre-counselling
most commonly took place in a group early in thermimg, and then people took
their place and waited for testing and post-couimgglThe testing took place one-on-
one in a small room. Patients then waited either marrow and very crowded hall or
in the garden outside for their results. They wgikeen the HIV results and post-
counselling in the same room, again one-on-onegmxétr couples. The whole
process could take from one hour up to a few haar€ctober 2007, a new building
became available for the VCT as well as a treatmeom for the ARV medication, a
great improvement. In the new building people viaia big reception room for their
HIV testing and get counselling at the same tintee VCT's advertised opening time
was from Mondays to Fridays from 7.30 am until O7gn even though | observed
that the actual opening hours were irregular. Tagsdvere hectic days at the VCT
since that was when prospective mothers attendedanienatal care unit and they

were strongly encouraged by health staff to gdHiM testing.

0 Those who made these claims did not know peopteopally who were receiving ARV treatment. |
did check the dates on the medicine on two diffeoecasions and the dates showed the medication to
be far from expired. These statements however ciowlidate that people are weary of public health
centres.
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8.4 The counsellors
While | conducted my research at the MBCH, 6 colloisewere working at the VCT

unit, either one or two at the time, with 5 houlsfts normally changing during

midday. The group of counsellors consisted of fm@men and one man, who all
lived in the area. They have various professioratkgrounds; two are health
surveillance assistants (HSAs), two are nurses, i®re youth counsellor and one
works as a laundry assistant at the hospital besidenselling. All of the counsellors
had attended a six-week long training course irfah@er capital, Zomba, sponsored
by ICEIDA. Being a counsellor at a VCT clinic ishaghly demanding position. The

workload is enormous and the success of the cdingselepends of how qualified

the counsellor is (MOHP, 2003: 13).

All of the six VCT counsellors at MBCH expressechgeal satisfaction with their
job. The feeling of being able to help others wa®e ®f the first things they
mentioned as a pleasant part of their job, espgcédler the ARV treatment was
available. Interaction with different people, likéa co-workers and gratification for
just having a job was also brought up. However, glamts of too much workload,
low salaries and little chance of being upgradedhigher positions within the
hospital were considered as negative aspects gbtheOne of the counsellors was
discontent with the low pay compared with the jesatiption:

It is difficult not to get some allowances. [Worginas a counsellor] is more
responsibility and sometimes it is dangerous whan get very sick people from the
ward and there is a danger you can prickle youesadfget infected. It is a dangerous

job and you have to take care of yourself. But $alidwances.

8.5 HIV counselling
The main advantage of VCT clinics is considered b® the combination of

counselling with testing since the personal codimgeprovides a unique opportunity
for the concerned person to have a one-on-one csati@n with the counsellor and
attend to whatever preoccupation she or he may. tvéhe same time, the VCT

counsellor can address relevant cultural practisebte area, not in the attempt to
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eliminate them but rather to encourage them benagtiged more safely (MOHP,
2003: 12). VCT's counsellors therefore have the oopymity to fulfil Lwanda’s
(2004: 41) recommendation of HIV education in Mald®ing culturally sensitive
and, most importantly, have the educational mesadggpt to different circumstances

in each locality.

In March 2007, | spent three weeks at the MBCH.sTdnanted me the chance to
hang around the hospital and especially the VCT fori days on end, sit in on

counselling sessions and testing room as well ggetdo know the counsellors and
other medical staff quite well. | was impressed heell the counsellors dealt with

the pressure of having up to 30 people sittingidatwaiting for their services. | also
observed that Lwanda’s ideas of culturally sensitand locally centred HIV

counselling is perhaps harder to gain in praxis thet forth in theory. Even though |
did not understand what the counsellors were sagimge it took place in Chichewa,
| could clearly sense that many of the patientssiey in these clinical settings and it
must have been strange for them to have a whiteamopnesent while they were

being informed whether they had HIV or not.

In the VCT sessions, it struck me that | could haaver tell by the body language if
a person had been diagnosed HIV positive or nat. vidice of the counsellor did not
change, the counselling sessions did not take @myer and people usually did not
ask a lot of questions, irrelevant of whether thegl been diagnosed with HIV or not.
The counsellor | spent the most time with initialllanted to translate into English
what he was saying during the counselling sessmahthen translate the patients’
response, as the session developed. | did notéeefortable with that arrangement
since | felt it would affect the confidence betwdka counsellor and the patient and
people would not express themselves as freely. lBast importantly, | understood
that for those who were told they were HIV infectdds moment would stay in their
memory for the rest of their lives. | was quitemised that the counsellor did not

view the situation in the same light.
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Pre-counselling sessions took variable time, andesiones due to time constraints
they had to be shortened. | asked several counsellbat were the most important
messages they had to convey during these ses#ioostding to them, firstly it is
very important to familiarise the patients with tH8/ testing kit, explain the testing
procedures and how the results are obtained frentest kit. Secondly, they had to
explain the difference between HIV and AIDS (and #arious modes of infection).
Thirdly, the counsellors had to talk about otheiD&Tand their symptoms. Finally,
they explained how to protect oneself from HIV gtfen. The counsellors seemed to
me to be very professional during their pre-coumgglsessions and the counselling
was fairly standardized. During the counsellingsg®ss | withessed, there was not
much interaction between counsellors and patieintse svisitors did not ask many

guestions.

8.6 Cultural practices and counselling
As has been discussed previously, NAC in Malawigrawitized the discouragement

of several harmful traditional practices. The calinsg sessions would be an optimal
place to address these practices should the cdomsselee the need. | asked a
counsellor what he thought were the main modeslgftkansmission in the area, to

which he replied:

R: The most important is to tell the people thaytlcan get infected by sharp
piercings, razor blades, unprotected sex, polygamg initiation the Yao
people do, and thési®. So you have to make risk assessment and then to
decide how the people can make risk reduction.

I: How can you do that?

R: Like by using condom, abstaining from sex, alsvaging new razor blades,

avoiding blood transfusion and take care for thedeiv period.

b1 A practice whereby a married woman has sex withter person in the hope of getting pregnant if
their partner is sterile.
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It is interesting that the respondent mentioned twhural practices as a culprit of
HIV transmission as well as polygamy but did netbelrate further on these issues. |
do not know if our previous conversations abouttuwral practices in the area
influenced his answer. It is truly important to @wsaew razor blade for each boy that
undergoes circumcision in the Yao initiation ceremmoHowever, it is not as clear
how the risk reduction strategies he suggested,nesv razor blades, abstinence and
condom use, are pertinent considerfisj or polygamous marriages. This particular
counsellor did not mention the importance of bdeithful to one’s partner. Should
the topic be brought up, it might initiate fruitfabnversations of how a person could
react if they suspect a spouse to be unfaithfutolild also lead to conversations

about postpartum abstinence.

Another counsellor | spoke to, appears to haveotteg his B's and C’s in the ABE
since he bluntly told me that the advice he gavepleeattending VCT was ‘I tell
people not to engage in sexual activities’. Thiarsellor had received 16 pregnant
women that same morning and | would have liked earhtheir responses to his
advice. The HIV personal counselling could be adyeenue to address the concerns
many people have of condoms being poisonous anard@zs to their health. Open
discussion about the practice 68i could also be beneficial, emphasising the
importance of not having sexual relations with espa who does not know his HIV

status.

2 ABC is the most recognized HIV prevention slogarfor Abstinence, B for be faitful and C for
condom.
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He’ll have to shave some of your special hair, mix it with his concoction and your business will boom *

Figure 145: Comic showing a sing’anga, who has tied condoms on his body,
from The Nation 29t of April 2007.

There is a multilayered system of knowledge regaydnealth and illnesses in
Malawi, with western style health care clinics agifferent types of traditional
doctors ésing’angg. Theseasing’angahave their specialities; some cure illnesses
with help from ancestral spirits while others ageiipped with tools that enable them
to ‘see inside the body and detect what is wro8gll others cure diseases with
herbal remedies or can offer protection againsthwiaft. According to Lwanda
(2004) there is strong faith in traditional healingVialawi irrespective of gender, age
or class. Lwanda (2002) identified contradictingadiurses concerning AIDS in 2002
when many traditional healers claimed they coule dIDS with special medicines
or cure it with witchcraft cleansing. However, thias changed dramatically with
increased access to ARV medication at public headtitres after 2004. Most people
| spoke to were astonished to see the improvemehiseople with AIDS after
receiving medical treatment. But on the other haedain distrust of the VCT clinics
was sometimes reported. When having a conversatitna man at a temporary
VCT centre in Nankwale, a neighbouring townshipMiinkey Bay, he commented
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on how brave he had been to go for the testingesmonour had it that the
counsellors took a whole bottle of blood when testio ‘use for different things'.

Now, he said, he was going to correct this rumour.

8.7 Sexually transmitted diseases
The VCT counsellors at MBCH put much emphasis osakmg of other STD’s

during the counselling sessions. This emphasislevant since sexually transmitted
infections increase the risk of contracting HIV dafion (Rotchfordet al 2000;

Fleming and Wasserheit, 1999). It is hard to corgerdrent statistics of STD’s
prevalence in Malawi but in thlalawi Demographic Health SurvgfNSO, 2004:

207-8) respondents were asked if they had had anyif§ the past 12 months or if
they had experienced abnormal genital discharggenital sores/ulcets Only one

per cent of participants professed having beerciatewnhile eight per cent of women
reported discomfort in the genital area and sixqat of the men asked. According
to MDHS, men are three times more likely to rely on modeealth care systems in
case of illnesses than women who are more likelyetek treatment from traditional

doctors.

The MDHS results do not concur with what | was told in Katmw village, where
men repeatedly told me they would seek treatmerh fising’angain the case of
acquiring STD, whereas women expressed more wilsg to seek treatment at
hospitals. On several occasions it was explainednéothatsing’anga could not
effectively treat AIDS and that one should not é&edi those who claimed to be able
to do so, but that mosssing’angahad very much experience in treating other STD’s.

A smiling young man in his early thirties explained

The difference was that you should go to the hakgiyyou have AIDS, but not
if you have other STD’s. If you go to tkeng’angaif you have AIDS you are
always just curing the side effects. Soon the dostmuld be tired of you! If

8 Which are common symptoms of STD’s infections.
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you come today with headache and the next withrithaa...he will tell you to

go to the hospital!

While there was an agreement on the efficiency estern medication in treating
AIDS patients, the same did not go for other sdyuednsmitted diseases. | was told
that it was cheaper to look for remedies fraaming’anga than hospitals if
experiencing any discomfort in the genital areal "rat treatment provided by the
hospital staff took longer time to work. | also dbe feeling thagasing’angawere
preferred by some men because they asked fewetiansgsas these two excerpts
illustrate:

At hospital you get more shy. Maybe there is a womurse who wants to see
your penis and there are more people there. (RdgpdnUnmarried man in his
late twenties)

At the hospital they ask you to bring your partnéth you. But if you had sex
in Blantyre, how are you going to get the girl? §fendent: 31 year old man,
married.)

When asking a group of young women if they knew sasexually transmitted
diseases they named ‘syphilis, gonorrhoea, HIV/ &l&d wound in the vagina or
like hole in the vagina’l further asked what they would do if they expeceth
discomfort in their genital area and the women agjtbat:

Sometimes it is good to go to the hospital to $g®u have AIDS. But if it is
something else you can go to thieg’angabecause he can catch the thing

inside your vagina.

Judging from these responses, one would assumeast important that VCT
counsellors addressed these issues while explathengorrelation between sexually
transmitted infections and HX/but as the manager of the Lighthouse clinic, dtate

 While | have no ability to estimate the effectiesn of traditional medicine, in my opinion,
counsellors should initiate conversations aboutdpé.
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Most people don’'t want to talk about seeking hetmT traditional doctors, to
do so, people need to have a lot of confidence thighdoctor. You need to talk

to thesing’angato change this.

8.8 Couple’s counselling

amapezeka kuti
alibe HIV?

Ndi bwine
“Kudziwa

' muli ndi HIV
kapena ayt kuti
mukonze tsogolo
janu.

Figure 15: ‘Did you know that most couples that go for HIV testing are
found negative? Poster found in Mangochi District.

It has been a widely reported problem that those are diagnosed HIV positive, do
not inform their spouse or partner (UNAIDS, 200¥hen health care workers
became aware of this problem, couple counselling pramoted (UNAIDS, 2001:

23). In the Malawian VCT guidelines it is declardtht ‘Partner disclosure and
Couple counselling should be encouraged in all \6@€ds’ (MOHP, 2003: 9). Couple
counselling at the VCT centres provides a good dppdy to address the problem of
adjusting sexual behaviour if one or both of thdividuals are positive, as well as to
address childbearing issues, any misconceptions cthgle may have about
HIV/AIDS and discuss how to provide emotional suppgo each other (Chippindale
and French, 2001). If both are found negative,cinselling is a good opportunity

to open up a discussion about the importance efifid
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The counsellors at MBCH remarked that it was beognmore common for couples
to come for HIV testing before getting married. Hawer, according to them, most
couples came to the VCT because either of thembleaat diagnosed HIV positive
before. But the HIV campaigns promoting couple salimg are widely known and |
frequently encountered people who recited the canpasaying it was the right
thing to do before getting married. If couple’s nealling becomes an accepted part
of the pre-marital process, | find it very likelyig will be a very effective tool in the
combat of HIV.

8.9 Women and VCT
It is commonly stated that HIV prevention progransmeed to take special measures

to have women patrticipate in VCT settings and ke tdlV tests. Women are said to
be reluctant to go for testing because they aggdatheir spouse will leave them if or
he will abuse them physically (UNAIDS, 2001; UNAID2008; Gupta, 2002).
Contrary to this perception, there are more wontam tmen who go for the testing
and counselling at MBCH. This is due to all pregnaomen being encouraged to go
for testing when attending the antenatal care @rtas one nurse phrased it: ‘it is
strictly speaking not compulsory to go for testilgit much recommended’, with
emphasis on muéh The counsellors agreed that it had been difficultonvince
pregnant women in the beginning of the VCT's sasito take the HIV test but that
it became easier ‘as they get used to it'. In tmeasinding VCT centres, counsellors
reported a similar progress, with all pregnant wonmew going for testing and
counselling as part of the antenatal programme.cblo@sellors gave various reasons
why women had been hesitant to go for testing. Mase of the opinion that people
were in general afraid to go for the testing beeatley were ‘thinking too deep’
meaning worrying too much. They suspected thae#pecting mothers were afraid
to find that they had an incurable disease. Gitvan women tend to overestimate the

likelihood of being HIV infected, it is likely theutcome must come as a great relief

% At the end of my stay in Malawi, | noticed thagth was a new sign on the counselling room stating
HTC (HIV Testing and Counselling) instead of VCTolMntary Counelling and Testing).
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to those not infected. This also indicates thatsihecess of VCT increases with the

length of time it operates.

8.10 A view from the VCT waiting room
In June, or two months after my initial study pdret MBCH ended, | decided to go

to the hospital to spend the day in the waitingntommong the patients. When |
arrived on a Tuesday morning at nine o'clock (ond &alf hour after advertised
opening) there were a lot of women waiting, butdber to the counselling room was
still closed. By asking around, | found out tha¢ tounsellor had not showed up for
work. The women waiting seemed confident that tbensellors would come that
day, but they did not. Neither did they show up diag after nor the day after that. |
went to the VCT centre for two weeks in a row. urid out it was closed during nine
working days. Every day there would be someoneimgaitom early morning until
noon without being told that the service was clodedias quite an ethical dilemma
for me if | should talk to the manager, whom | knewte well, and inform him that
the counsellors were not coming to work or whethgnould be a silent observer of
how things eventuated. | opted for the latter. Womere in great majority waiting.
Many of them had been sent for testing by theidthgarofessionals because they
were suffering from chronic illnesses, had sevé&ne groblems, tuberculosis or other
persistent symptoms. Others were there becausehihsibands had been diagnosed
HIV infected and some already knew they were HI\gipee, but had brought their

children for testing.

Understandably, some of the women | spoke to egpretheir frustration about the
VCT being closed. Even though the service is ftea@aMBCH, it is quite costly for

a person to go there since she or he has to payafmsportation and spend valuable
time away from work. The journey can take seveaairh and it is necessary to bring,
or purchase, food and drink. | encountered twieestime mother who had travelled
over 30 km each way to take her daughter for HBt w&thout success. This brings
up another aspect of the counselling. Becauseeohitjh cost of transportation, | was

surprised to find people from other health zoneasiting for the VCT in Monkey
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Bay. They told me that they did not feel comforealbd attend the clinic in their
village because they did not trust that the outcomthe test would be confidential
since the counsellors are from the area. | fredyeahcountered worries of
confidentiality not being kept. Many do not find ¢gomfortable to talk to HIV

counsellors if they come from the same area. Seesi this, counsellors at another
clinic at Malembo (neighbouring area) ‘wished thevgrnment had funds to find

people from other area because of confidentialibpjem.

When the VCT opened again on the tenth day, | eaduhy it had been closed for
so many days. The explanation | was given wasth®akey to the counselling room
had been lost, and when another staff member of NMIBflind the key he forgot to
tell the counsellors. When the key finally matesed, the person who was supposed
to work that day fell sick but could not advise ang of his situation. | got
permission from the hospital’'s manager to revieey\CT's attendance books for the
last three months. Fortunately the ten days of sellor non-attendance | had
witnessed was an unusually long closing period as lme seen on the following
graphs:
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Figure 16: 254 people visited the VCT service in April. It was closed 3 working
days.
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Figure 18: 137 people visited the VCT in June. The service was closed for 11

working days.




In total 589 people were HIV tested during thesaeddiths and close to 30 per cent of
them were found HIV positive. 254 people got HI'gteel at MBCH in April but only
137 in June since it only operated in ten out oértty working days. When
examining closer why the service was closed oramedays, lack of HIV testing kits
or lack of rubber gloves for the counsellors to udele taking the tests were most
commonly given as explanations. When speaking athdgiproblem to the managers
of the MBCH, they were surprised to hear of it. {fheere not aware of these
recurrent periods of closing the VCT centre. Stitspite all the inoperative days, it
is fairly impressive to note that 600 people in #iea went for HIV testing during
these three months and there of close to 430 pespte found not to be HIV

infected.
I will conclude this chapter by three pictures takeom a schoolboolRhe Hiding

Hyena (2004), made by children from the primary schooltle nearby area of

Monkey Bay. The book discusses the importance oikmg one’s HIV status:
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Go for an
HIV test! Find
out which animals
are infected—
so we can take
care of them
and save
others...
NOW!

Finally Owl sternly commanded the animals to be silent

and to listen carefully...

Figure 19: Page 3 from The Hiding Hyena (Ringbom et al, 2004).
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I'll take a

few drops of your
blood, o see whether

you are infected or

A

Not more than
a mosquito bite...

TR Ty
=

-
b
ol

Zebra stepped bravely into the Clinic. She was the first to
be tested. Nurse Goat kept her Clinic very clean and used

a fresh injection needle for each animal.

Figure 20: Page 37 from The Hiding Hyena (Ringbom et al, 2004)
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g =
Owl has taught us ABC* We shall noy
Spread HIV!

edicj G
W, ¢ and medicin,
§ vant ¢ canno' winl

At last Nurse Goat was able to tell them about the new

Community AIDS Centre and how everyone could live
together. The animals now felt calmer. Soon the lively
group began discussing new plans for the future and they
celebrated by singing and dancing all night long...

Figure 21: Page 44 from The Hiding Hyena (Ringbom et al, 2004)
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9. Conclusions

What we have learned over the last twenty-five yearrelation to the AIDS is that
there is no one easy solution to stop the epideBiice the first HIV cases were
diagnosed in the U.S and Europe, mostly among ga&yn, nAIDS has been
accompanied by moralizing messages, shame and astiBecause of the strong
association between HIV and homosexuality, whichraktively uncommon in
Africa, the medical doctors did not realize thag telimming disease’ was in fact
AIDS. The political situation in Malawi was ill-di®sed to tackle the HIV pandemic
the first years, since ‘the president for life’theé time, Dr. Banda, tried to shy away
from the problem. Under Banda’s regime the HIV piterce rose from 2 per cent in
1985 to 19 per cent in 1989, when he was forcethkte some actions (Yoder and
Matinga, 2004).

The Malawian governments’ inaction is understanelabhd not unique. The
international community took long to realize thengications of this epidemic. The
first years were characterized by faith in scientibtnd medical technological
solutions and less emphasis was put on prevenfidhneodisease, at least in Africa.
This however, radically changed around the millarmiwhen HIV and AIDS gained

much attention from UN agencies and a special bbi§AIDS was established to
focus on the issue. In 2003, the U.S President'®rgaency Plan for AIDS Relief

(PEPFAR) set an example and increased its’ donatiazombat the HIV epidemic,

and more donations followed from other agencie& [&ht ten years, funding for HIV
projects has been relatively easy to access, t@ttension that it is been labelled
‘fashion disease’ in popular discourse. The inaddsnding has enabled millions of
people with AIDS in Africa, to get medical treatmafthough it is still not available

to all.

With time, more importance has been attached to ptB¥ention programmes. How

these prevention programmes should be set up has thebated. The U.S based
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agencies; PEPFAR and USAID have promoted the stedcahBC method;
encouraging people to abstain from sex before ageribe faithful to their partner
and use condoms when engaging in casual sex. Ajththis message sounds easy to
follow it has been criticized for not taking intecunt the multilayered and often
contradictory understanding of condom use, abstmeand fidelity in different

cultural groups around the world.

Development aid agencies and NGO’s, have been edoofsoveremphasising the
role of culture and cultural practices in the sgre&HIV in African societies. In this
rhetoric culture is defined as ‘traditional’, astatic and unchanging phenomenon.
Certain practices have been labelled harmful ammildhbe discouraged. This has
been harshly criticised by many academics who pmintthat there is a tendency to
overgeneralize and to exaggerate, both the acarébmmance of such practices and
the extent to which they influence the spread efwinus. Others draw attention to the
contradictory messages of, on one hand, eliminatiriigiral practices in Africa while

on the other, promoting preventative measuresdn/ilest.

In the case of Malawi, certain cultural practicessdn gained attention from both
national and international aid agencies as wep@sular media. Sexual intercourse
with girls at initiation ceremonies, widow inhentze, widow cleansing and dry sex,
have achieved much interest. However, much of whatritten of these practices is
inaccurate and not based on empirical studies. lefamda (2004), has traced how
cultural practices were hidden from the coloniategan Malawi when authorities

tried to ban and eliminate certain practices withimaving an understanding of the
contextualized significance of the practices. Itmg feeling that the discourse of
harmful traditional practices during the coloniainés can be reflected in the

discourse of AIDS in Africa.

The phrase that AIDS has a woman'’s face in Afriaa heen popular for a reason.
The number of HIV infected young women is highearthamong their male peers.

Much attention, effort and money has been put idésigning HIV prevention
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programmes thought to empower women to defend thlwes against infection.
Scholars have questioned the emphasis on portrayiogien as particularly
vulnerable and it is interesting how much attentisnpaid to young women in
relation to HIV when in fact the gender differenck HIV prevalence decreases
rapidly among people 24 years of age and olderpiBesgender mainstreaming’
being promoted within development agencies, thadan women in relation to HIV
is accompanied by a tendency to ignore that merviatiens of the disease as well.
Most prevention programmes aim to protect womemfgetting infected from men;
as if men’s privilege and power only makes thenivadransmitters but not valid to

be incorporated in prevention programmes.

It should not be undermined that women are disadgga in many ways in Malawi,
especially as to access to economic resourcesfemihists, especially from third
world countries, have criticized the prevailing geaof women from poorer countries
as defenceless victims. Chowdhry (1995) definedetlitominating images in western
discourses of Third World women, which all havecommon a portrayal of Third
World women as inferior to women in the West. Ino@dry’s opinion these images
depict women as having no control over their livegjng dominated by men,
oblivious to the outside world or controlled by touél traditions and in dire need to
be civilized. Such images can be detected wherewang HIV policy papers. This
criticism coming from third world feminists has wig been accepted within the

academic community but largely ignored by developinaéd agencies.

The aim of this study was to explore how developnagscourses of HIV and AIDS
in Malawi fit the lived realities of people in Karo village. Due to the particular
emphasis HIV programmes place on women, girls awre, | paid much attention
to their point of view concerning gender relatiosexuality and cultural practices.
The conclusion which can be drawn from this stiedthat HIV awareness campaigns
have been successful and that there is a nhow waivienowledge of the disease and
its modes of infection. Still, too much emphasiplaced on certain gender norms

and cultural practices as culprits of the HIV epme in Malawi. Further
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understanding of local power dynamics is neededrbemaking any conclusive
claims as to their effect. The voluntary counseglland testing centres can be a very
effective tool in promoting safe sexual behavioaddressing risk factors and
providing personal counselling. It is important le aware that how sexuality is
expressed and experienced is both highly persomalbgivated and -culturally

conditioned.
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Appendix

Glossary of Chichewa terms used in the text:

chinamwale
Chokolo
fisi

kuchotsa fumbi:

Kukuna

kupita kufa

kusungamwambo:

kutenga mwana
Matola

Mdulo

ndiwo

Nsima
Sing‘anga
Tsempho

Usipa

Puberty initiation rite for girls
Widow inheritance
Hyena éfisi plural)

‘sex without the consent after first menarche for
initiation’

Elongation of the labieninora
Widow cleansing

‘not to take the problems within the marriage ailgsof
the house’

Sexual cleansing ritual for parents

Public transport

lliness stemming from breaking sexual taboos
Relish

Maize porridge

‘Traditional African doctor’ §sing’angaplural)
lliness stemming from breaking sexual taboos

Small fish (finger size)
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