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GLOSSARY

Definitions

Agency: Having the empowerment and authority to
make decisions and act on one’s own behalf.

Batswana: Persons from Botswana (plural of Motswanal).

Discrimination: Unfair or bad treatment directed at
those who belong to, or are perceived as belonging to, a
marginalized group, such as women or people living
with HIV or AIDS. Discrimination reinforces social
stereotypes and inequities and, for populations mar-
ginalized on more than one basis (for example, women
living with HIV/AIDS], it has a harmful multiplicative
effect.” Discrimination based on “race, color, sex, lan-
guage, religion, political or other opinion, natural or
social origin, property birth or other status” is prohib-
ited under international human rights law.?

Food Insufficiency: The condition of not having a quan-
tity of food available to meet the hunger or nutritional
needs of an individual at any time in the past 12 months.

Gender: A social and cultural construct; the widely
shared expectations and norms within a society about
appropriate male and female behavior, characteristics,
roles and relationships.?

Hunger: The uneasy or painful sensation caused by the
lack of food.

Routine Testing: In general, HIV testing in the context
of a health services visit for primary care or other rou-
tine clinical care, such as antenatal appointments.
Routine testing can be “opt-out” (health worker-initi-
ated testing which is done unless the patient refuses])
or “opt-in” (testing to which the patient affirmatively
consents). This is a broad policy category encompass-
ing many definitional variables, including the existence
or types of symptoms presented by the patient, the
national context (HIV prevalence and treatment avail-
ability, for example) and standards for counseling and
informed consent. The chief distinction is with volun-
tary counseling and HIV testing (VCT], which takes
place in a stand-alone facility created exclusively for
the purpose of HIV testing, and in some contexts,
follow-up AIDS treatment or other HIV-related care.

Sex: A biological category, defined by characteristics
related to reproduction (e.g., male or female).

Sexual Risk-Taking: Practices or circumstances that
are likely to expose an individual to the risk of HIV trans-
mission through sexual intercourse; markers or predic-
tors for sexual intercourse without a condom with a
person infected with HIV. These include having multiple
sexual partners, having a relationship with an older and
more experienced partner (“intergenerational relation-
ships”) where the younger partner is also likely to lack
control over condom use and other aspects of the rela-
tionship, and other intimate relationships where the
partner, and not the individual herself, makes decisions
regarding sexual matters (“lack of control”).

Stigma: A loss of status and the social sanctioning of
prejudice, domination and inequity based on member-
ship in a particular group.*® Stigma arises when a com-
munity or authority links social differences to negative
stereotypes and categorizes these “others” as different
from and inferior to themselves. HIV-related stigma
developed out of an early association of AIDS with
already marginalized populations — the poor, ethnic
minorities, women, men who have sex with men, sex
workers and IV drug users — as well as the association
of AIDS with death.

Southern Africa: This region includes Angola,
Botswana, Lesotho, Malawi, Mozambique, Namibia,
South Africa, Swaziland, Zambia and Zimbabwe. Some
lists also include Madagascar.’

Sub-Saharan Africa: This region encompasses forty-
seven countries including the southern African countries.®

Vulnerability: The risk of being exposed to HIV infec-
tion, including due to social factors and determinants
in the external environment which are beyond an indi-
vidual's control. Women and girls are a population
group with an elevated vulnerability to HIV infection as
a result of unequal gender relations and entrenched
gender inequity and sex discrimination.’



Acronyms

ACHPR: African “Banjul” Charter on Human and
Peoples’ Rights

ACRWC: African Charter on the Rights and Welfare of
the Child

AIDS: Acquired Immune Deficiency Syndrome
AOR: Adjusted odds ratio
ARV: Anti-retroviral

CEDAW: Committee on the Elimination of Discrimina-
tion against Women

CHR: UN Commission on Human Rights
Cl: Confidence interval

CRC: Committee on the Rights of the Child
CSO: Civil society organization

GDP: Gross domestic product

HIV: Human Immunodeficiency Virus, the cause of
AIDS

ICCPR: International Covenant on Civil and Political
Rights

ICESCR: International Covenant on Economic, Social
and Cultural Rights

NACA: National AIDS Coordinating Agency (Botswana)

NERCHA: National Emergency Response Council on
HIV/AIDS (Swaziland)
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NGO: Non-governmental organization

PEPFAR: (United States) President’s Emergency Plan
for AIDS Relief

PHR: Physicians for Human Rights
PLWA: People living with HIV or AIDS
PMTCT: Preventing mother-to-child transmission

PPACHPR: Protocol to the African Charter on Human
and People’s Rights on the Rights of Women in Africa

SADC: Southern African Development Community
TCM: Total Community Mobilization
UDHR: Universal Declaration of Human Rights

UNAIDS: The Joint United Nations Programme on
HIV/AIDS

UNDP: United Nations Development Programme
UNFPA: United Nations Population Fund
UNICEF: United Nations Children’s Fund

VCT: Voluntary counseling and HIV testing

WFP: World Food Programme

WHO: World Health Organization

WLSA: Women and Law in Southern Africa Research
Trust
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. EXECUTIVE SUMMARY

Introduction

eeply entrenched gender inequities perpetuate
the HIV/AIDS pandemic in Botswana and Swazi-

land, the two countries with the highest HIV
prevalence in the world.” The legal systems in both
countries grant women lesser status than men,
restricting property, inheritance and other rights.
Social, economic and cultural practices create, enforce
and perpetuate legalized gender inequalities and dis-
crimination in all aspects of women'’s lives. Neither
country has met its obligations under international
human rights law. As a result, women continue to be
disproportionately vulnerable to HIV/AIDS. This is most
starkly demonstrated by the association of gender dis-
criminatory beliefs and sexual risk-taking documented
in this report. In Botswana, participants who held three
or more gender discriminatory beliefs had 2.7 times
the odds of having unprotected sex in the past year with
a non-primary partner as those who held fewer beliefs.
In Swaziland, those surveyed who held 6 or more dis-
criminatory attitudes had twice the odds of having mul-
tiple sexual partners than those who held less than 6.
Despite their distinct demographic and policy pro-
files, the epidemic in each country exemplifies many of
the key dimensions of the pandemic that is ravaging the
southern African region: ' an infection primarily trans-
mitted through sexual practices rooted in women’s dis-
empowerment and lack of human rights and facilitated
by poverty and food insufficiency. Young women are dis-
proportionately affected: 75 percent of HIV-positive 15-
25 year olds in sub-Saharan Africa are female.'
Conducting a population-based study in each country,
Physicians for Human Rights (PHR) found four key factors
contributing to women’s vulnerability to HIV: 1) women’s
lack of control over sexual decision making, including the
decision of whether to use condoms; 2) persistent HIV-
related stigma and discrimination, hindering testing and
engendering individuals’ fears of learning their HIV sta-
tus; 3) gender-discriminatory beliefs held by the majority
of those surveyed — reflecting and accepting women’s
inferior legal, cultural and socio-economic status — that
are predictive of sexual risk-taking; and 4] the failure of
leadership to demonstrate the will and allocate the

resources to prioritize and implement actions to promote
the equality, autonomy and economic independence of
women and people living with HIV/AIDS (PLWA).

In both Botswana and Swaziland, a substantial per-
centage of PHR community survey participants who had
been tested for HIV reported that they could not refuse
the test. The continuing extraordinary prevalence of HIV
in Botswana, particularly among women, demonstrates
that campaigns, scaled-up HIV testing, including routine
testing, and anti-retroviral (ARV] treatment are not
enough. Women must be empowered with legal rights,
sufficient food and economic opportunities to gain
agency of their own lives. Men must be educated and
supported to acknowledge women's equal status and
throw off the yoke of socially- and culturally-sanctioned
discriminatory beliefs and risky sexual behavior.

HIV/AIDS interventions focused solely on individual
behavior will not address the factors creating vulnerability
to HIV for women and men in Botswana and Swaziland,
nor protect the rights and assure the wellbeing of those
living with HIV/AIDS. National leaders, with the assistance
of foreign donors and others, are obligated under interna-
tional law to take immediate steps to change the unequal
social, legal and economic conditions of women'’s lives
which facilitate HIV transmission and impede testing, care
and treatment. Without these immediate and comprehen-
sive reforms, they cannot hope to halt the deadly toll of
HIV/AIDS on their populations.

Methods

This study was designed and implemented by Physi-
cians for Human Rights and two local field partners:
the Faculty of Nursing at the University of Botswana in
Gaborone, Botswana, and Women and Law in Southern
Africa Research Trust (WLSA) in Mbabane, Swaziland.

Community Surveys

The surveys were conducted in Botswana in November
and December 2004 by 26 trained local field researchers
and in Swaziland in May 2005 by 21 trained local field
researchers. Participants were adults, age 18-49,"° ran-
domly selected from households in the five districts of
Botswana with the highest number of HIV-infected indi-
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viduals' and in all 4 regions of Swaziland." The study
design was a stratified two-stage probability sample,
constructed with the assistance of statisticians from the
Central Statistics Office in each country. Up to two repeat
visits were made to interview selected individuals.

The survey instruments, which consisted primarily of
close-ended questions, were pilot tested on 20 individuals
in each country, and subsequently revised.' All surveys
and consent forms were translated into the local language
(Setswana or siSwati) and back-translated into English.

PLWA Interviews

To provide more detailed insights into the patterns of
experiences of people living with HIV/AIDS, qualitative
interviews were conducted with self-identified PLWA in
November and December, 2004, in Botswana, and in
May, 2005, in Swaziland."” Interviews were semi-struc-
tured, consisting primarily of open-ended questions.
The questions were translated at the time of the inter-
view, when needed, by a trained local field researcher.'®

In Botswana, PLWA interview subjects were 24 mem-
bers, leaders, volunteers or counselors from support
groups for people infected or affected with HIV/AIDS
from Gaborone, Serowe and surrounding villages and
rural areas. In Swaziland, 58 individuals were recruited
in the Mbabane and Manzini areas from voluntary coun-
seling and HIV testing (VCT) patients, members of sup-
port groups and clients of HIV-related services.

Human Subject Protections

For all surveys and interviews, informed consent was
obtained from participants. All interviews, except key
informant interviews, were anonymous, and all were
conducted in a private setting. Study subjects were not
compensated. The research protocol and instruments
were approved for Botswana by the Human Subjects
Committee at the University of California, San Fran-
cisco and the Botswana Ministry of Health Research
and Development Committee, and for Swaziland by a
PHR Ethics Review Board'" and the chairperson of the
Ethics Committee of the Swaziland Ministry of Health.

BOTSWANA
Country Background

Government, Population and Economy

Prior to the advent of the HIV/AIDS epidemic in 1985,
Botswana had some of the best health indicators in the
region. A country of 1.64 million people,”® Botswana is a

stable parliamentary democracy and relatively prosper-
ous country, largely due to its diamond mining indus-
try.? There is a high level of income inequality, however,
and nearly a quarter of the population lives under the
poverty line of US$1 per day.?? The official unemploy-
ment rate is nearly 24 percent® and over half the popu-
lation in rural areas depends on subsistence farming.*

HIV Prevalence and AIDS Policy

Botswana consistently reported the highest HIV prevalence
in the world until surpassed by Swaziland in 2004. Despite
the availability of VCT and preventing mother to child
transmission (PMTCT) services, and the introduction of a
program (“Masa” or new dawn) of universal access to ARVs
in 2002, HIV testing rates and treatment participation
remained low.” In response, in January 2004, the Govern-
ment introduced a policy of “routine testing.” While the ini-
tial policy was unclear, the Government has subsequently
stated that the policy is one of “opt-out” testing.? By mid-
2005, Botswana reported a significant increase in HIV test-
ing and ARV treatment enrollment.”’” Botswana has
implemented national HIV/AIDS prevention education on
the ABC (abstinence, be faithful, use condoms) model.?®
With generous support from international donors, includ-
ing the US President’s Emergency Program for AIDS Relief
program (PEPFAR], Botswana has augmented its national
response, financially and in terms of research and the cre-
ation of health infrastructure for testing and treatment.”

Women'’s Rights

Botswana has a dual system of civil and customary law,
and the extent of women’s rights varies depending on
which system is applied. Though reforms were made in
2004 to civil law regarding married women’s status,
implementation has been incomplete and customary
law, under which women are subordinated to men, is
unaffected by the reforms.*® Moreover, civil laws that
circumscribe women'’s property and other rights, which
also remain severely restricted under the traditional
system, are still in place, disenfranchising women in
most instances.’' Intimate partner violence and marital
rape are not criminalized in Botswana and there are
few resources for women living in situations of vio-
lence.*? Economically, women are significantly disad-
vantaged compared with men and normatively have
little control over their sexuality and reproduction.®
The Government has promulgated several ambitious
national policies related to gender, including, in 1996,
the National Policy of Women and Development.* Sev-
eral population health and gender equality indicators
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attest to improvements for women in Botswana in the
last decade.®® Policies are limited, however, by being
operational only at the national level,*¢ in isolation from
many Batswana women, and by a lag in implementa-
tion. As a result, political and social change addressing
gender inequalities in Botswana has progressed, albeit
slowly, as a result of the initiation and insistence of a
small but active civil society of women’s, PLWA and
human rights organizations working on these issues.”’

PHR Study Findings™

Participant Characteristics

Fifty-two percent of the 1,268 respondents in the com-
munity survey were women and the mean age was 28.7
years. The majority, 77 percent of women and 70 per-
cent of men, lived in an urban area or urban village out-
side of one of the main cities. Fifty percent of women
and 41 percent of men were either married or living
with a sexual partner. A greater proportion of women
than men surveyed had monthly household incomes
less than or equal to 1000 pula (US$220) per month (50
versus 39 percent) and one or more dependents (73
versus 60 percent) and were unemployed (34 versus 27
percent). More women than men also reported experi-
encing difficulty getting enough food to eat in the past
twelve months (28 percent compared with 19 percent].

Of the 24 PWLA informants, 21 were women. The
mean age was 32 years and 5 were married or living
with a sexual partner. Five were employed, all in posi-
tions relating to HIV/AIDS activities. Twenty-three out of
the 24 were receiving ARV treatment and one was not,
due to lack of resources for transport.

Gaps in HIV Knowledge

The majority of participants in the community survey
correctly answered questions about modes of HIV pre-
vention and transmission: 82 percent of women and 89
percent of men met this standard.* Ninety-nine per-
cent of Batswana community respondents were aware
of sexual transmission as a mode of HIV infection and
97 percent correctly identified the protective role of
condoms when used consistently and correctly. A
minority of respondents believed that HIV could be
transmitted by mosquito bites (29 percent of women
and 22 percent of men], public toilets (29 percent of
women and 17 percent of men) or sharing meals with
an HIV-positive person (19 percent of women and men),
and that praying (10 percent) or traditional medicine (8
percent] could prevent HIV infection.

Experiences with HIV Testing and Barriers

to Testing

While 84 percent of community survey participants
reported access to testing, 52 percent of women and 44
percent of men had tested for HIV. Examination of the
most common facilitators and barriers to testing
reported by participants suggest that expanding testing
interventions, including media messages and routine
testing, will not be sufficient to increase uptake without
targeted measures to address the fear of knowing one’s
status and lack of readiness to test. Projections of stigma
and discrimination should one test HIV-positive and dis-
close one’s status, and concerns about maintaining liveli-
hoods and supporting dependents, appear to underlie
some of these fears. A majority reported a perception that
they could not refuse the test, which highlights the
importance of assuring the voluntariness of testing.

Participants Tested

Of the 605 participants who had tested, 43 percent of
women and 63 percent of men tested at VCT centers.
Fifteen percent had tested under the routine testing
program. Experiences with routine testing as compared
with testing at a VCT site differed in two respects: 6 per-
cent of those tested by routine testing reported poor
treatment related to testing compared with 2 percent of
those tested by VCT; and 93 percent routinely tested
received pre-test counseling, versus 97 percent for VCT.

Ninety-three percent reported that it was their deci-
sion to get the test and 98 did not regret testing. How-
ever, 62 percent of women and 76 percent of men
believed they could not refuse the test. The majority
informed their partner of the test (85 percent) and
nearly all who had tested denied experiencing partner
violence as a result (99 percent). Most received pre-test
(96 percent) and post-test counseling (93 percent of
women and 87 percent of men).

Facilitators to testing, for more than three-fifths of
those tested, were public education messages on tele-
vision or radio, knowing that treatment was available
and knowing that test results would be confidential.’
Women’s and men’s reported facilitators to testing dif-
fered. Women were more likely to report encourage-
ment from PMTCT. Men were more likely to report
treatment availability, advice from family or friends or
encouragement from someone who had tested, media
messages and confidentiality as influential factors.

Participants Not Tested

The most common barrier to testing, for the 658 indi-
viduals in the sample who had not tested, was being
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afraid to know one’s positive status (49 percent of
women and men). Forty-three percent reported having
no reason to believe they were infected. Proportionally
more women reported lack of permission from a spouse
or partner (10 percent of women versus 3 percent of
men). More men identified frequent migration (25 per-
cent of men versus 15 percent of women], not wanting to
change sexual practices (39 percent of men compared
with 27 percent of women) and concerns about social
support (20 percent men, 12 percent of women).

Routine Testing

Fifty-four percent of respondents had heard of “rou-
tine testing” before the survey. After an explanation,*'
82 percent of community survey participants were “very
much” or “extremely” in favor of the policy overall,
agreeing that it would facilitate access to testing (89
percent] and treatment (93 percent) and may result in
less discrimination against HIV-positive people (60 per-
cent] and less violence against women (55 percent].

On the other hand, survey participants projected
some negative outcomes. Forty-three percent of the
community survey respondents believed that opt-out
testing could cause people to avoid seeing their health
provider for fear of being tested. Fourteen percent
thought that routine, opt-out testing could lead to more
violence against women.

PLWA Experiences and Opinions Regarding
Barriers to Testing and Routine Testing

PLWA interviewed suggested that many women
feared that testing, regardless of outcome, could jeop-
ardize their primary relationship by leading to aban-
donment by partners. Men, on the other hand, were
influenced by cultural norms that sanctioned multiple
sexual partners for men. Men’s low participation in
testing was also attributed to a climate of AIDS denial
which fostered failure to take responsibility to prevent
HIV transmission through knowing one’s status and
practicing safe sex. Many interview participants also
mentioned HIV-related stigma and discrimination as a
barrier to testing. For women, stigma was multiplied,
characterized by prejudice against PLWA and belief in
norms of monogamy and virginity for women.

Women don’t want to be tested because of stress,
stigma and discrimination. Women are also afraid
to lose their partners. When women tell their
partners they are HIV-positive, the men run away.
This happened to me. My partner left. My partner
initially encouraged me to get tested when he saw
| was sick. He refused to get tested himself.

A key facilitator to testing for the PLWA interviewed
was the availability of ARVs. Interviewees voiced strong
support for the idea of routine, opt-out testing, prima-
rily as a means to reduce HIV-related stigma and thus
facilitate increased testing. They expressed concerns,
however, that counseling would no longer be universal,
leaving individuals unprepared to learn their status and
cope with the consequences of a possible positive test.

HIV-Related Stigma and Discrimination

Fear of knowing one’s HIV-positive status was rooted in
the existence of HIV-related stigma and discrimination
in Botswana and the fear of being subject to social
exclusion and poor treatment if that status is suspected
or disclosed. Both stigmatizing views and fear of stigma
were reported by a majority of those surveyed, though a
lessening of stigma and discrimination since the advent
of treatment was also reported. PLWA interviewed con-
firmed the latter views. At the same time, many
reported experiences of poor treatment and all agreed
that women bore the brunt of discriminatory experi-
ences in Botswana. This was believed to be a result of
the lack of women’s rights and women’s low status.

Stigmatizing/Discriminatory Attitudes

More than half of those surveyed, 54 percent of
women and 51 percent of men, reported at least one
stigmatizing or discriminatory attitude toward PLWA.*?
For certain attitudes, persistent discriminatory beliefs
may reflect lack of knowledge regarding transmission
of HIV. For example, 23 percent of women and men
would not buy food from a shopkeeper or food seller
they believed to have the AIDS virus. At the same time,
there was clear support for the rights of PLWA among
those surveyed: 97 percent of women and men believed
that HIV-positive students who are not sick should be
allowed to attend school and if a teacher has HIV but is
not sick, that they should be allowed to continue teach-
ing. Sixty-nine percent of women and 58 percent of men
in the community survey thought that there was less
discrimination in Botswana since the advent of ARV
treatment.

Fear of Stigma or Discrimination

All community survey respondents were asked to
project potential consequences if they were to test HIV-
positive and disclose their status to others. Overall,
men exhibited a higher level of projected fears than
women.® Fifty percent of women and 57 percent of men
thought they would be treated as a social outcast, 40
percent of women and men expected to lose friends
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and 28 percent of women and 34 percent of men pro-
jected that they would be treated badly at work or
school. Thirty percent agreed that testing positive
would result in the break up of their marriage or rela-
tionships.

PLWA Experiences with Disclosure

PLWA interviewed reported that stigma and discrim-
ination had lessened over time in Botswana, crediting
this to the availability of ARV treatment and to the
activism of PLWA. They reported positive experiences
with disclosure of their status.

| told my elder sister and my mother. They
accepted my status. They were upset to start but
felt better about it when they knew that you can
get well if you take the treatment.

Nevertheless, PLWA reported that stigma and dis-
crimination persist in Botswana, resulting in poor
treatment at home, work and in the community, partic-
ularly for women. They attributed this to gender
inequality, specifically, the expected norms of behavior
that disenfranchise women, entrench gender stereo-
types and sanctify male power and discriminatory atti-
tudes towards women.

There is more stigma for women who are HIV
positive. Some women are sex workers; people
think if you have HIV, you are a prostitute.

Women are valued less in our society. Men are
the only ones making the decisions. The leaders
in our country are all men.

Sexual Practices: Risk-Taking and

Risky Circumstances

Sexual behavior that increases the risk of HIV trans-
mission — having multiple sexual partnerships and not
using condoms in a correct and consistent manner —
was prevalent among participants in the community
survey. The findings suggest that targeting individual
behavior change will have very limited success without
taking into account the limited power of women to con-
trol sexual decision making and the entrenchment of
gender norms that encourage risk-taking practices
among men.

Women's Lack of Control

Eighty-nine percent of community survey partici-
pants reported having engaged in sexual intercourse.
Of those sexually active,* 30 percent of women and less

than 2 percent of men reported that their partner alone
made the decision whether or not to have sex. Five per-
cent of women and 31 percent of men agreed that they
themselves alone made that decision. Regression
analyses® confirm the association between lack of con-
trol over sexual decision making and sexual risk:
women who reported that their partner usually or
always decided whether or not to have sex had nearly
two times the odds of having multiple partners as oth-
ers surveyed.*

Multiple Sexual Partners

Multiple sexual partners (serial or concurrent) in the
past year were reported by 25 percent of women and 40
percent of men.*” Of those who had ever had sex, 8 per-
cent of women and less than 5 percent of men reported
not having a sexual partner in the past year.

Reasons for Unprotected Sex

Forty-six percent of sexually active community sur-
vey participants reported having sexual intercourse
without a condom over the past year. Eleven percent of
sexually active respondents had unprotected sex with a
non-primary partner in the past year.“® The most com-
mon reasons for unprotected sex were that the belief
that condoms decrease sexual pleasure (46 percent of
women and 69 percent of men); a partner’s refusal (53
percent of women and 13 percent of men); and wanting
to become pregnant (32 percent of women and men).

As the reasons suggest, women'’s lack of control was
evident in reports of condom non-use. Fifty-three per-
cent of women surveyed, compared with 13 percent of
men, reported not using a condom in the past year in at
least one instance because their partner refused; 22
percent of women, versus 7 percent of men, agreed that
they had no control over whether their partner used a
condom or not.

PLWA — Women's Experiences of Lack of Control
and Unprotected Sex

PLWA reported that women’s lack of control in sex-
ual relationships and economic dependence on men
underlie women’'s lack of autonomy in deciding
whether to have sex.

I was given things in exchange for sex. | had trouble
saying no to sex because he was supporting me. ...
After he gave me money, | felt | had to have sex.

Similar coercive dynamics mitigate against condom
use, even when a woman knows she may be at risk of
HIV infection.
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| trusted my husband; he did not know his status.
My husband had other partners. He refused to
use a condom. | could not say no. We fought
because | said no to sex without a condom. He
abused me physically because of this, and after-
wards | was afraid to say no.

Several interviewees, female and male, had reduced
their number of sexual partners and increased condom
use after learning of their status. Women who reported
no change said that they lacked control over sexual
decision making. One 22 year-old woman, nine months
pregnant, explained that she had reduced her number
of partners but not changed her patterns of condom
use because “If he refuses, | have no say.”

Gender Norms and Beliefs and Vulnerability to
HIV/AIDS

Gender discriminatory beliefs — accepting and reflect-
ing women'’s inferior legal, cultural and socio-eco-
nomic status — were held by a majority of those
surveyed. Regression analyses demonstrate that these
beliefs predict engagement in the sexual risk-taking
that renders women and men vulnerable to HIV infec-
tion. PLWA experiences confirmed that the conse-
quences of such beliefs are devastating, and the way
forward lies in social, economic, legal and cultural
reform. Such legal reform would find overt support
among the majority of community survey participants.

Prevalence of Gender Discriminatory Beliefs and
Beliefs in Women's Rights

Among community survey participants, 5 percent of
women and 10 percent of men reported no discrimina-
tory attitudes; 68 percent of women and 65 percent of
men reported one to two such attitudes; and 26 percent
of women and 25 percent of men reported three or
more.*” Each specific belief was held by a minority of
those surveyed. For example, 19 percent of all commu-
nity survey respondents agreed with the statement that
itis more important for a woman to respect her spouse
or partner than it is for a man to respect his spouse or
partner. Where there were differences between
responses of women and men, they were quite small or
statistically insignificant.

Eighty-eight percent of women and 84 percent of men
reported believing in equal rights for women in the legal
sphere, pointing to a divergence between participants’
attitudes and the existing legal system in Botswana.
Ninety percent agreed that women should be legally
entitled to inherit their husband’s property or estate.

Associations of Discriminatory Beliefs with
Sexual Risk-Taking

Analysis of the community survey data demonstrates
that holding gender discriminatory attitudes is predic-
tive of the sexual risk-taking that increases vulnerability
to HIV. Participants who held three or more gender dis-
criminatory beliefs had 2.7 times the odds of having
unprotected sex in the past year with a non-primary
partner as those who held fewer beliefs.° Certain spe-
cific beliefs were also associated with unprotected sex
for women or men; for example, women who believed
that a man may beat his spouse or partner if he believes
she is having sex with other men had 2.8 times the odds
of unprotected sex with a non-primary partner.”'

PLWA — Women's Economic Dependence on Men

In interviews, PLWA highlighted women’s depend-
ency on male partners as the most significant contribu-
tor to women’s greater vulnerability to HIV when
compared to men. Testimony also revealed that
women’s lesser status in Botswana fosters ongoing
harm to women even after they become infected, and
moreover, increases the precariousness of their ability
to meet basic needs for food, shelter and transport.

Most women depend on men. We started income
generation projects, so women can tell men to ‘go
away’ if they don’t use a condom. Because if men
go away [now], we will be eating our children
tomorrow.

Failures of Leadership on HIV/AIDS

When asked general questions about the degree to
which leaders had addressed the problem of HIV/AIDS in
Botswana, 46 percent of women and 38 percent of men
in the community survey did not believe that political
leaders had done enough. Forty-seven percent of women
and men reported that their own village chiefs had not
done enough. Thirty-seven percent of participants did
not believe that their church leaders had done enough.

PLWA interviewed gave mixed reports on leadership,
and leaders as role models, for the HIV/AIDS response
in Botswana.

...Some [leaders] are good and some are not. At a
panel discussion last week in one village, few
came. ...There is one chief who is very good, who
knows what | am talking about when | talk about
HIV. He likes each and every activity [that we do].
As a chief and a counselor, you have to be an
example to the community.
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Recommendations

To the Government of Botswana:

I. Comprehensively Advance Women’'s Human
Rights and Address Violations

e Systematically end gender discrimination in mar-
riage, inheritance, property and employment laws
and harmonize laws with international human rights
instruments.

¢ Strengthen and enact pending Domestic Violence Bill
to end impunity for gender-based violence and
ensure women have recourse and protection from
violence in all its forms.

¢ Reform and strengthen the Women'’s Affairs Depart-
ment by partnering with civil society organizations in
the process of drafting the gender policy and the
report to Committee on the Elimination of Discrimi-
nation against Women (CEDAW]); support documen-
tation of discrimination to inform policymaking and
implementation of reforms.

Il. Mitigate Poverty and Meet Basic Needs

e Expand existing aid programs to assist vulnerable
populations, in particular PLWA and poor women, to
meet basic needs for food sufficiency, potable water
and irrigation, and shelter.

e Provide skills training and sustainable programs,
directed at creating economic opportunities particularly
for women, PLWA and families affected by HIV/AIDS.

Ill. Eradicate HIV/AIDS-Related Stigma and
Discrimination and Assure PLWA Rights

e Adopt comprehensive legislation and policy address-
ing HIV/AIDS and employment, and strengthen
enforcement of prohibitions against discrimination.

¢ Adapt a systematic and coordinated approach to pub-
lic education, addressing key knowledge gaps in pre-
vention, support and rights, including messages that
address risk, vulnerability and fear of stigma directly
and integrate gender concerns.

e Support those seeking testing with resources to over-
come barriers such as lack of food or transport and
with protection from discrimination and partner vio-
lence through guidelines and training of personnel.

To the US Government:

* Mandate that the Government ensure that the “3 Cs”
(confidentiality, counseling and informed consent)

are implemented and monitored in all HIV testing
programs; provide technical assistance as necessary.

¢ In PEPFAR reauthorization legislation, clearly identify
gender inequality as a key issue propelling the AIDS
pandemic, and require that a gender focus be incorpo-
rated into PEPFAR-funded prevention, treatment and
care programs. Increase PEPFAR’s investment in pro-
grams that promote women’s and girls’ access to
income and resources, support primary and secondary
education for girls and strengthen women'’s legal rights.

To All Donors:

* Mobilize resources, including financial, informational
and technical assistance to build skills and capacity
in the Ministries, Attorney General's Office and Par-
liament to draft and implement gender reforms.

e Provide training, technical assistance and financial
resources to women'’s organizations and other civil
society actors to undertake advocacy, civic education
and mobilization, and popular campaigns relating to
women’s rights.

e Support PLWA organizations and networks to
increase their visibility and services by funding the
expansion and coordination of national networks,
training officers for NGOs and support capacity build-
ing for community mobilization efforts.

SWAZILAND
Country Background

Government, Population and Economy

Swaziland is the last absolute monarchy in Africa and the
smallest country in the southern hemisphere, with a
population of less than 1.14 million.*? The King serves as
head of state with legislative and judicial powers.*® Polit-
ical parties have been banned since the declaration of a
state of emergency in 1973, though their current status
is unclear.® It remains to be seen what political and civil
liberties reforms will take place under the new Constitu-
tion which took effect in February 2006. The Swazi econ-
omy is one of stark inequity and widespread poverty; 69
percent of the population lives below the poverty line®
and more than 80 percent practices subsistence farm-
ing.” The UN World Food Programme projects that it will
provide food to 200,000 people in Swaziland in 2007.%

HIV Prevalence and AIDS Policies

Swaziland saw its HIV prevalence rise in a steep ascent
over ten years, from 3.9 percent in 1992 to 38.6 percent
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in 2002.% When this data was reported in 2004, Swazi-
land surpassed Botswana as the country with the high-
est HIV prevalence in the world.”” The most recent
surveillance, based on data collected in 2006, marks the
first time that prevalence among pregnant women has
decreased, from 42.6 percent in 2004 to 39.2 percent.®’

In 1999 King Mswati lll declared HIV/AIDS a national
disaster.®’ The National Emergency Response Com-
mittee on HIV/AIDS (NERCHA) was created in 2001 to
oversee and coordinate a comprehensive and multi-
sectoral approach to managing the epidemic. By its
own admission, however, Swaziland has been slow to
ramp up and coordinate its HIV/AIDS response.®? While
the current (second] national strategic plan and its
implementing policy include human rights, gender
equality and equity as three of its guiding principles,®®
Swaziland has in the past failed to put into practice the
laudatory language of its national policies. Program
implementation has lagged and remained small-scale.
The government undertook a controversial national
prevention education campaign for the first time in
2006,% created a VCT network only over the past few
years and launched a free ARV program in 2004. The
latter has been plagued with problems regarding
access and a sufficient supply of drugs.®® Substantial
donors to Swaziland include the Global Fund to Fight
HIV/AIDS, Tuberculosis and Malaria, the European
Union and the United States.

Women'’s Rights

A dual civil and customary law system denying equal
rights to women remains a powerful determinant of
women’s subordination to men and resultant gender
inequity in Swaziland. Swazi women are economically
disadvantaged as compared with men.* While the new
Constitution contains some potential victories for
women’s human rights, including the right of women to
be free from customs to which they are opposed,*’ the
situation is unclear pending the passage of implement-
ing laws and clarification through test cases in the
courts.®® It is also uncertain as to whether widespread
popular education efforts will be promulgated, and with
sufficient strength, to address the unequal status of
women in Swazi law and society. Swaziland has yet to
approve a national gender policy, though it has several
gender focal points in government ministries charged
with drafting programs and mainstreaming gender
issues.®” Though a small and politically repressive
country, Swaziland has a vibrant civil society working to
promote the rights and concerns of women and PLWA
and to establish democratic governance.

PHR Study Findings

Participant Characteristics”

Half of the 788 individuals in the community survey
sample were women, and the mean age was 29 years. A
greater proportion of women than men reported low
incomes (90 versus 84 percent], one or more depend-
ents (72 versus 62 percent), not completing high school
(64 versus 52 percent) and food insufficiency in the past
year (38 compared with 29 percent). Of the food insuffi-
cient, 65 percent reported that food or water shortages
had affected their health care decisions; 82 percent
said that these shortages had affected their ability to
support dependents; and 85 percent reported that
shortages had made them economically dependent on
someone else.

Fifty-seven percent of women and 47 percent of men
were either married or living with a sexual partner. A
quarter of marriages were polygamous. Slightly more
than half of participants were urban residents.

Forty-five of the 58 PLWA interviewed were women
and the mean age was 34 years.”' Forty-eight reported
that they had been affected by lack of food or water at
some point and 36 reported hunger as a consequence.
Forty were urban residents. Thirty-two were married or
living with a sexual partner, 3 were in polygamous mar-
riages and 12 had been widowed in their lifetime.
Nearly all had one or more dependents and 40 had not
completed high school. Forty-three were receiving
some form of care and treatment for AIDS, most com-
monly ARVs (33 individuals)” or food/food supplements
(17 interviewees).

Gaps in HIV Knowledge

Eighty-one percent of community survey participants
scored as having correct knowledge based on their
responses to survey questions, with no statistically sig-
nificant differences overall between women and men.”

Almost all respondents (98 percent) in the community
survey understood that HIV could be transmitted by sex-
ual intercourse without a condom and that using a con-
dom correctly every time you had sex could prevent it (96
percent of women and 90 percent of men). Being faithful
with one uninfected partner (91 percent) and abstinence
(93 percent) were also identified as effective prevention
methods. At the same time, a minority believed that HIV
could be acquired through mosquito bites (34 percent] or
sharing meals with an HIV-positive person (17 percent],
and that praying (18 percent] or traditional medicine (7
percent) could prevent transmission.
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PWLA interviewed suggested the possibility that
people may have knowledge of HIV transmission and
prevention but rely on myths to avoid or deny their own
responsibility regarding the infection of others. Men’s
refusal to use condoms was described as subject to
misinformation concerning their role in causing AIDS,
stigmatized as something non-Swazi or not masculine,
and derided as decreasing enjoyment of sex. Some of
those interviewed suggested that these excuses stem
from men’s denial of their own HIV-positive status or
wish to rationalize not testing in order to avoid having to
change risk-taking behavior.

Experiences with HIV Testing and

Barriers to Testing

HIV testing in Swaziland appears to hinge on psycho-
logical readiness, coupled with issues of access to test-
ing. Fifty-nine percent of community survey
participants reported access to testing, but 78 percent
had not tested. More women (25 percent) than men (18
percent] had tested for HIV. Far outstripping other fac-
tors, the most common facilitator for testing was the
desire to know one’s HIV status. At the same time,
many of those tested perceived some coercion associ-
ated with testing. The most common barrier to testing
was lack of readiness to know one’s status. PLWA simi-
larly perceived themselves as self-motivated to test, by
illness or by wanting to know their status. They sug-
gested that lack of emotional capacity, fear of stigma
and not wanting to change behavior underlie lack of
readiness to test for men. Women’s lack of personal
autonomy and fear of blame from partners were
reported as barriers specific to women.

Participants Tested

Of the 170 community survey participants who had
tested, the most common facilitator reported was
wanting to know their status (58 percent); the second
most common reason was concern about a sexual con-
tact (11 percent).” This likely reflects, at least in part,
the lack of other facilitators in Swaziland, such as wide-
spread media campaigns and universal ARV treatment.

Women'’s and men’s experiences with HIV testing did
not differ in statistically significant ways. While most
tested voluntarily, 13 percent reported that they did not
make the decision to test and 41 percent felt they could
not refuse the test. Ninety-four percent of those surveyed
found out their test results. Five percent reported ill treat-
ment in the community related to testing and 4 percent
that they regretted testing; 6 percent reported that some-
one learned their results from the testing center or doctor

without their permission. Eighty-four percent received
pre-test counseling and 75 percent post-test counseling.
Seventy-three percent reported that their partner knew
that they had tested; of these, 2 percent reported being
hurt or threatened on account of this disclosure.

Participants Not Tested

For the 616 participants in the community survey
who had not tested, the most commonly reported barri-
ers to testing were not being ready to know their status
(43 percent), not being sick (28 percent] and the believ-
ing that they had no risk of being infected (14 percent).

Several types of testing programs, including VCT,
couples testing, mobile testing and routine (opt-out
testing) were described to all community survey partic-
ipants for their opinions of whether each would be
appropriate for them and which would be best. More
than half chose VCT as best (59 percent), followed by
couples testing (27 percent); 8 and 6 percent, respec-
tively, chose mobile or routine testing.

PLWA Experiences and Opinions Regarding Bar-
riers to Testing

Of those interviewed, 29 were motivated to test by
being sick and 24 by wanting to know their status. Half
felt that physical access to testing was a problem in
Swaziland, including lack of transportation and suffi-
cient clinic hours and queues, and that there was a
dearth of testing sites. Interviewees connected readi-
ness to test and access:

There are not enough testing centers. Many peo-
ple are waiting in line for the testing facilities. No
one likes to wait in line. Even if you wanted to test,
when you are in line, many things could come into
your mind no matter how prepared you were to
test. Then you would have time to think about your
fears, and will not keep waiting in line.

Forty-three of those interviewed reported that barri-
ers to testing differ based on sex, and that men in par-
ticular were less willing to want to know their status.
Participants identified lack of women’s empowerment
as a key barrier to testing for both sexes.

Women are afraid of their men; that is the main
barrier for women. If they test, they can be hurt by
their men who will blame them for the HIV. For
men, it is pride that prevents them from testing.
Men know that they can do whatever they want
without consulting their wives. So they don’t need
to test if they don’t want to.
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HIV- Related Stigma and Discrimination

HIV-related stigmatizing and discriminatory attitudes
towards PLWA, and fear of being stigmatized for sus-
pected HIV-positive status, were reported by the major-
ity of community survey participants. While nearly all
the PLWA interviewed had disclosed their status, hurt-
ful and inequitable treatment was prevalent and coexis-
tent with experiences of acceptance and support. By
interviewees’ accounts, female PLWA in particular suf-
fered discriminatory treatment, the result of HIV-
related stigma multiplied by gender inequity.

Stigmatizing/Discriminatory Attitudes

Sixty-one percent of women and men held at least
one stigmatizing or discriminatory attitude toward peo-
ple with HIV.”® Certain attitudes may reflect incomplete
knowledge about the transmission of HIV, for example,
27 percent that they would not buy food from an HIV-
positive seller. Others appear to reflect social stigma or
prejudice: that PLWA should not be able to marry or
have an equal opportunity to serve in Parliament (19
percent) or should be denied jobs (10 percent) or prop-
erty rights (8 percent).

Fear of Stigma or Discrimination

Women surveyed exhibited a higher level than men
of projected fears of being stigmatized and experienc-
ing discrimination should they test positive for HIV.7
Some responses did not differ significantly based on
sex: a majority of women and men expected to lose
friends and be treated like a social outcast by their
community and more than a third expected bad treat-
ment at work or school. Greater proportions of women
feared abandonment or violence from partners: 44 per-
cent of women (versus 34 percent of men) feared the
break up of their marriage or relationship and 27 per-
cent of women (8 percent of men) predicted intimate
partner abuse upon disclosure of the participant’s HIV-
positive status.

PLWA Experiences of Disclosure and its
Consequences

PLWA interviews indicate that, despite many positive
experiences with disclosure, stigma and discrimination
persist as an unjust and demoralizing fact of life for
Swazi PLWA. Fifty-five of the 58 interviewed said that
they had told someone of their status, whether a sexual
partner, parent or some other relative or close friend.
Most reported positive consequences from telling oth-
ers. Thirty-six reported receiving support from fami-
lies, though achieved piecemeal or over time.

At the same time, 32 PWLA interviewed reported that,
once their status was disclosed, they had experienced
some form of stigma and social exclusion. Sixteen lost
friends and 14 experienced poor or unequal treatment at
school, work, hospitals or other public places.

| told my boss my status. He fired me. His excuse
was that | am too sick, but really he did not want
to work with someone who is HIV-positive.

Twenty of the PLWA interviewed believed stigma and
poor treatment were worse for HIV-positive women
than for men in Swaziland. This situation was attributed
to normative assumptions concerning sexual practices
and gender roles that ascribed HIV-positive status to
“bad women” and blamed and condemned them for
“spreading” the virus.

Women tend to be discriminated against because
it is assumed they became infected because they
are promiscuous. But in men promiscuity is con-
doned in most circles.

Sexual Practices: Risk-Taking and

Risky Circumstances

Women's lack of autonomy and the entrenchment of
social and cultural norms that encourage multiple sex-
ual partnerships for men and facilitate unprotected sex
come through clearly in the community survey results.
While a majority of PLWA interviewed reported a reduc-
tion of risk-taking in their sexual practices after learn-
ing their status, women'’s experiences stood out for the
persistent lack of control over sexual decision making
they reported.

Women’'s Lack of Control

Eighty-eight percent of participants in the commu-
nity survey reported ever having engaged in sexual
intercourse. Forty percent of sexually active” women
reported that their partner alone decided when to have
sex, compared with 3 percent of men. Conversely, 47
percent of men, and only 5 percent of women, agreed
that “l alone decide when | have sex.”

Multiple Sexual Partnerships

Eight percent of women compared with 39 percent of
men in the community survey reported having more
than one sexual partner (serial or concurrent] in the
past 12 months. Of those who had at least one partner
in the past year, one percent of women and 21 percent
of men reported having more than one partner (serial
or concurrent) in the past month.

10 EPIDEMIC OF INEQUALITY: WOMEN'S RIGHTS AND HIV/AIDS IN BOTSWANA & SWAZILAND



Reasons for Unprotected Sex

Among sexually active participants, 78 percent of
women and 67 percent of men reported not using a
condom at some time over the past year. Two percent of
women, and 13 percent of men, said that they had
engaged in unprotected sex with a non-primary partner
in the past year.”®

Eighteen percent of women, compared with 3 per-
cent of men, reported that their partners had sole deci-
sion-making authority with respect to condom use.
Thirty-four percent of women, compared with 4 percent
of men report not being permitted to use a condom by a
sexual partner at least once in the past year.

Abstinence

Forty-five percent of women surveyed and 40 per-
cent of men reported that they were currently practic-
ing abstinence in order to prevent HIV transmission.”
Of those who ever had sex, however, 19 percent of
women and 7 percent of men reported having no sexual
partners in the past year and 20 percent of women and
17 percent of men reported no partners in the past
month. Knowledge of the efficacy of abstinence, and
desire to practice it, in contrast to actual experience of
barriers such as lack of control or social pressure to
have sexual partners may account in part for this dis-
crepant response.

PLWA — Women's Lack of Autonomy

The link between women’'s lack of economic
resources and sexual partnership choices came
through clearly in the PLWA interviews.

Women are having sex because they are hungry.
If you give them food, they would not need to have
sex to eat.

At the same time, 38 of 58 interviewees reported that
there was social pressure on men to have multiple sex-
ual partners.

Women have multiple partners because they
need money. With men, it's Swazi pride that you
can get any woman you want.

PLWA interviewed reported that women often have lit-
tle power to refuse sex to their partners, even in the con-
text of long-term relationships, or to demand the use of
condoms from a husband or boyfriend, even when they
knew or suspected that he had multiple partners. Women
who refused sex were beaten or accused of being unfaith-
ful or prostituting themselves. Sixteen female PLWA

interviewed, compared with none of the men, reported
that they no control over the decision of whether or not to
have sex in their current relationshipl(s).

When I'm about to have sex, it reminds me of my
HIV status. | wouldn't want to have sex at all, but |
can't refuse my husband.

Fifty of those interviewed reported that learning
their HIV status was a catalyst for a number of changes
they regarded as positive, including reducing the num-
ber of sexual partners they had and increasing their
use of condoms. Women, however, reported losing
interest in sexual relationships or not being able to find
a partner, or a partner with whom they felt comfortable
disclosing their HIV-status or could successfully insist
on condom use.

Gender Norms and Beliefs and Vulnerability to
HIV/AIDS

A picture emerged from the community survey results of
women and men endorsing social expectations of
women’s role as subservient to male sexual partners,
ceding power in relationships to men and being primarily
valued by childbearing as a measure of their worth in
families. Holding discriminatory beliefs predicts sexual
risk-taking. At the same time, a majority of survey par-
ticipants believed in women'’s rights. The views of PLWA
confirm that Swaziland’s HIV/AIDS epidemic is rooted in
unequal intimate relationships, norms and legal struc-
tures that disempower women in favor of men.

Prevalence of Gender Discriminatory Beliefs and
Beliefs in Women's Rights

Ninety-seven percent of community survey partici-
pants held at least one gender discriminatory belief.?’
Sixty-one percent of women and 80 percent of men held 3
or more discriminatory beliefs and 24 percent of women,
compared with 44 percent of men, held 6 or more.

At least one-third of men agreed that: 1) men should
control significant decisions in relationships (33 per-
cent); 2] it was more important for a women to respect
her spouse or partner than for a man to do so (33 per-
cent); 3) women should not insist on condom use if
their partner refuses (35 percent); and 4) a man could
marry a second wife if his current spouse does not bear
children (36 percent). Fewer women, 17 to 27 percent,
held these beliefs.

Support for women’s rights was articulated by the
majority of those surveyed. For example, 85 percent of
women and 75 percent of men were in favor of women'’s
non-discriminatory access to employment and 80 per-
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cent of women and 63 percent of men endorsed prop-
erty ownership for women.

Associations of Beliefs with Sexual Risk-Taking

In regression analyses, those surveyed who held 6 or
more discriminatory attitudes had twice the odds of
having multiple sexual partners than those who held
less than 6.8 Holding certain individual beliefs pre-
dicted sexual risk-taking. For example, women and
men who felt that men should control decisions in rela-
tionships with women had more than 1.5 times the
odds of having multiple sexual partnerships® and
nearly twice the odds of having unprotected sex with a
non-primary partner.?® Conversely, beliefs in women'’s
rights were associated with decreased odds of sexual
risk: participants who agreed that women should be
able to end relationships with men had 50 percent
decreased odds of having unprotected sex with a non-
primary partner than did those who disagreed.®

PLWA — Prevalence and Significance of Gender
Inequality and Discrimination

Interviewees discussed the link between the lack of
women’s rights and women'’s, and men'’s, vulnerability
to HIV.

Here in Swaziland, the husband is the one that
bosses you around so there is nothing you can do
without him. My rights lie with my husband. He
decides whether we use condoms. | don't have a
choice about prevention.

Wife inheritance was one traditional discriminatory
practice given as an example of this association.

When you have lost your husband, you have to
take another husband in the family. For example,
my husband died of HIV. | am supposed to marry
his brother. | got a good counselor, and she
advised me not to marry his brother.

Failures of Leadership on HIV/AIDS

The need for mobilization of political will by the leader-
ship in Swaziland to reform discriminatory legal and
social structures, address the effects of poverty on vul-
nerable populations, educate the general public and, by
their personal actions, set a good example to address the
HIV/AIDS crisis in Swaziland, came through clearly in the
surveys and interviews. Nearly half of participants voicing
an opinion in the community survey found fault with each
category of leader in every domain. National political
leaders and chiefs were found lacking across the board

by the majority of those surveyed. Criticism was levied in
particular on national leaders (73 percent) and chiefs (89
percent) for not spending enough on HIV prevention and
on all leaders, including the King (77 percent), for not set-
ting a good example by their personal behavior.

In contrast to the poor marks (41-64 percent] given
to leaders in terms of providing assistance to PLWA and
others affected by HIV/AIDS, nearly all of those sur-
veyed agreed that PLWA should receive food or other
assistance from the government (98 percent). They also
nearly universally supported income generation proj-
ects for HIV-positive women to decrease the impact of
HIV/AIDS in Swaziland (98 percent].

Whereas 90 percent of participants in the community
survey agreed that violence is an important contributor
to the spread of HIV in Swaziland, more than half
believed that chiefs (67 percent], national leaders (59
percent] and the King (57 percent) had not done enough
to protect women and children from abuse, and 40 per-
cent agreed that church leaders had not done enough.

PLWA — the Need for Urgent Action

PLWA interviewed discussed mixed feelings about
leadership. They cited barriers to ARV treatment, such
as inaccessibility in terms of distance and transport
costs, long queues and drug shortages. More than half
of interview participants commented on the dire nature
of the situation.

| think the whole African nation will be cut in half
by this. Of course I’'m worried about the Swazi
nation — the nation will die.

Recommendations

To the Government of Swaziland:

Comprehensively Advance Women’'s Human
Rights and Address Violations

¢ Systematically end discrimination in marriage, inher-
itance, property and employment laws, and harmo-
nize laws with international human rights
instruments, to ensure that women and men enjoy
equal status under civil law and to enable women to
have equal access to economic resources, such as
credit, land ownership and inherited property.

e Enact domestic and sexual violence legislation to end
impunity for gender-based violence and ensure
women recourse and protection from violence in all
its forms, including marital rape.

12 EPIDEMIC OF INEQUALITY: WOMEN'S RIGHTS AND HIV/AIDS IN BOTSWANA & SWAZILAND



¢ Build capacity in the Attorney General's Office and the
Gender Desk at the Ministry of Home Affairs.

Il. Mitigate Poverty and Meet Basic Needs

e Mobilize donors, local organizations and farmers to
assist vulnerable populations, in particular PLWA
and poor women, to meet basic needs for food suffi-
ciency, potable water and irrigation, and shelter.

e Undertake efforts to strengthen rural livelihoods,
including providing land for communities and PLWA
for both subsistence and commercial farming to
improve nutrition and raise resources.

e Provide skills training and sustainable programs
directed at creating economic opportunities particularly
for women, PLWA and families affected by HIV/AIDS.

Ill. Eradicate HIV/AIDS-Related Stigma and
Discrimination and Assure PLWA Rights

¢ Create a coordinated media campaign, including tele-
vision and radio messages on prevention and testing,
including messages that address risk, vulnerability
and stigma directly and integrate gender concerns.

e Work with PLWA groups and other civil society organ-
izations to create or adapt and widely disseminate
information on prevention, testing and treatment.

To the US Government:

e Increase and sustain funding, including through
USAID, for HIV/AIDS prevention, testing and treat-
ment in Swaziland and assure that funded programs,
including public education campaigns, promote
women'’s rights and empowerment.

¢ In the short-term, increase funding to the World Food
Programme; in the longer term, adopt policies and
legislation that promote the local population’s capac-
ity for self-sufficiency in food production.

To All Donors:

¢ Mobilize resources, including financial, informational
and technical assistance to build skills and capacity
in the Ministries, Attorney General's Office and Par-
liament to draft and implement gender reforms.

¢ Provide training, technical assistance and financial
resources to women'’s organizations, the PLWA net-
work and organizations and other civil society actors
to foster collaborations and undertake political advo-
cacy, civic education and community mobilization.

¢ Increase food aid and aid for other basic needs, par-
ticularly to poor women and PLWA, including sup-

porting food and farming initiatives and economic
empowerment programs to foster local capacity.

e Assist the government to scale-up and monitor cur-
rent HIV testing and ARV treatment programs.

Human Rights Obligations

Botswana and Swaziland have acceded to, signed or
ratified international human rights instruments that
prohibit the disparities and abuses documented in this
report and safeguard human rights essential to the
prevention, care and treatment of HIV/AIDS.® These
include the International Covenant on Civil and Political
Rights (ICCPR),® the International Covenant on Eco-
nomic, Social and Cultural Rights (ICESCR),*¥” the Con-
vention on the Elimination of Discrimination Against
Women (Women'’s Convention),® the Convention on the
Rights of the Child,* the African “Banjul” Charter on
Human and People’s Rights” and the African Charter
on the Rights and Welfare of the Child.”

Women'’s Inequality and Discrimination

Against Women

International law requires the promotion of gender
equality in every aspect of life. Legal equality’ and
legal capacity “identical to that of men and the same
opportunities to exercise that capacity”” are explicitly
required, and the rights to contract, administer prop-
erty and have equal access to the justice system are
singled out for special notice.” The Women's Conven-
tion also directs states to eliminate discrimination
against women.” It obligates party states to modify
their legal and cultural systems to comport with the
principle of gender equality.” CEDAW, the monitoring
body for the Women’s Convention, has issued a General
Recommendation that specifically speaks to the elimi-
nation of gender discrimination in the context of
national AIDS policy, suggesting that countries “inten-
sify efforts in disseminating information to increase
public awareness” of HIV/AIDS in women; incorporate
women’s needs and rights into program planning and
“give special attention ... to the factors relating to the
reproductive role of women and their subordinate posi-
tion in some societies ... .""’

This report documents numerous instances of gen-
der inequality and discrimination. The legal systems in
Botswana and Swaziland grant women lesser legal sta-
tus than men, and restrict their capacity to contract and
own property, among other rights. Social, economic and
cultural practices create, enforce and perpetuate legal-
ized gender inequalities and support and allow discrim-
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ination in all aspects of women'’s lives. The demographic
profile of survey participants illustrates the various
impacts of the inequitable situation of women, who are
poorer and more food insufficient than men in both
countries. The findings present strong evidence of how
many women lack control over matters of sexuality and
reproduction, including the decision whether to have
sex or use condoms. This represents a failure to secure
reproductive rights for women. The starkest evidence of
persistent gender discrimination is the prevalence of
gender discriminatory beliefs among participants in the
community surveys. Furthermore, the predictive associ-
ation of these beliefs with sexual risk bolsters the con-
clusion that the failure to promote rights for women
corresponds to a failure of these governments to comply
with the obligation to protect women, and men, from
potential HIV infection, among other harms.

Discrimination Against PLWA

Discrimination based on any ground is prohibited under
human rights law, including “race, color, sex, language,
religion, political or other opinion, natural or social origin,
property, birth or other status.”” The UN Commission on
Human Rights has explicitly confirmed that health status,
including HIV/AIDS, is a prohibited basis for discrimina-
tion.” The study findings demonstrate that discrimination
on the basis of HIV status occurs in Botswana and Swazi-
land. The absence of legislation specifically protecting
the rights of those living with HIV/AIDS, in addition to edu-
cational or other measures, speaks to the governments’
failure to protect the rights of PLWA. As the study findings
show, the perceived need for secrecy and projected fears
of being stigmatized and experiencing bad treatment
should an individual test positive for HIV have clear impli-
cations for whether individuals will take preventive meas-
ures and seek testing or care. As with gender
discriminatory beliefs, affirmatively addressing these
fears is the responsibility of states charged with ensuring
equality for those within its borders.

Failure to Progressively Realize the Right to Health

In conferring the obligation to ensure the right to
health, the ICESCR states that, “[t]he States Parties to
the present Covenant recognize the right of everyone to
the enjoyment of the highest attainable standard of
physical and mental health.”'® Among other obliga-
tions, states must take steps to realize “[t]he preven-
tion, treatment and control of epidemic, endemic ... and
other diseases” and “[t]he creation of conditions which
would assure to all medical service and medical atten-
tion in the event of sickness.”™’

In General Comment 14 to the ICESCR, the UN Com-
mittee on Economic, Social and Cultural Rights (ESC
Rights Committee) explained that the right to health “is
closely related to and dependent on the realization of
other human rights ...” set forth in the Universal Decla-
ration of Human Rights and the two Covenants.'™ |t
“embraces a wide range of socio-economic factors that
promote conditions in which people can lead a healthy
life, and extends to the underlying determinants of
health,” such as access to food and water, sanitation,
housing, and health-promoting labor and environmen-
tal conditions.'® Popular participation in all levels of
decision-making regarding health is an aspect of the
right,'® which encompasses availability, accessibility,
acceptability and quality.'®

In many respects, for example the persistent food
insufficiency, economic deprivation and gender inequal-
ity described previously, Swaziland is not meeting its
right to health obligations. The survey and the interviews
describe a situation where a significant proportion of
participants, in particular women and PLWA, lack access
to sufficient food, safe living conditions and a secure
work situation, which translate into an elevated risk of
becoming infected with HIV or being less able to cope
with positive status. Swaziland community survey partic-
ipants fault leadership across the board for failing to
support people infected or affected with HIV/AIDS with
subsistence levels of food, water, shelter and land and to
spend sufficient resources on HIV prevention. Swazi-
land’s obligations under the ICESCR require that the
Government take such steps to implement its national
HIV/AIDS policy, and in particular, adopt a gender per-
spective in terms of both strategy and implementation.

Denial of the Right to Life

The ICCPR states: "[elvery human being has the inher-
ent right to life. This right shall be protected by law. No
one shall be arbitrarily deprived of his life.”"® In Gen-
eral Comment 6, the Human Rights Committee, moni-
tor of the ICCPR, stated that positive measures to
protect the right to life include interventions to reduce
infant mortality and increase life expectancy and “espe-
cially ... to eliminate malnutrition and epidemics.”"”’

It should be evident that the drivers and impacts of the
HIV/AIDS epidemic detailed in this report fall squarely
within the mandate of the protection of the right to life. In
order to meet their obligations under the ICCPR, affirma-
tive measures must be taken by Botswana and Swaziland
to correct food insufficiency; lack of correct information
about HIV prevention and transmission; lack of access and
literacy concerning life-saving ARV treatment; and the
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persistence of gender and HIV-related discrimination that
increase vulnerability to HIV/AIDS. While both countries,
and in particular Botswana, have taken steps to address
the epidemic, for example by establishing testing and
treatment programs, the study findings identified persist-
ent gaps in these programs, as evidenced by the propor-
tions of community respondents who had not tested for
HIV. Moreover, survey participants in both countries iden-
tified their leaders’ failure to take positive measures, as
required by the ICCPR, to address the pandemic.

Donor States’ and International Organizations’
Obligations for International Assistance and
Cooperation
Human rights obligations are not only borne by states to
their own citizens. Under the human rights framework,
third parties, including foreign donors, corporations, and
international and inter-governmental organizations, also
have obligations not to violate rights nor impede their
realization, and to structure their aid policies and pro-
grams consonant with the protection of rights. The ESC
Rights Committee has noted that this obligation rests
with all States under international law, and is particu-
larly the responsibility of more developed countries.'®
The US, through PEPFAR and other aid programs, and
the UN agencies, among other donors to Botswana and
Swaziland, are obliged under international human rights
law to assist Botswana and Swaziland to address the
failures discussed here. In particular, it is incumbent on
these third parties to encourage immediate measures to
reform discriminatory laws and enact protections for

women and PLWA; to provide funds and technical assis-
tance for legal aid, sustainable food programs and the
scaling-up of HIV testing and treatment; and to facilitate
capacity-building and cooperation between the govern-
ments and civil society in each country and in the region.
Without such efforts, fragmented and uncoordinated aid
and policies may create obstacles to remedial interven-
tions by the countries to address the human rights
abuses that perpetuate the HIV/AIDS pandemic.

Conclusion

In the struggle to prevent HIV and alleviate the suffering
caused by the AIDS pandemic, realization of human
rights is imperative and essential, particularly for
women who bear the brunt of the epidemic. Botswana
and Swaziland, though different in many respects, are
accountable for failing to meet many of the same
human rights obligations. The study findings describe
the deleterious impacts of gender inequality and dis-
crimination, discrimination on the basis of HIV-positive
status, failure to provide essential information and
access to HIV testing and treatment, and the life-
threatening consequences of the lack of adequate food
to meet basic needs, particularly for women. Imple-
mentation of the recommendations outlined in this
report will be challenging, requiring prioritization,
resources and political will, but remedial actions are
urgent and essential if women in Botswana and Swazi-
land are to gain control over their lives and freedom
from the threat of HIV/AIDS.
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“2 Respondents were asked 7 questions adapted from the UNAIDS
general population survey and the DHS (demographic health survey)
AIDS module. Following the UNAIDS scoring system, any participant
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was 1.67 (+/- 1.8), a statistically significant difference.

“ “Sexually active” is defined as having had at least one sexual part-
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sex differences were statistically significant (p<0.05).
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gated by sex.
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Population Survey and the DHS (demographic health survey) AIDS
module. See http://www.emro.who.int/gfatm/guide/tools/dhsaids/
dhsaids.html. Using the UNAIDS knowledge indicator scoring sys-
tem, individuals were scored as having correct HIV knowledge if they
correctly identified the two most common modes of HIV prevention in
Swaziland (consistent condom use and abstinence).

" Respondents could agree with more than reason in identifying facil-
itators and barriers in their experiences of testing.

”® Respondents were asked 7 questions adapted from the UNAIDS
general population survey and the DHS (demographic health survey)
AIDS module. Following the UNAIDS scoring system, any participant
who reported a stigmatizing/discriminatory attitude on any of 4 prin-
cipal questions was categorized as having such attitudes.
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partner is likely to be non-monogamous and HIV status is less likely
to be disclosed between such partners.
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7 General Comment No. 6, paragraph 5.

1% General Comment No. 3, paragraphs 13-14.
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Il. STUDY METHODS

Purpose

he goal of the Botswana/Swaziland study was to
understand the effects of women’s social, eco-

nomic and legal status on HIV/AIDS; assess cur-
rent attitudes, policies, and practices; and propose
pragmatic solutions to protect and promote the health
and human rights of women and men in Botswana and
Swaziland.

To this end, qualitative and quantitative fieldwork
was designed to: 1) identify and understand the barri-
ers and facilitators to HIV prevention, testing and treat-
ment in Botswana and Swaziland and how these may
differ for women and men; 2) assess the attitudes of the
general population towards PLWA in Botswana and
Swaziland and describe how stigmatizing attitudes may
relate to prevention and access to care; 3) describe the
relationship between rights and prevention, testing and
treatment; in particular, the ways that women’s legal
status and traditional customary practices relate to HIV
risk for women and men; 4) formulate recommenda-
tions based on these findings and based on the opin-
ions of Batswana and Swazi study participants who
assessed the strengths and weaknesses of leadership
in addressing the HIV/AIDS epidemic in each country.

Subjects

Participants in the surveys and qualitative interviews
were women and men, ages 18-49. Participants were
excluded if they did not meet the age criteria for the
study, had cognitive disabilities, did not speak either
English or Setswana (in Botswana) or siSwati (in Swazi-
land), were not residents of the country or if there was
inadequate privacy to conduct the survey or qualitative
interview. Participants in the community surveys were
not asked to disclose their HIV status; participants in
the PLWA interviews self-identified as HIV-positive.
Key informants were individuals and representatives
from a range of organizations including local NGOs,
international agencies and government offices. Agen-
cies included those that provide health services related
to HIV/AIDS or support for PLWA, devise policies and
programs for the prevention and treatment of

HIV/AIDS, engage in community mobilization or human
rights advocacy, or work in women’s empowerment,
development or other relevant areas.

Sampling

Botswana Community Survey

The Botswana community survey sample was a probabil-
ity sample of 1,268 adults selected from the five districts
of Botswana with the highest numbers of HIV-positive
individuals. The Botswana Central Statistics Office at the
Ministry of Finance and Development Planning assisted
with the design of the sampling frame and the provision
of maps. The five districts were Gaborone, Kweneng East,
Francistown, Serowe/Palapye and Tutume; they repre-
sent a population of 725,000 in the eastern corridor of the
country, out of a total population of 1.64 million.

A stratified two-stage probability sample design was
used. In the first stage of sampling, 89 enumeration
areas were selected with probability proportional to
measures of size, where measures of size were the
number of households in the enumeration area as
defined by the 2001 Botswana Population and Housing
Census. Out of 89 randomly selected enumeration
areas, 69 were from large urban settlements and small
urban villages, and 20 were from rural villages, agricul-
tural lands and cattle posts.

At the second stage of sampling, households were
systematically selected in each enumeration area by
trained field researchers under the guidance of field
supervisors. With a target sample of 1,200 households
and 15 percent oversampling (for an anticipated 85
percent response rate), 1,433 households were
selected. Within each household, random number
tables were used to select one adult resident from a
list of residents meeting the study criteria for subjects.
Up to two repeat visits were made to the household to
survey that person.

Swaziland Community Survey

The Swaziland community survey sample was a proba-
bility sample of 788 adults selected from all four
regions of Swaziland (Hhohho, Lubombo, Shiselweni
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and Manzinil, with a combined population of less than
1.2 million people. The Swaziland Central Statistical
Office assisted with the design of the sampling frame
and the provision of maps; a stratified two-stage proba-
bility sample design was used. In the first stage of sam-
pling, 54 enumeration areas were selected with
probability proportional to measures of size, where
measures of size were the number of households in the
enumeration area as defined by the 1997 Swaziland
Population and Housing Census. Out of 54 randomly
selected enumeration areas, 31 were from urban and
peri-urban areas and 23 were from rural villages."

At the second stage of sampling, households were sys-
tematically selected in each enumeration area by trained
field researchers under the guidance of field supervisors.
With a target sample of 800 households and a 10 percent
oversampling (for an expected 90 percent response rate),
876 households were selected to participate. Within each
household, random number tables were used to select
one adult resident from a list of residents meeting the
study criteria for subjects. Up to two repeat visits were
made to the household to survey that person.

Botswana and Swaziland PLWA Interviews

A purposeful approach was used to identify HIV-positive
women and men in Botswana and Swaziland for qualita-
tive interviews regarding their experiences and per-
spectives. The 24 Batswana respondents were
HIV-positive members, leaders, volunteers or coun-
selors from support groups for people infected or
affected by HIV/AIDS from Gaborone, Serowe and the
surrounding villages and rural areas. The 58 Swazi par-
ticipants were drawn from patients visiting the Mbabane
VCT center, those attending support groups in the Mba-
bane and Manzini areas, and referrals from health care
workers and NGO representatives providing HIV-related
services, including PMTCT. This sample included people
from diverse geographical areas in Swaziland.

Botswana and Swaziland Key Informant
Interviews

Thirty-eight key informants from Botswana and Swazi-
land were identified for their expertise in HIV/AIDS,
human rights, gender, health services and other fields
relevant to the subject of the study.

Survey Questionnaires and Interview
Instruments

All surveys and semi-structured interview instruments
are included in the Appendix to this report.

Domains of inquiry for the study included: a) demo-
graphics; b) food insufficiency; c¢) knowledge of HIV
transmission and prevention; d) availability of HIV test-
ing and treatment and experiences with testing; e] gen-
der-specific barriers to prevention, testing and
treatment; f] HIV/AIDS-related stigma, including par-
ticipants’ attitudes towards PLWA and (for PLWA only)
experiences with poor treatment; g) depression symp-
toms; h) HIV-related risk behaviors and sexual prac-
tices; i) attitudes towards women and beliefs about
gender roles and norms; j) participants’ recommenda-
tions regarding decreasing women’s and men’s risk of
HIV and eliminating barriers to prevention, testing and
treatment; and l] participants’ assessment of leaders’
efforts to address the HIV/AIDS crisis.

Community Surveys

The surveys consisted primarily of close-ended ques-
tions. The questionnaires were written in English, one
of two official languages in each country, translated
into Setswana (in Botswana) and siSwati (in Swaziland),
and back-translated into English. The community sur-
veys were piloted with 20 individuals from Gaborone,
Botswana and 29 in Mbabane, Swaziland and surround-
ing areas. Revisions were made for clarity and cultural
appropriateness based on the pilot testing.
Researchers administered the survey in the language
chosen by the participant. All answers were recorded
on English language surveys and reviewed in the field
for completeness by the researchers and checked daily
by supervisors. Researchers returned to households to
complete incomplete interviews when feasible. Surveys
took approximately 45-60 minutes.

PLWA Interviews

For the qualitative interviews in both countries, semi-
structured surveys consisting primarily of open-ended
questions were used. In Swaziland certain close-ended
questions adapted from the community survey were
added to the instrument. The interview instruments
were written in English and administered by PHR staff
or consultants, working with one of the trained local
field researchers as a translator when needed. Inter-
views lasted 45-60 minutes. The exact words (trans-
lated if necessary) of participants are used as
testimony in the findings wherever possible to give full
expression to participants’ ideas and narratives.

Key Informant Interviews

Key informants were interviewed with a semi-struc-
tured instrument consisting of open-ended questions.
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All key informant interviews were conducted by PHR
staff or consultants in English, lasted approximately
45-90 minutes and took place in the workplace or
another private setting chosen by the participant. In the
results, where possible, the exact words of participants
are used in quotations.

Interviewer Training

The Botswana community surveys were conducted by
26 Batswana women and men trained by the PHR/Uni-
versity of Botswana field team in Gaborone, Botswana.
The Swaziland community surveys were conducted by
21 Swazi women and men trained by the PHR/WLSA
field team in Mbabane, Swaziland. All local field
researchers had prior survey experience and many had
expertise in HIV/AIDS. The training, which included
detailed instruction in the study protocols and research
ethics, consisted of classroom teaching and role play
for 4 days in Botswana and 2 days in Swaziland, fol-
lowed by field practice in interviewing and continuous
field supervision throughout the study. Additional train-
ing was given to field researchers interpreting or
administering PLWA interviews in Swaziland. Three to 5
members of the field team served as field supervisors
in each country. The supervisory team had extensive
expertise in applied research, human rights, gender,
mental health and HIV/AIDS.

Data Collection

In Botswana, the community surveys and PLWA inter-
views were administered in November and December
2004. In Swaziland, the community survey and the PLWA
interviews were conducted in May 2005. Key informant
interviews were conducted in September 2004 in
Botswana and in March and May 2005 in Swaziland.

Human Subjects Protections

This research was conducted in accordance with the
Declaration of Helsinki (as revised in 2000). The
Botswana research protocol was reviewed and approved
by the Human Subjects Committee at the University of
California, San Francisco and the Botswana Ministry of
Health Research and Development Committee. The
Swaziland research protocol was reviewed and
approved by an Ethics Review Board convened by PHR
consisting of individuals with expertise in public health,
clinical medicine, bioethics, gender, HIV/AIDS and inter-
national human rights research, including the co-
founder of a Swazi PLWA support group, faculty from

the University of Swaziland and UN country representa-
tives. The research protocol and instruments were addi-
tionally approved by the chair of the newly reconstituted
Ethics Committee of the Swaziland Ministry of Health.

Written consent was obtained from participants in
the Botswana community surveys and the Botswana
PLWA interviews in either English or Setswana,
depending on the preference of the participant. Oral
consent was obtained from Swaziland community sur-
vey and PLWA interview respondents and from key
informants in both countries. Participants were
informed of the purpose of the surveys and interviews
in general terms and how the data would be collected
and used. Participants in the community surveys were
informed that they would not be asked to disclose their
HIV status. Participants in the PLWA interviews who
were referred by treatment clinics or other organiza-
tions were assured that any services that they were
receiving would not be affected in any way by participat-
ing or refusing to participate in the study.

Allinterviews (except key informant interviews) were
anonymous and all were conducted in a private setting.
At the conclusion of the survey or interview, partici-
pants (except key informants) were offered literature
regarding HIV/AIDS testing, prevention and treatment,
and information concerning domestic violence victims’
assistance. Respondents who self-identified in the
depression symptoms screen as having suicidal
thoughts were referred by field interviewers to one of
the clinician field supervisors.

Study subjects were not compensated. Participants
in the surveys received a token gift of a value equal to or
less than US$1-2 after the completion of the interview
and were not informed of this beforehand. Participants
in the PLWA interviews were given money for transport,
and a snack and beverage were made available during
the interview and while waiting.

Statistical Analysis

The survey data were analyzed using STATA statistical
software.""® Descriptive statistics were used to character-
ize the study populations and distribution of responses.
Multivariate logistic regression analyses were employed
to examine factors associated with testing, holding gen-
der discriminatory beliefs and sexual risk. Pearson chi-
square tests of association were used to determine
differences in responses based on gender or other
respondent characteristics (testing/not-testing, for
example) and two-sample t-tests were run for compari-
son of means. Based on literature reviews and consulta-
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tions with colleagues, a conceptual model was developed
to guide the selection of variables for the multivariate
models. Relevant variables are explained in the findings
sections. For all statistical determinations, significance
levels were established at p&-0.05. Regression diagnostic
procedures yielded no evidence of multi-collinearity or
overly influential outliers in any of the models.

Limitations

Given the cross-sectional nature of the study, the direc-
tion of causality cannot be established from the findings.
The prevalence of sexual and other gender-based vio-
lence and risk-taking sexual practices or circumstances
were likely under-reported due to the intimate and/or
stigmatized nature of these experiences and the likeli-
hood that participants in a brief survey would be reluctant
reveal such matters to field researchers. In addition,
given widespread awareness of the existence of the
HIV/AIDS epidemic in both countries, participants’
responses may have been biased by a desire to give
socially “correct” answers or please interviewers on mat-
ters related to testing, prevention and attitudes towards
those living with HIV/AIDS. They may therefore have over-
reported their engagement in safe sex practices, willing-
ness to test, support for PLWA and related matters. To
minimize self-report bias, measures to safeguard the pri-
vacy of the interview and assurances of anonymity and
confidentiality were incorporated into the study protocol.

Generalizability of Study Results
A random sample design was used in order that the
community survey results would be generalizable to
the five districts with the highest prevalence of HIV-
positive individuals in Botswana and to a nationally rep-
resentative sample in Swaziland. Because individuals
from the most remote areas in Botswana and the com-
pany town communities in Swaziland were excluded,
the results may not be generalizable to the entire
Motswana and Swazi populations.

Testimony from the Botswana and Swaziland PLWA
interviews, each a convenience sample, only represent the

views and experiences of those who participated in the
study. HIV-positive individuals who have ascertained their
status and made some disclosure to others, and who have
joined support groups or accessed services, are likely to
be different from those who have not. Moreover, those
who agree to be interviewed and desire to share their sto-
ries may have a different perspective and distinct experi-
ences from those who did not make themselves available
or were not presented with the opportunity to speak with
researchers in the limited time period for data collection.
While the results of the Botswana and Swaziland
PLWA interviews were not intended to represent larger
populations of PLWA, comparison of these assess-
ments along consistent domains of inquiry with the
responses in the community surveys allowed PHR to
consider converging and diverging lines of evidence.
These interviews assisted in the interpretation of the
findings of the community inquiries by providing insight
into the patterns of experiences of those infected and
affected by HIV/AIDS. Likewise, the key informant inter-
views, while not an exhaustive survey of expertise on
gender and HIV/AIDS in Botswana and Swaziland, com-
prise a credible contribution, framed by background
research, to assist in understanding the data collected.
These interviews also assisted with the formulation of a
range of recommendations to address the health and
human rights concerns documented in this report.

Notes

' The Swazi population is classified at the household level, into
regular and irregular households; the latter, which comprise com-
pounds like teachers’ quarters, boarding schools and military bar-
racks, are generally excluded from household-based sampling
frames. Company towns, where laborers for a particular corpora-
tion live, with or without their families, may be classified as either
regular or irregular households, depending on whether they com-
prise individual houses or compounds. Allirregular households
and company towns were excluded from the PHR study sample, the
latter given difficulties in obtaining access and the consideration
that residents may differ from the general population in ways that
could bias study responses.

"0 STATA 9.2 (Intercooled) for Windows. STATA Corporation, College
Station, TX, 1984-2006.
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lll. BOTSWANA COUNTRY BACKGROUND

Geography and Population

he Republic of Botswana (Botswana) is a sub-trop-
ical"" landlocked nation of approximately 581,730

square kilometers located in southern Africa."? It is
bordered by Namibia to the west and north, Zimbabwe to
the east and north and South Africa to the south.” The
yearly climate is generally characterized by warm win-
ters and hot summers' that often result in drought.'™

Botswana has a relatively small population of
1,639,833 with an estimated -0.04 percent growth
rate.”'® Settlement is primarily concentrated in the
eastern reaches of the country where enough rain falls
for land cultivation and grazing. Nearly 57 percent of
the population lives in urban areas.'” While Botswana’s
economic growth has precipitated an increase in urban
migration over the past two decades, people maintain
strong ties to rural villages.'™®

Thirty-eight percent of the general population is
under the age of 15.""” Approximately 555,000 people
are between 15 and 29 years of age, 393,000 people are
between the ages of 30 and 49 and over 260,400 are
above the age of 50.'®

Eighty percent of men and 82 percent of women were
literate in 2004."?' Nearly 12 percent of the total popula-
tion has never attended school, while over 34 percent
has completed primary school and over 41 percent has
finished secondary school. Only slightly more than 3
percent are university graduates.'?

The major ethnic groups of the country include the
Tswana (or Setswana) who are the vast majority of the
population, 79 percent; the Kalanga who make up 11 per-
cent of the population; and the Basarwa (or San people,
the original bush population) at 3 percent.'” Other groups,
such as the Kgalagadi and Europeans, comprise the
remaining 7 percent of the population.'® Seventy-two per-
cent of the population identifies as Christian.'® Twenty-
one percent of Batswana claim no religious affiliation.'?

As one of the more prosperous and stable nations in
southern Africa, Botswana plays host to a sizeable con-
tingent of immigrants as day laborers, refugees or
undocumented migrants. It has been estimated that
thousands of Zimbabweans have fled to Botswana since
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Zimbabwean President Robert Mugabe instituted a con-
troversial land reform scheme in 2000.'? In addition, by
the end of 2005, approximately 3,000 refugees were living
in Botswana,'?® primarily from Namibia and Angola.'”
The vast majority of refugees are housed in the Dukwi
refugee camp located in the central west of Botswana.'

History and Politics

Botswana gained its independence from the United
Kingdom in 1966."" Since then it has been held up as a
model of good governance and prudent economic policy
throughout the continent.™?

Botswana is a tri-cameral democracy comprised of
an executive, a legislature and a judiciary.™ The presi-
dent is both the head of state and head of government'*
and is elected by the National Assembly for a five-year
term." The current president, Festus G. Mogae, came
into office in 1998, was elected in 1999 and reelected in
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2004." The president, the National Assembly and the
House of Chiefs comprise the National Parliament."’
The National Assembly is a 63-member chamber, of
which 57 representatives are directly elected by the pop-
ulace.™® Four seats are filled by appointments from the
ruling party.™ The president is also an ex officio mem-
ber of the National Assembly, as is the Attorney General,
which raises questions about the separation of pow-
ers.” The House of Chiefs is a fifteen-member advisory
body of permanent and non-permanent members which
consists of the major tribal chiefs and indirectly elected
and appointed sub-chiefs."! The House has limited pow-
ers, of which perhaps the most important is the ability to
delay passage of legislation regarding tribal affairs and
chieftainship.’? All Assembly members and non-perma-
nent House members serve five-year terms. The next
national election will take place in 2009.

President Mogae's Botswana Democratic Party
(BDP) has been the ruling party since Independence.'
In the 2004 National Assembly elections, the BDP took
52 percent of the vote.'* Other parties include the
Botswana National Front (BNF), the Botswana Con-
gress Party (BCP), the Botswana People’s Party and the
Botswana Independence Party, though the BDP and the
BNF are the most popular.'®

Botswana ranked 37 out of 163 countries on a cor-
ruption perceptions index, the “least corrupt” ranking
of any African country." The country scored 5.6 out of
10 on a scale where 0 indicates a “highly corrupt” coun-
try and 10 denotes a “highly clean” country.’’

The legal system is a mix of both customary and
Roman-Dutch law."® Customary law is largely unwrit-
ten and applied by tribal courts, while Roman-Dutch
common law and statutes are utilized by civil courts.'’
Customary courts have only limited criminal jurisdic-
tion but general civil jurisdiction, meaning that
Batswana have a choice of forum when seeking the res-
olution of civil disputes.’ The levels of state courts
include the Court of Appeals, the High Court, the Indus-
trial Court, as well as Magistrates and Customary
Courts.”™ Magistrates can hear all matters save for
capital offenses.” Customary courts have limited
jurisdiction over civil and criminal matters.”™ Civil judi-
cial officers are appointed by the president in consulta-
tion with the Judicial Services Commission."*

The country is divided into 15 districts, each of which
has their own local government structure, including Dis-
trict Committees, Village Development Committees and
tribal entities.' Local entities are charged with imple-
menting policies conceived by the national government.'

Economy

Botswana has been hailed as an African success
story'™’ because it has transformed itself from one of
the poorest countries in the world to an upper middle-
income country since Independence.'®® This is largely
due to the discovery of extensive diamond mines in
1967."" Diamond mining accounted for 79 percent of
exports in 2006.'*° Other key sectors include agriculture
and services, including government.'' In 2006,
Botswana’s Gross Domestic Product (GDP) was approx-
imately US$18.72 billion.'*?

The workforce is divided among three major sectors,
services, industry and agriculture.®® Despite the coun-
try’s national economic success, over 23 percent of the
population lives below the poverty line of US$1 per day,'*
and the country’s official unemployment rate is 23.8 per-
cent.' Over half of the population lives in rural areas and
depends on subsistence farming.'® Moreover, in an index
of 124 countries ranked in ascending order of income
inequality, Botswana was ranked 122nd, superceded only
by Lesotho and Namibia.”’ Batswana women earn 36
percent their male counterparts’ wages.'®

Health Care System

The Government of Botswana provides an estimated 90
percent of health services, with private clinics run by
mines or sole practitioners making up the remaining
providers.” The Ministries of Health and Local Govern-
ment work in concert to deliver services to the popula-
tion at hospitals, clinics and mobile units."””’ The
Ministry of Health sets policy and provides secondary
and tertiary care while the Ministry of Local Government
delivers primary care services."”" In 2002 Botswana had
three national referral hospitals and one private referral
hospital as well as 239 clinics and 810 mobile stops.'”?
Botswana ranks 168 out of 191 nations on an index of
overall health attainment among WHO member
states.'”” The Government devoted 5.6 percent of its
gross domestic product (GDP) to health care in 2003."*
The per capita expenditure that same year was
US$232."° Private health expenditure accounted for
just over 41 percent of the nation’s total health expendi-
ture in 2003;'” sources for private expenditure included
both pre-paid plans and out-of-pocket expenditures.'”’
Health worker staffing remains a problem in Botswana.
In 2004, there were only 0.4 physicians for every 1,000
people;'’® Botswana has encouraged the immigration
of physicians from Cuba and neighboring African coun-
tries to fill some of the gaps.'” The WHO has reported
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that Botswana is experiencing a brain drain of migrat-
ing experienced local medical staff due to opportunities
overseas and the demands of the HIV/AIDS epidemic.'®
Between 1999 and 2005 Botswana lost approximately
17 percent of its health workers to AIDS.™’

Over 85 percent of Batswana live within 15 kilome-
ters of a health care facility." While there is a standard
US$0.38 charge for outpatient medical services in gov-
ernment clinics, no one is refused care for inability to
pay.'®® Moreover, most primary care services such as
antenatal care, HIV/AIDS treatment, and child welfare
services are exempt from any service fee.'® By 2005,
over half of people with HIV/AIDS in need of treatment
were receiving ARVs.'®

Prior to the HIV/AIDS epidemic, Botswana’s success
permeated its health system. In the 1980s, it posted some
of the best health indicators in the region, including a
drop in the crude birth rate and incidence of childhood
immunizable diseases.'® Since the HIV/AIDS epidemic,
however, the country has experienced a rise in its crude
death and infant mortality rates.'’ Life expectancy for
women and men is 40 years,'® down from 72.4 prior to
the advent of AIDS." In addition to the HIV/AIDS epi-
demic, Botswana'’s health system is battling rising tuber-
culosis prevalence and malaria transmission.'”

HIV/AIDS Epidemic

Since the first case of HIV infection was recorded in
Gaborone in 1985,""' Botswana has developed one of the
highest prevalence levels of HIV/AIDS infection in Africa.'”
Until 2004, when Swaziland surpassed it, it had the high-
est HIV prevalence in the world."”® The Government’s most
recent sentinel surveillance survey of pregnant women
ages 15 to 49 making their first ante-natal clinic visit found
37.4 percent of women to be HIV-positive.'

The estimated prevalence of HIV in the country var-
ied by age and residence location. The nation’s highest
prevalence, 73.7 percent, existed among unmarried
women who lived with their partners in the Selebi
Phikwe district.'” HIV prevalence for all pregnant
women in Selebi Phikwe was 52.2 percent.'” Residents
of the Bobirwa district between the ages of 25 to 29 had
a 71.7 percent prevalence of HIV.""” In that same dis-
trict, 67.6 percent of pregnant women with regular jobs
were HIV-positive.'”®

Recent government data from a systematic sample
of Batswana households in 2004 revealed that nearly 10
percent of women and almost four percent of men ages
15 to 19 were HIV positive."”” Approximately 44 percent
of women and 36 percent of men ages 30 to 35 were

estimated to be HIV-positive.? Francistown led the
urban infection category with an aggregate prevalence
of 24.6 percent. !

It has been estimated that 18,000 adults and children
died of AIDS in Botswana in 2005.%°2 Approximately
120,000 children under the age of 17 have been
orphaned as a result of AIDS.?® The spread of HIV in
Botswana has been attributed to a host of factors rang-
ing from the subordination of women, to stigma and
denial, to urbanization and migration.?%

As elsewhere in the region, the epidemic in Botswana
disproportionately affects women: there were three
HIV-positive females to every HIV-positive male in the 15
to19 year-old cohort.?® The Botswana government has
recognized that the reasons for this imbalance include
power inequities, women’s lack of sexual negotiating
power, migration patterns® and the lack of economic
empowerment of women.?” More than a decade ago
women'’s elevated vulnerability to HIV/AIDS in Botswana
was attributed to their subordinate position in society
and a mix of cultural, social and economic factors
including men’s culturally-sanctioned entitlement to
sex “on demand,” the “cultural imperative” of a woman
to prove her fertility before marriage by bearing chil-
dren, women'’s powerlessness to insist on condom use,
the legitimization of violence against women, internal
migration patterns and the commercial sex trade.?®®

Botswana HIV/AIDS Policy

Governmental and Organizational Response

Botswana reported that it spent US$165 million on
HIV/AIDS in 2005.%° The primary body informing the
Botswana government’s response to the HIV/AIDS epi-
demic is the National AIDS Council (NACJ, chaired by
President Mogae.?"” The NAC's policy direction both
informs and is informed by other national development
strategies including those outlined in Vision 2016,
Botswana’s vision for 50 years following independence;
National Development Plan 9 (NDP9) the socio-eco-
nomic development plan for the country; and the 1997
National Population Policy.?’ The National AIDS Coor-
dinating Agency (NACA), a directorate of the Office of
the President, provides secretariat and technical sup-
port to the NAC and coordinates the national response
to the epidemic.?

Vision 2016, developed in 1996 by a Presidential Task
Group, is an inspirational guide for the development of
Botswana.’” The goals are based on the five principles
of democracy, development, self reliance, unity and
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botho (respect).?™ Vision 2016 incorporates the goal of
halting the spread of HIV/AIDS.?"

Botswana's National AIDS Policy was first developed
in 1992, revised in 19982" and again in 2002.?" The 12th
version is reportedly being finalized by NACA and the
Attorney General's Chambers for consideration by NAC
and the Cabinet.?"® The current policy enumerates the
role of each ministry in the government response to
HIV/AIDS and is explicitly based on principles of health,
human rights and privacy for PLWA.?"" Section 8.3 of the
draft policy acknowledges and condemns the role dis-
crimination against women plays in their risk of HIV.?2

The National Strategic Framework (NSF] for
HIV/AIDS 2003-2009 was developed over an eighteen-
month period “to articulate, disseminate, and educate
the public at large on agreed national priorities and
strategies within the scope of Vision 2016” and “to pro-
vide clear guidance for Ministries, districts, NGOs, and
the Private Sector to enable them to work in a collabo-
rative manner in achieving the intended goal of the
National Response to HIV/AIDS: to eliminate the inci-
dence of HIV and reduce the impact of AIDS in
Botswana.” In the development of the multi-sectoral
NSF, consultations were held in communities in each
district of the country, and with each ministry, civil
society and the private sector.??!

The five goals of the NSF are prevention; treatment,
care and support; strengthening national response
management; impact mitigation; and strengthening the
legal and ethical environment. ??2 For each goal, there
are a limited number of specific and measurable objec-
tives, followed by a series of strategies.?”® The NSF is
undergoing a comprehensive Mid-Term Review with
completion expected in June 2007.7%

One of the six priority groups for the NSF is
women.??® As a priority group, women are subject to
target interventions,?” including their empowerment
through PMTCT?’ and income generation programs.??®
The NSF charges the Women'’s Affairs Department with
mainstreaming gender into HIV/AIDS programs.?? This
progressive rhetoric has to-date not been matched by
implementation of gender-focused programming.

Commitment to addressing HIV/AIDS in Botswana’s
private sector lags behind that of the public sector. In
2003, the United Nations assisted NACA in establishing
a private sector coordination unit.”?" Less than 20 per-
cent of private companies surveyed in 2005 reported
having HIV policies.?®' In 2005 the Botswana Business
Coalition on HIV/AIDS began mobilizing the private sec-
tor around the epidemic.?*

The international community has been a key player in
augmenting Botswana’s national response to the
HIV/AIDS epidemic, both financially and in terms of
research and the creation of health infrastructure. The
Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria
awarded a grant of US$18.6 million to Botswana's Min-
istry of Finance and Development Planning to fund
health care personnel training, strengthen the treat-
ment of PLWA, scale-up prevention, counseling and
testing and create other initiatives over the course of
two years, commencing July 1, 2004.2** The U.S. Presi-
dent’s Emergency Plan for AIDS Relief (PEPFAR) sup-
ports the Botswana Government’s treatment plan
through financial support and technical assistance.” In
fiscal year 2005, PEPFAR gave Botswana over US$51.8
million for HIV/AIDS prevention, treatment and care.”®
The BOTUSA Project, a collaboration between the Gov-
ernment of Botswana and the U.S. Centers for Disease
Control, employs over 12 international and 100 local
staff to provide financial support, technical assistance,
program support and HIV/AIDS research.”

The Botswana government has formed a number of
partnerships to implement HIV/AIDS initiatives. The
Botswana-Harvard School of Public Health AIDS Initia-
tive for HIV Research and Education was launched in
1996 to assist with research and education projects on
HIV/AIDS.?” The African Comprehensive HIV/AIDS
Partnerships, an initiative of the Government of
Botswana, the Bill and Melinda Gates Foundation and
Merck, has built and renovated clinics, scaled up labo-
ratory facilities and trained healthcare workers.?®
UNAIDS Program Acceleration Funds amounted to $0.5
million between 2002 and 2003 in the area of workplace
education.? In addition, UNAIDS assisted the govern-
ment in finalizing the NSF and providing guidance on
routine testing policies.?°

There are a number of local and national NGOs in
Botswana working on HIV/AIDS and related issues. The
Botswana Network of AIDS Service Organizations
serves as an umbrella for such organizations.?' It pro-
vides capacity building in the form of small grants and
coordinates information sharing among groups.?? The
Botswana Network of People Living With HIV/AIDS
(BONEPWA] was established in 2000 as a network of
PLWA.?** BONEPWA coordinates support groups, pre-
vention activities and care for PLWA in Botswana.? It
also sponsored the first “Mr. HIV Positive Living” pag-
eant and campaign in April 2006.° The Centre for Youth
of Hope (CEYOHO) provides care and support to youth
living with HIV/AIDS.?*¢ Its signature program is the
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“Miss Stigma Free” pageant, which annually crowns an
HIV-positive woman as a role model for destigmatiza-
tion and ARV adherence.?*’ The Botswana Network on
Ethics, Law and AIDS (BONELA) advocates and lobbies
at the national and international level for legislation that
protects the rights of PLWA.?*® The Botswana Christian
AIDS Intervention Programme (BOCAIP) has been pro-
viding pre- and post-test counseling to PLWA since
1997.2 Bomme Isago Association is a growing network
of support for HIV-positive women founded in 2005. The
International Community of Women Living with
HIV/AIDS also maintains a program officer in Botswana.

Prevention/Education

HIV awareness is high in Botswana. Over 80 percent of
people surveyed in the national AIDS household survey
in 2004 correctly reported at least one method of pre-
venting HIV transmission.”® However, only 27 percent
of females and 29 percent of males ages 15-24 were
able to identify a method of HIV prevention.”' As a PEP-
FAR-funded country, Botswana’s prevention program
has taken the "ABC” approach: abstinence before mar-
riage (A); being faithful to one sexual partner (B); and,
failing A and B, consistent condom use (C).?*

Testing

VCT has played an important role in HIV-related preven-
tion and care in Botswana, particularly as an access point
for other HIV/AIDS-related services. Since 2000, BOTUSA
has supported the Tebelopele network of VCT centers,
which provides HIV testing and counseling services for
Batswana ages 18 to 49.*3 In 2004, Tebelopele established
itself as an autonomous NGO offering VCT at 16 locations
throughout the country.?® In addition, prevention of
mother-to-child transmission (PMTCT) programs provide
testing, care and treatment for pregnant women.”®

Despite the availability of testing, in the 2004
national survey just over a quarter of Batswana
reported being tested for HIV.?* Low testing rates in
Botswana have been attributed in part to denial®’ and
to the fear of potential stigma and discrimination asso-
ciated with HIV/AIDS, causing Batswana to avoid seek-
ing testing or attending treatment facilities.?®® The
majority surveyed in 2004 reported stigma and discrim-
ination against PLWA. For example, approximately 70
percent of the 2004 survey participants reported that
they would prefer an HIV-positive teacher to stop teach-
ing.”” Over 92 percent of survey participants, however,
indicated that they would be willing to care for a family
member who had fallen ill from HIV/AIDS.%°

Persistent low levels of testing in the general popula-
tion, despite having launched a program of universal
access to ARV treatment in 2002, prompted a shift in
Botswana’s HIV testing policy in early 2004.%¢' In January
of that year, the Botswana government introduced a pol-
icy of “routine testing” under which nearly all patients
would be tested as a part of routine medical visits.?*? The
initial policy was unclear, however, as to whether
patients would be tested unless they explicitly refused
(“opt-out” testing) or whether they would only be tested
if they gave their specific consent to an HIV test (“opt-in”
or “routine offer”). Guidelines on the policy were only
issued in February 2004 from the Ministry of Health to
hospitals. A year later, training materials were still being
developed.?®® In June 2004, WHO and UNAIDS issued a
recommendation, in part based on the Botswana experi-
ence, that such testing should be “routine offer.”?** The
Government has subsequently stated that the policy is
one of “opt-out” testing.?®® Since reporting has been
incomplete, the nature, extent and uniformity of the
implementation of the program in Botswana remain
unclear.® At least one study has documented increased
acceptance of testing in antenatal programs in Francis-
town in the first three months after the initiation of rou-
tine testing®’ and the Government reported an increase
in testing rates since the introduction of the policy.?*®

Treatment

In May 2002, Botswana became the first country in
Africa to widely disseminate anti-retroviral therapy to
HIV-positive people.?*’ The program, named Masa
(“new dawn”), is a collaboration of the Government of
Botswana, the pharmaceutical company Merck and the
Bill and Melinda Gates Foundation and is funded by the
Gates and Merck Foundations at a cost of US $50 mil-
lion over five years.?”® As of 2003, the Ministry of Health
was administering the program, operating in Gaborone,
Francistown, Serowe and Maun.?”" The Botswana
Guidelines on Anti-Retroviral Treatment were devel-
oped, aligned with international standards.”’? Under the
2002 Guidelines, ARV treatment is provided to patients
with CD4 counts under 200 or with a physician’s recom-
mendation.?” The Guidelines also stipulate that sexual
assault survivors should be provided with post-expo-
sure prophylaxis within 48 hours of the attack and fol-
low-up treatment if HIV test results are positive.”*

By January 2004, only 17,500 patients were enrolled
in Masa, out of an estimated 110,000 eligible individu-
als.?””® Low enrollment in the ARV treatment program
was partly attributed to underutilization of HIV-testing;
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by mid-2003, only 70,000 tests in total had been per-
formed out of a population of 1.7 million.””¢ From the
advent of routine testing, the Government reported a
significant increase in testing?”” and treatment?’® by
mid-2005. UNAIDS/WHO estimated that, by the end of
2005, between 67,000 and 77,000 eligible Batswana
were receiving ARV treatment, representing 85 percent
coverage and surpassing the WHO "3x5’ target of fifty
percent of eligible PLWA.?” In 2006 Masa reported that
ARVs were being distributed to nearly 55,000 patients
through 32 treatment sites, ?° comprising at least one
dispensing site in each of the 24 health districts.?®' It has
been observed, however, that the proportion of women
accessing treatment is far greater than that of men, a
disparity that cannot be explained by sex distribution in
the population or HIV prevalence, but may have to do
with the volume of referrals from antenatal clinics and
women’s leadership role in Botswana’s HIV response.?®?

Women'’s Status

Botswana has ratified or acceded to several interna-
tional and regional human rights instruments that per-
tain to women'’s civil, political, economic, social and
cultural status. Botswana ratified the African Charterin
the Rights and Welfare of the Child,?® African Charter
on Human and Peoples’ Rights®* and the International
Covenant on Civil and Political Rights.? It has acceded
to the Convention on the Elimination of All Forms of
Discrimination against Women?¢ and the Convention
on the Rights of the Child.?’

Legal Status

Civil Law

Women's rights vary, depending on the application of
common or customary law. Under Botswana’s Consti-
tution women and men are equally entitled to certain
fundamental rights and freedoms irrespective of their
sex.” The constitutional prohibition against discrimi-
nation in Section 15 of the Bill of Rights, however, does
not refer to sex in its definition and is subject to a num-
ber of exceptions.? For example, Section 15 does not
apply to laws “for the application in the case of mem-
bers of a particular race, community or tribe of Cus-
tomary Law.”? In 1991, the Court of Appeals held that
women and men are equally entitled to the fundamen-
tal rights and freedoms mentioned in Section 3 of the
Bill of Rights.?' However, subsequent court rulings
have preserved the state’s power to abridge rights on
the basis of sex on “reasonable” grounds.?”? Further-

more, the bifurcation of the legal system means that
customary laws that discriminate against women con-
tinue to be enforced, particularly in rural areas.””

In recent years reforms have been made to several
discriminatory civil laws disempowering women; how-
ever, implementation has been weak. Most significantly,
in December 2004 the Abolition of Marital Power Act was
enacted to abolish the common law principle of marital
power that men married in community of property
enjoyed and it was replaced with equal joint powers to
dispose of the assets of the joint estate.?* Effectively, the
marital power that existed between spouses married in
community of property?”® (the majority of marriages)
reduced women to minors, and granted husbands power
and control over the joint estate. Most women are mar-
ried customarily, however, so effectively, marital power
still applies to those marriages. Moreover, several civil
property-related laws circumscribe married women'’s
rights. The Penal Code, for example, by inference sug-
gests that only women can steal from jointly owned
property?” thus rendering such property under the hus-
band’s legal control. Women also face problems secur-
ing business loans or property because the Companies
Act prohibits them from accepting company director
positions without their husbands’ consent.?”

Customary Law

Given that Botswana’s legal system comprises both
customary and Roman-Dutch traditions, Batswana the-
oretically have a choice of venue.?® However, in light of
the population’s rural concentration, most civil dis-
putes are heard by traditional tribunals.?”’

Under customary law, women are often subordinated
to men, lack independent legal capacity and are sub-
jected to the guardianship of their fathers, brothers,
uncles or husbands.*® There has been progress regard-
ing women'’s representation at the tribal level, however.
In 2003, Mosadi Seboko, a single mother and former
bank manager, was appointed paramount chief of the
Balete tribe.*®' Seboko assumed the throne after a pro-
tracted battle with her male relatives to claim the posi-
tion left vacant by the deaths of her father and brother.*?
She and her female relatives relied on the Constitution’s
provision against discrimination to secure her ascen-
sion.*® Seboko is joined by two other female chiefs in
the national House of Chiefs,*® of which she was
appointed chairwoman.’® The House of Chiefs advises
the president on customary and tribal land issues.**

The Customary Courts Act codified the regime of cus-
tomary courts throughout the country and provided that
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such courts should apply “the customary law of that
tribe or tribal community so far as it is not incompatible
with the provisions of any written law or contrary to
morality, humanity, or natural justice.”" Conflicts are
resolved through the kgotla, the traditional court and
meeting place, over which the chief presides. Tradition-
ally although women could take part in these meetings,
they generally only spoke up on behalf of a male
minor®® and could not initiate legal proceedings or
claim damages.*” The situation has changed, however,
regarding women'’s assertion of their rights. There is
evidence that women take their cases to various cus-
tomary courts to sue for adultery, damages and crimi-
nal offenses including assault.’’® While statutory law
may yield judgments in favor of women’s status and
property rights, many women avoid civil courts as a
result of wanting to preserve family unity, due to lack of
resources, or other restrictions resulting in their inabil-
ity to travel to courts that are located in urban centers.®"

A number of traditional laws restrict women’s prop-
erty and inheritance rights.*'? For example, a woman
married under traditional law is held to be a legal
minor vis-a-vis her husband, requiring her husband’s
consent to buy or sell property.®™ This severely
impinges women'’s access to credit, since they lack the
collateral necessary to secure loans.*™ An unmarried
woman under customary law will remain under the
guardianship of the male head of her family, her rights
being determined, and possibly restricted, through
him.*' Women are also traditionally barred from own-
ing cattle, an important symbolic and financial asset,
and a linchpin of the rural economy.*'* Under tribal tra-
dition, a man must pay bogadi (cattle) to his potential
bride’s father.®*" This practice reinforces the idea that
wives become their husband’s property upon marriage
and, as such, are to be controlled by them.*® This fact is
significant because, “[a]l woman'’s capacity to voluntar-
ily enter into marriage, to dissolve a marriage, and to
have equal rights within her marriage are essential to
her ability to control her life and make voluntary,
informed reproductive choices.”®? Moreover, when
women lack secure property rights they are not free to
leave abusive marriages and relationships.*?

The Administration of Estates Act stipulates that the
property of all Batswana will be disposed of according to
customary law.*”' Under customary law, women are not
permitted to inherit property.*?? When a woman'’s hus-
band dies, his property is transferred to his eldest son,
although the widow is allowed to remain in the home until
her death or remarriage.’” In the event that the eldest

son dies before his father, the father’s property passes to
the second eldest son and his heirs.’® It is only if a man
dies with no sons that a daughter may inherit; even in that
case, the property is maintained by her male guardian.®®
However, in the case of a deceased tribesman who accu-
mulated property that cannot be equitably distributed
under customary law, an executor will be appointed by a
Master of the High Court to handle the affairs of the
estate and divide the property in terms of common law.**

Violence Against Women

While the dimensions of violence against Batswana
women have been difficult to quantify due to fear, poor
policing and scant data, social norms condone it and
the Government has been slow to respond to this form
of gender discrimination.*”” A report presented in May
2005 estimated that six out of ten women in Botswana
are lifetime survivors of domestic violence.*® Women of
all classes and social strata are victims of violence.*”
Rape, incest and intimate partner violence are preva-
lent throughout the country.**® Reasons for gender-
based violence in Botswana include gender hierarchy,
the equation of women with property, women’s depend-
ence on men and the overall failure to grant women
social, economic and legal rights.**' In 2006, 1,544
rapes were reported nationally.3*

The Penal Code stipulates a maximum life sentence
accompanied by corporal punishment for rape, but such
sentences are rarely pronounced.’ Actual sentences
have been found to fall between six months and nine
years.** A Penal Code provision automatically denying
bail to rape respondents was declared unconstitutional
in 1998.%% Botswana law takes into account the added
risk of HIV when meting out sentences for rape. For
example, while the minimum sentence is 10 years, it
rises to 15 if the assailant is HIV-positive.** The term
rises to 20 years if the assailant knew his or her HIV sta-
tus.**” Respondents in criminal rape cases are tested for
HIV prior to sentencing;*® however, the test cannot con-
firm whether the perpetrator was positive at the time of
the attack, raising the issue of whether it is criminal
intent that is being punished or HIV-positive status.**’

Botswana’s criminal law makes no provision for mar-
ital rape.®*® Furthermore, rape is a moral offense rather
than an offense against the person, which diminishes its
status as a crime against women®' and equates
women’s value with family or community honor. The
process for the prosecution of rape hinders reporting by
requiring corroboration, allowing the admissibility of evi-
dence of a prior relationship between the assailant and
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the survivor and directing the conduct of rape trials in
open court.*? If survivors do report assaults, they are
frequently faced with noncompliant and insensitive
police.33 In general, family violence is often considered a
“domestic dispute” in which police officers are reluctant
to intervene.’** The nation has one shelter for battered
women, the Kagisano Society Women'’s Shelter Project.

Sexual harassment, especially at the workplace and
in learning institutions, is prevalent in Botswana.**®
According to one report in 2000, 60 percent of second-
ary school students in Botswana have been sexually
harassed by their teachers and girls” declining school
enrollment since 1997 is partly blamed for fear of sex-
ual abuse.** In a survey of 560 secondary school stu-
dents in 2002, 20 percent said that they had been asked
by teachers to have sex with them and 42 percent of
these reportedly accepted, “mainly because they feared
lower grades if they refused.”’

Socio-Economic Status

Economically, women in Botswana are significantly dis-
advantaged in comparison to men. In 2004, for exam-
ple, the female GDP per capita was PPP (purchasing
power parity) US$5,322 while the male GDP per capita
was PPP US$14,748.%®

Different factors account for gender-specific eco-
nomic inequality, including the prevalent situation of
households headed by women with little financial
resources and the uneven distribution of family respon-
sibilities between men and women.*’ During the last
three decades, the number of female-headed house-
holds has increased greatly in Botswana. By 2001, 50
percent of all households in rural areas and 44 percent
of those in urban areas were headed by women.®?
Women have nearly a 28 percent official unemployment
rate as compared with less than 22 percent for men.*’
The gender disparity in income and employment has
been attributed to a history of occupational segregation
that has resulted in the exclusion of women from certain
job sectors, such as construction.?** Moreover, few
income-generation opportunities for women exist out-
side of formal employment, particularly in rural areas.**

Historically, Batswana girls have enjoyed greater
access to primary and junior secondary school than
boys; since the late 1980s, however, girls and young
women have tended to prematurely leave secondary
school, partly due to family demands, including
unwanted pregnancies.® Pregnancy is a leading reason
girls terminate their schooling since discriminatory
school regulations make it nearly impossible for girls to

resume their education after giving birth.*® Also limit-
ing their future opportunities, young women rarely pur-
sue vocational and technical training, for similar
reasons,*® although in 2000, the Botswana Minister of
Labour and Home Affairs reported to the UN a revision
to the National Policy on Education to expand vocational

and technical education to attract more women.*®’

Health Indicators and Access

Urban women in Botswana give birth an average of 2.8
times and rural women average 3.7 births over their life-
times.3*® Over 93 percent of women reported having
attended an antenatal clinic during their last preg-
nancy. Less than 1.5 percent of women experienced an
unattended birth in 2002.%° The adjusted maternal mor-
tality ratio in 2000 was 100 maternal deaths per 100,000
live births.*' Pregnancy can be legally terminated within
the first 16 weeks for rape or incest, fetal impairment or
risk to the mother’s life, mental or physical health.%?

Botswana has made gains over the past decade in
reducing the rates of adolescent pregnancy. The United
Nations Population Fund has reported that, in 1996, six
out of 10 teenage women had been pregnant at least
once, whereas that ratio dropped to two in 10 in 2003.%3
While an encouraging downward trend, the problem
remains serious, particularly for young girls.*** A study by
the Botswana Ministry of Health and Social Services in
2003 revealed that most adolescent pregnancies are the
result of sexual relationships with older men.*® Some of
the reasons identified for this age disparity are young
women'’s fear of refusing older men sex and disempow-
erment vis-a-vis older, wealthier male partners.®®

As discussed in the previous section on legal status,
female subordination has been an integral part of tradi-
tional society.*” Women'’s customary roles were defined
as “docile daughter, wife or caring mother.”*® Women
have had little control over their sexuality, including the
right to decide when and how many children to bear or
when and if to marry.**’ Women who refused sexual
advances risked losing their partners®’®and women
were not socially or culturally permitted to insist on
condom use in male-dominated relationships.””' Men’s
continuing control of women'’s sexuality and reproduc-
tion in Botswana directly translates into ill health for
women and specifically into an elevated risk of contract-
ing HIV and developing AIDS.

General Gender Policy

In 1981, the government established a National Women'’s
Unit which was elevated in 1996 to a Department of
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Women'’s Affairs (WAD) in the Ministry of Labor and Home
Affairs.” WAD is staffed by 11 professionals®”® who work
to integrate gender policies into various government ini-
tiatives.*” United Nations Agencies including UNDP,
UNAIDS, UNFPA and UNICEF support WAD objectives
and initiatives to enhance women’s status. Certain min-
istries have a designated Gender Focal Point.*”

In 1996, in recognition of the vast gender inequalities
in Botswana, the government instituted an ambitious
National Policy of Women and Development with the aim
of achieving “effective integration and empowerment of
women in order to improve their socio-economic status,
enhance participation in decision making and their role
in the development process.” Specifically, the policy
aims to eliminate all economic, social and legal discrim-
ination against women, to improve women’s health, to
promote education and skills training and to mainstream
gender into development planning.®”® Vision 2016 called
for strengthening and implementation of this policy, as
well as a commitment of resources from the NDP to
combat discrimination, and included six detailed areas of
focus related to gender.>”

Two years later, in 1998, the Government responded
to the Fourth World Conference on Women in Beijing by
creating the National Gender Programme Framework
to transform policy principles into concrete strategies.
The framework prioritized six areas of concern from the
Beijing Declaration and Platform for Action, including
poverty and economic empowerment; power and deci-
sion making; education and training; health; and girls.

In 1999, the Advocacy and Social Mobilisation Strat-
egy and the Botswana National Council on Women
(BNCW) were established.”® The BNCW has the man-
date to guide and support the Government, NGOs, and
the private sector as well as monitoring and reviewing
policies and programs for gender equality, awareness
and progress; it is the highest advisory body to the gov-
ernment on women’s issues.*”’

Several population health and gender equality indi-
cators attest to improvements for women in Botswana
in the last decade.®® These impacts and the govern-
ment policies that produced them represent real
advances. Policies are limited, however, by being oper-
ational only at the national level®®' and in isolation from
many Batswana women. As a result, political and social
change addressing gender inequalities in Botswana
has been indebted to the initiation and insistence of
civil society, through the women’s movement and
women’s NGOs such as Emang Basadi ("Stand Up

Women”) and Women and Law in Southern Africa
(WLSA) — Botswana.®® Among other initiatives, WLSA
has offered training on women’s rights as human
rights, provided legal advice and services, and lobbied
and advocated for policy and legal reform. It has pub-
lished several books documenting the status of
women’s rights in Botswana.’®

Founded in 1986, Emang Basadi has conducted par-
ticipatory research, mobilization and education to
increase women'’s participation in national develop-
ment, for example through the support of female politi-
cians with its 1998 publication, A Woman Candidate’s
Guide to Campaign Management.*®* The organization
has also secured major legislative victories for
women’s rights. Prior to 1995, the government denied
women the ability to pass their Batswana citizenship to
their children if they were born to foreign husbands.*®
Through researching state precedents and interna-
tional standards, lobbying members of Parliament and
publicizing the discriminatory nature of the practice,
Emang Basadi was instrumental in securing the pas-
sage of the Citizenship Amendment Act in 1995 which
granted Batswana women the right to pass their
nationality onto their children born to foreign fathers.**

Other organizations focusing on gender include the
Women’s NGO coalition, Botswana Caucus for Women
in Politics and the Botswana Council of Women.
Ditshwanelo, the Botswana Centre for Human Rights,
conducts human rights advocacy and education in a
number of areas, including HIV/AIDS.*” Women Against
Rape trains women in income-generating skills and
helps them gain credit to start their own small busi-
nesses.”® The Kagisano Society Women'’s Shelter Pro-
ject operates the only domestic violence refuge for
women and children in Botswana, begun in 1998 and
located in Gaborone.*®” The Parliamentarians for
Women's Health Project is a three-year project in
Botswana, Kenya, Namibia and Tanzania to educate and
strengthen leadership in those countries with the goal
of improving access to health services for women and
girls, particularly related to HIV/AIDS.*" In 1991 the
University of Botswana established the Gender Policy
and Programme Committee.

Women’'s representation in government has
improved somewhat, largely as a result of NGO advo-
cacy. The percentage of women elected to Parliament
increased from 5 percent in 1990 to just over 11 percent
in 2005.*" Women's representation at the level of senior
government officials was close to 31 percent in 2005.3?
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IV. BOTSWANA PHR STUDY FINDINGS

from the Botswana community survey and PLWA
interviews. Key findings include:

1) Participant Characteristics: More women than
men surveyed reported food insufficiency, lower
incomes, greater likelihood of unemployment and hav-
ing at least one dependent. Lack of food and women'’s
economic dependence on men also affect many PLWA
and are a particularly salient barrier to ARV treatment.

2) Knowledge of HIV: The majority of community sur-
vey participants correctly answered questions about
HIV prevention and transmission. Common gaps in
knowledge and misconceptions persist, however. PLWA
described men’s knowledge as inferior to women’s.

3) HIV Testing: While the majority survey reported
access to testing, 52 percent of women and 44 percent
of men sampled had tested. Media messages were the
most common facilitators to testing and fear of knowing
one’s status the most common barrier for both women
and men. While the majority had voluntary and confi-
dential tests and received pre- and post-counseling, 62
percent of women and 76 percent of men reported that
they perceived that they could not refuse the test.

4) Routine Testing: Fifty-four percent of respondents
had heard of Botswana’s “routine testing” policy before
the survey and 15 percent of those tested had tested
under this opt-out program. After an explanation of the
policy, the majority expressed positive views about its
impacts, though 43 percent agreed that routine testing
could cause people to avoid health care for fear of being
tested. PLWA agreed that routine testing could facili-
tate increases in testing; they expressed the concern
that counseling be assured so that recipients will be
prepared to learn their HIV status.

5) HIV-Related Stigma and Discrimination: Fifty-four
percent of women and 51 percent of men surveyed
reported stigmatizing or discriminatory views toward
PLWA. While the majority expressed acceptance of
those living with HIV/AIDS and felt that discrimination
had declined in Botswana since the advent of ARV treat-
ment, projected fear of stigma should they themselves
be HIV-positive was a common concern. For example,
50 percent of women and 57 percent of men reported

This chapter presents the most significant results

that they would be treated as social outcast by their
community. PLWA interviewed believed that stigma and
discrimination had lessened over time in Botswana and
reported positive consequences of disclosure of their
status. Nevertheless, those interviewed recounted poor
treatment at home, in the workplace and in the commu-
nity, particularly for women, which they associated with
overall gender inequality in Botswana.

6) Sexual Risk: Women participating in the commu-
nity survey lacked control over the decision of when to
have sex (30 percent) or use a condom (22 percent] as
compared with men (less than 2 percent and 7 percent,
respectively). Fifty-three percent of women, and 13 per-
cent of men, had unprotected sex at least once in the
past year because their spouse or partner refused to
use a condom. Eleven percent had unprotected sex with
a non-primary partner. Twenty-five percent of women
and 40 percent of men reported multiple sexual part-
ners in the past year; 8 percent of women and less than
5 percent of men reported no partners. PLWA reported
having fewer sexual partners and using condoms more
consistently since discovering their HIV-positive status;
women's lack of control mitigated against such
changes for many women.

7) Gender Discriminatory Beliefs: 95 percent of
women and 90 percent of men surveyed held at least
one gender discriminatory belief and the majority
reported 1 to 2. While participants endorsed women'’s
subservience to men, 88 percent of women and 84 per-
cent of men agreed that women should have the same
legal rights as men in Botswana. Holding gender dis-
criminatory beliefs predicted sexual risk. For example,
community survey participants who held three or more
such beliefs had 2.7 times the odds of those who held
fewer beliefs of having had unprotected sex in the past
year with a non-primary partner. PLWA testimony high-
lighted the association of women’s dependency on male
partners with their vulnerability to HIV and reported on
the ongoing harm to female PLWA created by women’s
lesser social and economic status in Botswana.

8) Leadership on HIV/AIDS: Community survey par-
ticipants identified gaps in the performance of leaders
at all levels. PLWA gave mixed reviews, highlighting the
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need for increased visibility and consistent effort, par-
ticularly at the local level.

Throughout this chapter, where sex differences are
statistically significant (p&-0.05), the sex stratified data
are presented.

Characteristics of Study Participants

Community Survey

Descriptors of the participants in the community survey,
disaggregated by sex, are presented in Table 1. For this
study, 1,268 women and men from the five districts in
Botswana with the highest number of HIV-infected peo-

ple were surveyed.*”® Fifty-two percent of participants
were women. The mean age of those surveyed was 28.7
years; age differences between women and men were
not statistically significant. The women surveyed experi-
enced more food insufficiency and were poorer than the
men. Twenty-eight percent of women, in contrast with
19 percent of men, reported problems obtaining food to
eat in the past year. Fifty percent of women, as com-
pared with 39 percent of men, had a monthly household
income of less than or equal to 1,000 Botswana pula
(approximately US$220).*"* Women were also more
likely to be unemployed: 34 percent of women and 27
percent of men reported that they were not working.

TABLE 1: Characteristics of Participants in the Botswana Community Survey (N=1268)*

Community Survey Participant
Characteristics

Age (mean, years)

Marital Status
Married
Unmarried/Living w/ Sexual Partner
Unmarried/Not living w/Sexual Partner

Dependents
Having > or = 1 Dependent

Employment Status
Employed
Unemployed

Residence Type
Urban
Urban village
Rural

Monthly Household Income
< or = 1,000 Botswana pula (approximately US$220)
> 1,000 Botswana pula

Education
< High School (Form 5) Education
> or = High School (Form 5)

Food Insufficiency
Problems getting enough to eat, past 12 months

Access to Good Quality*** Medical Services

Women Men
(N=654) (N=613)
n(%) (except as noted) | n(%) (except as noted)
28.9 28.4 ---

136(21) 105(17)
191(29) 149(24) 0.009
326(50) 358(59)
440(73) 325(60) 0.000
423(66) 443(73) 0.000
222(34) 165(27)
310(47) 247(40)
187(29) 187(31) 0.027
157(24) 179(29)
326(50) 242(39) 0.000
321(50) 371(61)
301(46) 271(45) 0.572
349(54) 335(55)
184(28) 113(19) 0.000
495(77) 530(88) 0.000
190(31) 175(27) 0.096

Positive Screen for Depression****

* Sex was missing for one individual; for sex-stratified data, N=1267.
** P values refer to the statistical significance of the difference between women’s and men’s responses.

*** This term was not defined for survey participants.

**** Symptoms of depression were measured using the 15-item Hopkins Symptom Checklist for Depression (HSCL-D). People

were considered to screen positive for depression if their score equaled or exceeded the cutoff threshold of 1.7
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Fifty percent of women and 59 percent of men were
unmarried and not living with a sexual partner. Seventy-
three percent of women and 60 percent of men had one
or more dependents. Close to 46 percent of those sam-
pled had less than a Form 5 (high school) education.
Forty-seven percent of women and 40 percent of men
lived in an urban area, 24 percent of women and 29 per-
cent of men were rural residents and 29 percent of
women and 31 percent of men resided in urban villages
(urbanized areas outside of main cities).*”

The majority of participants in the survey had access
to health services, primarily receiving care at public
clinics. Ninety-one percent of women and men
reported that they were usually treated with respect
and dignity by health care professionals. Thirty-one
percent of men self-assessed fair or poor health status,
as compared with 27 percent of women; women
reported a greater number of visits to a medical doctor
in the past year.*”” Nearly a third of those surveyed
screened positive for depression.

PLWA Interviews

The 24 qualitative interview respondents were all HIV-
positive members, leaders, volunteers or counselors
with support groups for people infected or affected with
HIV/AIDS from Gaborone, Serowe and the surrounding
villages and rural areas. Twenty-one were women, in
part reflecting the predominance of women in these
groups. The mean age was 32 years. Two respondents
were married, 3 co-habited with a sexual partner and 19
(including 2 out of the 3 men) were living alone and did
not have a regular intimate partner. Only 4 participants
had completed high school.*”® Nineteen were unem-
ployed. Of those 5 individuals who were employed, all
had jobs in HIV-related activities, as counselors, admin-
istrators, field workers or cleaning staff.

Access to ARV Treatment

Community Survey

Eighty-five percent of women and 90 percent of men
projected that ARV treatment would be available to
them should they develop AIDS.

PLWA Interviews

Twenty-three of the 24 participants in the qualitative
interviews were receiving ARV treatment. None
reported difficulty in adhering to the regime. Intervie-
wees described, however, that barriers to treatment
still exist for many who need it. In particular, the lack of

food and gender inequality in relationships create
obstacles for PLWA seeking to obtain ARVs.

Barrier to Treatment: Food Insufficiency

Interviewees reported that for Batswana women and
men, even before testing positive for HIV, lack of food
was a problem. Food insufficiency is compounded by the
demands of the disease and the treatment regimen. One
42 year-old housewife from Kopong, herself not receiv-
ing ARVs (due to lack of resources for transport), said,
“[Uack of food is a problem. ARVs increase the appetite. If
there is not enough food, it is a problem.” Another
woman, from the Gabane PLWA support group, noted
that once people tested HIV-positive, if they met the cri-
teria for ARV treatment they were eligible to receive a
food basket once a month through the government’s
home-based care program. Reportedly, “[slome people
go for the test for the food basket. They don’t want any
further ARV assistance.” A similar story was mentioned
by a 37 year-old woman interviewed in Serowe:

Seven men went to Tebelopele, one was negative.
He wanted to test positive to get the home-based
care ration. Most people are still starving.

Even if the HIV-positive individual her/himself is
given food assistance, she or he will often share it with
relatives, as one 39 year-old man living with his HIV-
positive 4 year-old son explained:

Food is given at the hospice, there is also food
from home-based care, but they do not give for
my son. There is not enough food for my son.

Barrier to Treatment: Gender Inequality

A 32 year-old woman who works with the Botswana
Network of People Living with HIV and AIDS
(BONEPWA), the national network of HIV/AIDS support
groups, noted the fear of abandonment by men that
keeps some women from seeking ARVs:

Women don't take treatment. They are brave for
the test, but not for treatment because men, their
partner, will find out [that they are HIV-positive].
Women are afraid of losing their partner.

In other instances, women may be denied treatment
by their male partners. A 28 year-old man from Serowe
who credits ARVs for saving his life reported:

Last time | was at the clinic, | saw a woman who
said that her boyfriend took the medicine and
threw them away. ... | don’t know why he threw
them away. ...It does happen.
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Control of access to life-saving treatment is a stark
example of the control men exert over women’s lives in
Botswana in general, as discussed elsewhere in this report.

HIV Knowledge

Participants in the community survey were questioned
about their knowledge of HIV/AIDS transmission and
prevention. Common gaps in knowledge and miscon-
ceptions about HIV/AIDS were also discussed in the
interviews with PLWA. While the majority reported cor-
rect knowledge of HIV/AIDS, the results indicate that
potentially life-threatening mistaken beliefs persist
concerning both the transmission and prevention of HIV
in Botswana, despite extensive national public educa-
tion and mobilization campaigns.

Community Survey

The vast majority correctly answered questions con-
cerning modes of HIV prevention and transmission,*”’

GRAPH 1: Beliefs Regarding HIV
Transmission, Botswana Community Survey

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Can get HIV or AIDS by having sex without a condom

Can get HIV or AIDS by sharing used needles or instruments

Can get HIV or AIDS during breastfeeding from mother to baby

Can get HIV or AIDS during childbirth from mother to baby

Can get HIV or AIDS from receiving a blood transfusion

Can get HIV or AIDS from kissing

Can get HIV or AIDS by getting bitten by a mosquito

Can get HIV or AIDS from using public toilets

Can get HIV or AIDS from sharing meals with an HIV-positive person

Can get HIV or AIDS from shaking hands

although lower proportions of women (82 percent] than
men (89 percent) met this standard. This was found
despite women'’s purported greater access to informa-
tion through the efforts of community mobilization and
the PMTCT program of antenatal care.

In terms of knowledge with regard to HIV transmis-
sion, among community survey respondents, 99 per-
cent of women and men were aware that people can get
HIV/AIDS from sexual intercourse without a condom.
Ninety-six percent were aware that sharing used nee-
dles or instruments is risky. However, the survey also
revealed misconceptions regarding HIV infection (see
Graph 1]). Twenty-nine percent of women and 22 per-
cent of men thought that a person can get HIV through
a mosquito bite; 29 percent of women and 17 percent of
men believed that using public toilets can transmit HIV;
and 19 percent of women and men believed that it could
be transmitted by sharing meals with an HIV-positive
person. In addition, in terms of HIV prevention knowl-
edge, while 97 percent of women and men agreed that
using a condom correctly every time can prevent HIV, 8
percent of those surveyed reported that using tradi-
tional medicine is a preventive measure and 10 percent
agreed that praying is a strategy to prevent the HIV
transmission(see Graph 2).

PLWA Interviews

The interviews with PLWA revealed a misconception
about HIV that many respondents saw as prevalent in
their communities, particularly among men: there was
limited public understanding that one can be both HIV-
positive and asymptomatic. For example, as a 33 year-

GRAPH 2: Beliefs Regarding HIV Prevention,
Botswana Community Survey

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Can prevent HIV/AIDS by using a condom correctly every time
you have sex

Can prevent HIV/AIDS by not having sex at all

Can prevent HIV/AIDS by being faithful with one uninfected partner

Can prevent HIV/AIDS by praying

Can prevent HIV/AIDS by using traditional medicine
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old woman who worked as a counselor with a PLWA
youth organization reported:

I've gone public with my status. Some people,
when they meet me say I'm lying, the government
pays me to say that I'm HIV-positive. They say how
can | be HIV-positive if I'm looking so good? They
say | want to ‘eat government money.’

This misconception reflects a failure in the Govern-
ment’s prevention initiatives to counter the stereotype
that anyone HIV-positive would necessarily appear
emaciated or ill. It also represents a missed opportu-
nity in public messaging to link testing and treatment
programs by targeting for testing those who do not look
sick but may have the HIV virus. The latter is something
the education component of the Masa program appears
to have done successfully for enrollees. As one woman
receiving ARVs and good nutrition who rated her health
status highly commented, “I look just like anyone else
who fears to go for a test.”

There was also agreement among interviewees that
men’s knowledge of HIV prevention and transmission in
general was inferior to that of women. One of the male
PLWA group leaders interviewed, who worked as a
Total Community Mobilization (TCM)] field officer, attrib-
uted this to both men’s lack of information and their
denial of their vulnerability to HIV/AIDS:

Men have a problem — they have to be really sick
[to test]. There was a man who came for testing
but did not go for his results. Now he needs viral
loads and CD4 counts. | found him down — | need
to persuade him and teach him. Men seem to be
ignorant. ... Women have information, they are
taught at home by TCM. But men are not at home.

Both HIV-related knowledge and denial based on
fear or unwillingness to confront one’s own vulnerabil-
ity to AIDS have direct implications for willingness to
test for HIV and experiences with testing.

HIV Testing

While over 80 percent of those surveyed reported
access to testing, less than half had tested. When
queried about what would assist them to test, treat-
ment availability, couples testing and partner support
were cited by the majority. Nineteen percent affirmed
that having sufficient food would enable them to test.
The majority of those who had tested did so voluntarily,
found out the results of their test, reported no breaches
of confidentiality or ill treatment and received pre- and

post-test counseling. However, the majority of those
tested also felt they could not refuse the test.

For both women and men, television and radio mes-
sages were the most common facilitators for testing.
Fear of knowing one’s HIV-positive status was the most
common barrier. Other barriers differed based on sex.
PLWA interviews highlighted men’s denial of HIV and
women’s fear of jeopardizing intimate relationships as
barriers. When asked to project the consequences of
their hypothetical HIV-positive status, the majority of
community survey participants expressed fear of being
stigmatized in their community, suggesting another
significant barrier to testing, also discussed in PLWA
interviews.

Half of survey participants had heard of Botswana’
routine testing program, an opt-out policy introduced
into public health facilities in January, 2004. Fifteen
percent of those tested had tested under that program.
While the majority favored the policy as explained to
them, participants projected both positive and negative
outcomes to routine testing. PLWA interviews had sim-
ilar results, with most of the interviewees’ concerns
related to the potential for inadequate provision of
counseling, necessary to ensure readiness to know
one’s status, under routine testing.

Community Survey

Prevalence and Characteristic of Having Been
Tested for HIV

Eighty-four percent of community survey partici-
pants reported that they had access to HIV testing
through a VCT or the Tebelopele program. Eighty-six
percent of women and 78 percent of men agreed that it
was possible for someone in their village to get a confi-
dential HIV test.

Six hundred and five community survey participants
reported that they had been tested for HIV, constituting
52 percent of the women surveyed and 44 percent of
men. Factors associated with having been tested, in mul-
tivariate regression analyses adjusted for other respon-
dent characteristics,*” included a high school or more
education, three or more visits to a medical doctor in the
past year, perceived access to good quality medical serv-
ices and to HIV testing, and inconsistent condom use.

Experiences with Testing

In the community survey, among those tested, 47
percent of women and 63 percent of men were tested
at VCT centers, 28 percent of women and 23 percent of
men at public hospitals, 7 percent of women and 3 per-
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cent of men at NGOs, 7 percent of women (and less
than one-half percent of men) at antenatal clinics®”’
and the rest in other clinics or private hospitals.
Almost all respondents who had been tested reported
that it was their decision to get tested (93 percent];
however, 62 percent of women and 76 percent of men
believed that they could not refuse the HIV test,
whether or not they made the decision to test.*”? The
perceived coercive experience of the majority of partic-
ipants who have been tested raises potential human
rights concerns about the voluntary nature of
Botswana’s testing services.*®

At the same time, 98 percent of community survey
participants tested reported no ill treatment related to
testing and an equal proportion claimed that they did
not regret getting tested. Indeed, 92 percent reported
that their experience with testing led them to encour-
age others to be tested. Most participants found out the
results of their tests (94 percent] and reported that con-
fidentiality had been strictly maintained at the testing
centers (95 percent). Of the participants who had
informed their partner of their test (85 percent of those
tested), nearly all (99 percent] denied that their partner
had physically hurt or threatened them for being tested.
Here, as elsewhere in the survey, the incidence of part-
ner violence is likely to be under-reported.*® Ninety-six
percent reported receiving pre-test counseling and 93
percent of women and 87 percent of men reported
post-testing counseling.

Facilitators of Testing for HIV

The most common facilitating factors reported in the
Botswana community survey, for more than three-fifths
of those tested, were TV or radio messages, knowing
that treatment was available and knowing that the test
results would be confidential. Other reasons are listed
in Graph 3. Women were significantly more likely to
report encouragement from pre-natal programs (31
versus 13 percent] as a facilitator to testing. Men were
significantly more likely than women to list treatment
availability (74 versus 58 percent], advice from family or
friends (44 versus 34 percent), messages from the
media (77 versus 63 percent], encouragement or sup-
port from someone who had been tested (55 versus 33
percent) and confidentiality of testing (74 versus 56
percent] as factors that influenced them to get tested.

Barriers to Testing for HIV

In the community survey, of the 658 respondents who
had not been tested, 48 percent were women and 56
percent were men. In regression analyses, people who

GRAPH 3: Principal Reasons Community
Survey Respondents Who Had Been Tested
Gave For Being Tested* (n=602)
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TV or radio messages

Knew that treatment was available

Knew test results would be confidential

Heard could take test and get results same day

Was encouraged by someone who had been tested

Was worried about a sexual contact

Partner, family or friends advised to have test

Pre-natal program advised to have test

Was sick % of Community

Survey Participants

Doctor/nurse recommended it

It was necessary to donate blood

Chiefs, religious or political leaders got tested

*Respondents could agree with more than one reason.

self-assessed fair or poor health status, who did not
know whether ARVs would be available to them if they
tested positive or who reported stigmatizing attitudes
towards people living with HIV/AIDS were less likely to
have been tested for HIV. This suggests that, though only
a minority may report being affected by a particular bar-
rier, such as perceived access to treatment,“”® the
impacts on testing behavior can be significant.

The most prevalent barrier to testing reported by
those not tested was the fear of knowing one’s HIV-pos-
itive status. Other reasons agreed to by participants as
barriers to testing that they experienced are presented
in Graph 4.
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GRAPH 4: Principal Reasons Community
Survey Respondents Who Had Not Been
Tested Gave for Not Being Tested* (n=¢58)
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No reason to believe was infected
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Moved around so often, difficult to get tested

Worried other people would be told test results without consent

Worried would not have social supports if positive

Did not trust that the HIV test would give correct result

% of Community

No access to good quality clinics o
Survey Participants

Was ashamed to be seen at the testing site

No treatment available if test positive

Fear of discrimination by health providers

Worried about violence from partner if tested

Other people advised you not to get tested

More worried about lack of food

Partner would not allow you

*Respondents could agree with more than one reason.

100%

All community survey participants were asked ques-
tions regarding potential consequences if they were
(hypothetically] to test positive for HIV and disclose
their status to others. Fear of losing one’s partner if
diagnosed with HIV was expressed by both female and
male respondents as a serious concern: thirty percent
of women and men, both tested and not tested, agreed
with the statement that if they were to test positive for
HIV and told others, this would result in the break-up of
their marriage or intimate relationship.

Fear of being subjected to HIV-related stigma and
discrimination may also present a significant barrier to
testing. Were they to disclose an HIV-positive status, 28
percent of women and 34 percent of men expected that
they would be treated badly at work or school, 40 per-
cent of women and men expected to lose friends, and
50 percent of women and 57 percent of men believed
that they would be treated like a social outcast in the
community. For those not tested, fears of being stigma-
tized appear to translate directly into the avoidance of
testing: 14 percent said that they were ashamed to be
seen at the testing site and believed that going there
would cause others to treat them badly.

There were several significant sex differences in
the reported barriers to testing. Women were signifi-
cantly more likely than men to report lack of permis-
sion from their spouse or partner (10 versus 3
percent). Men were more likely to cite frequent migra-
tion (25 versus 15 percent), not wanting to change sex-
ual practices (39 versus 27 percent) and concerns
about lack of social supports if they tested positive (20
versus 12 percent). This points to the need for specific
interventions targeted to women and men around
improving access to testing and encouraging individu-
als to test. It suggests that structural issues related to
women'’s status, gender norms and sexual relation-
ships need to be addressed for these interventions to
succeed.

Plans to Test in the Future

Among those who had not been tested, 71 percent
reported that they intended to be tested in the next six
months. The most commonly cited factors that would
enable testing included knowing that they could get
treatment for HIV/AIDS (67 percent) and being tested
with their spouse or primary sexual partner (64 percent).
Other factors that participants agreed would convince
them to test were if their spouse or partner would sup-
port their decision to test (61 percent] and if there was
better counseling at testing sites (60 percent). Nineteen
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percent of respondents affirmed that having enough food
would remove a barrier to testing. These were no statis-
tically significant differences in facilitating factors for
female and male community survey participants.

In regression analyses, respondents who reported
unprotected sex had more than twice the odds of plan-
ning to test. The only other participant characteristics
associated with planning to test were urban residence
and self-reported very good or good health. This sug-
gests that, as with those who had been tested, some
individuals may be motivated to test based upon a con-
cern about a sexual contact, which may overcome the
fear of knowing one’s status or unwillingness to change
sexual practices upon a positive test result. Respon-
dents with stigmatizing attitudes had less than half the
odds of planning to test than those without.

Knowledge of and Attitudes Toward
Routine Testing

In January 2004, the Botswana Government intro-
duced HIV testing into health facilities as a part of rou-
tine medical care in an effort to increase enrollment in
the ARV treatment program by overcoming some of the
significant barriers causing individuals to delay testing
or avoid it altogether. Survey questions on “routine
testing” were based on the best available information at
the time describing this opt-out policy.*” Given that a
minority of the survey sample had direct experience of
this type of testing (91 out of 609 individuals reporting
testing for HIV), 93 percent of participants were
expressing their views of this policy in theory, based on
the description provided by field researchers.

For the 15 percent of tested community survey
respondents reported having been tested by “routine
testing,”“”” their experiences, as compared with testing
at a VCT site, differed in two respects: 6 percent of
those tested by routine testing reported poor treatment
(from any source] related to testing compared with 2
percent of those tested by VCT; and 93 percent routinely
tested received pre-test counseling versus 97 percent
for VCT.

In regression analyses, the independent correlates
of getting routine testing included being married and
seeing a medical doctor more than three times in the
past year. The former may imply, as with testing in gen-
eral, that primary partners and other supportive family
members can encourage care seeking, including HIV
testing. People who held stigmatizing attitudes towards
PLWA were significantly less likely to get routine test-
ing, indicating that it may take more than health

worker-initiation and inclusion of an HIV test into rou-
tine medical care to overcome the persistent barrier
that HIV stigma presents to testing.

Fifty-four percent of respondents had heard of “rou-
tine testing” before the survey. In regression analyses,
after adjusting for other characteristics, having heard
of routine testing was associated with high school or a
higher level of education, household income greater
than 1,000 pula per month, being married and having
more frequent medical visits. Respondents who
reported stigmatizing attitudes towards PLWA had
lower odds of having heard of routine testing, as did
respondents with more fears of being stigmatized if
they tested positive, people living in rural areas, people
who reported inconsistent condom use over the past
year and those with self-reported poor health status.
These associations indicate that even with opt-out test-
ing, Botswana faces challenges in reaching the most
marginalized populations and those most reluctant to
test, including individuals engaging in risk-taking sex-
ual practices.

After an explanation of the policy, a majority of
respondents expressed positive views, as shown in
Table 2. A majority also agreed with the proposition that
this form of opt-out testing may result in less discrimi-
nation against HIV-positive people, lead to less violence
against women and make it easier for people to get
tested and to gain access to ARV treatment. By incorpo-
rating HIV testing into regular medical visits, individu-
als can be tested without requiring them to go to
special testing centers which identify them as seeking
an HIV test. More women than men expected positive
outcomes in terms of decreasing HIV-related discrimi-
nation (65 percent of women versus 55 percent of men)
and lessening gender-based violence (57 percent of
women compared with 52 percent of men).

On the other hand, despite lacking any kind of expe-
rience with this testing intervention, survey participants
projected some negative outcomes of opt-out testing.
Forty-three percent of the community survey respon-
dents believed that opt-out testing could cause people
to avoid seeing their health provider for fear of being
tested. Fourteen percent of the community survey
respondents thought that routine, opt-out testing could
lead to more violence against women, given the greater
number of women who would be tested and potentially
have their HIV-positive status disclosed to a partner.
Women’s and men’s views did not significantly differ
statistically.
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TABLE 2: Attitudes Toward Routine Testing, Botswana Community Survey*

Have ever heard of routine testing
Very much or extremely in favor or routine testing

Somewhat in favor of routine testing

Agree that routine testing helps people get access to ARV treatment

Agree that routine testing makes it easier for people to get tested

Agree that routine testing results in less
discrimination (bad treatment) of HIV-positive people

Agree that routine testing leads to less violence against women

Agree that routine testing will cause people to
avoid seeing doctor or nurse for fear of being tested

Agree that routine testing leads to more violence against women

n (total N) Percent
688(1,266) 54
1,014(1,251) 82
105(1,251) 8
1,162(1,250) 93
1,120(1,263) 89
761(1,259) 60
685(1,256) 55
541(1,256) 43
174(1,229) 14

*The following explanation was given of the policy of routine testing: “Routine testing is a new approach to HIV testing announced
in January 2004. It means that almost everyone who visits a health clinic or hospital will get a number of tests, including an HIV

test, unless they say no to it.”

PLWA Interviews

In interviews with PLWA, barriers to testing had a par-
ticular gender cast. ARVs were singled out as a signifi-
cant facilitator to testing. Opt-out testing was viewed
favorably, in large part due to its projected positive
impact on overcoming the fears of knowing one’s HIV
status to be positive and of being stigmatized for testing.

Barriers to Testing

Men’s Denial of HIV

Participants in the qualitative interviews described a
cultural norm that sanctions multiple sexual partners
for men and a climate of denial that fosters unsafe sex-
ual behavior. A 32 year-old woman who tested positive
together with her husband explained how men relied
on myths and excuses to avoid taking responsibility for
preventing HIV by seeking their status.

For men, HIV/AIDS is not real. They would rather
say they were bewitched. That, | am sick because
that woman wants me to die to take my property.’
Men want to stay strong, to be perceived as strong,
and HIV/AIDS and strength do not go together.

Interviewees, both men and women, noted that men
were much less willing than women to acknowledge
the existence of HIV/AIDS and its impacts. Thus they
were less willing to engage in prevention and care ini-

tiatives, including testing, or to go for a test unless they
were very sick — “Men think HIV/AIDS is not for them,
only for women.”

One man interviewed, now a support group counselor,
learned of his status after he tested in 1999 when his girl-
friend died of AIDS, but did not believe his results because
he was asymptomatic. In 2002 he was sick and tested
again and this time accepted his HIV-positive status.

Most women go for testing, most men do not. Men
have a block in their minds — | don’t know what
they think. Their minds are closed. In our support
group women lead men. They are the ones that
encourage men to test.

Another man, a community educator agreed.

Women — more come for testing. | refer four
women for testing in a week, twenty in a month
and two men in a month.

One woman, who had herself been fearful to test
until friends encouraged her to seek the cause of her
illness, described the perspective from the other side
of a partnership:

Men fear finding out. They hear from their woman
[her HIV-positive status] and then they know
[their own status]. Then sometimes they go for a
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test. | told my boyfriend. That made for a difficult
relationship. We don’t see each other very much
any more. He has not had a test and he doesn't
want to go for one.

One of those interviewed, a youth educator, believed
that the key was how the message to test was commu-
nicated:

We go out to reach men ... to teach them about
HIV/AIDS, Ols [opportunistic infections] and STDs.
They open up when they talk to women. We go one
month at a time, and for follow up. ... The DEB-
SWANA [gold mine] men did get tested. They took
our advice. ... CEYOHO [a youth HIV/AIDS support
group] needs to target men, to go to the head boys
of the cattle posts. ... | think it’s only how you talk
to them. That's when you can help them change
their mind.

Men’s denial of their own potentially positive HIV sta-
tus also translated into their abandonment of HIV-pos-
itive female partners, whether out of ongoing denial,
rejection or blame of the woman for alleged infidelity,
HIV-related stigma or fear of being stigmatized.

Women's Fear of Jeopardizing
Primary Relationships

In terms of barriers to testing, interviewees sug-
gested that many women feared that testing itself
(regardless of the outcome of the test) would jeopardize
their primary relationship. As one young woman living
near Gaborone explained in an interview:

[Women's] partners do not allow them to go for
testing. Abuse by partners is a problem. Men run
away from women sometimes just for testing,
whether they are HIV-positive or HIV-negative.

Another young woman voiced the same concerns:
“At PMTCT women don’t want to test because they are
fearful of men leaving them behind.”

Other qualitative interview respondents reported
that, although women tested more frequently and ear-
lier than men, the primary barrier prohibiting many
women from testing was the fear of losing their part-
ner upon disclosure, which would translate into a loss
of financial support and imminent or worsening
poverty and suffering. Men were perceived, and in
most circumstances in fact were, the financial main-
stay in domestic relationships. As one 22 year-old
woman who believed she became infected with HIV
from her boyfriend recounted:

Women don’t want to be tested because of stress,
stigma and discrimination. Women are also afraid
to lose their partners. When women tell their
partners they are HIV-positive, the men run away.
This happened to me. My partner left. My partner
initially encouraged me to get tested when he saw
I was sick. He refused to get tested himself.

Men were also fearful of abandonment by partners,
but their fears, as one 31 year-old woman expressed,
were possibly centered on a loss of status or societal
respect due to the stigma associated with HIV/AIDS:

Men are also afraid to lose their partners. They
are ashamed to be seen at the testing site. They
think that people will discriminate against them.
They think they will be valued less than people
who are not HIV-positive.

Self-Stigma and Fear of HIV-Related Stigma

As is clear from the testimony quoted above, inter-
view participants mentioned stigma and discrimination
as a barrier to testing. In the case of women, stigma
could be two-fold, characterized both by prejudice
against PLWA and belief in gender norms for women of
virginity and monogamy. One 31 year-old single woman
suggested:

Women are ... afraid of stigma and discrimination.
They are afraid that people will assume they had
many sexual partners.

Several individuals interviewed gave men’s “shame,”
a combination of self-stigmatization and fear of stigma
and rejection, as a reason for avoiding testing. For
example, one 30 year-old woman who took eight
months to come to terms with her diagnosis said: “Men
are scared of knowing their status. They think people
will laugh at them. They would be ashamed.”

PLWA interview participants also spoke of how the
nature of VCT may have contributed to fears of being
stigmatized for visiting the special testing site. At some
health clinics, caravans (mobile van facilities) were
placed externally to the main building and used as HIV
testing facilities. Interviewees noted that, because it
stood alone, and was exclusively used for purposes
related to HIV, this type of testing facility discouraged
people from taking a test by contributing to the differ-
ential medical treatment of HIV/AIDS. As a woman who
had sought out testing at a hospital on her own in 1994
after TB treatment failed, explained:
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Nurses say that a person should go the caravan
[to be tested]. They don't go. They should get the
test and counseling in the observation room [of
the clinic]. The caravan is a barrier for women
and men.

Facilitators to Testing

The qualitative interview respondents cited the avail-
ability of ARV therapy — and thus mitigation of the fear
and/or the reality of imminent death — as a key facilita-
tor for many, encouraging the taking of an HIV test. One
37 year-old man explained:

The reason | had no problem accepting my status
was because there were ARVs available. | had no
issues with testing. | knew that to be HIV-positive
was not a death threat.

He had been tested after his pregnant, live-in part-
ner tested positive for HIV and had suspected his own
positive status “all along.”

Similarly, another person living with HIV/AIDS, speak-
ing of herself and her husband, declared: "We were
motivated [to test] by the fact that we could get therapy.”

One woman who had been tested in 1994, and did not
initially go back for her results, spoke of the impor-
tance of the availability of same-day test results as a
facilitator to testing: “There is much more testing now
because you get your results in one day, and not in
three months the way it used to be.”

Routine Testing

The interviews with PLWA revealed strong support for
the idea of routine, opt-out testing as it was defined by
PHR researchers. The main reasons for support of the
policy were that it would facilitate more people getting
tested, because it would take away some of the shame of
asking for a test or going to a free-standing center and,
moreover, would result in decreased stigma by treating
HIV/AIDS like any other illness. A 34 year-old woman
tested without her consent when pregnant explained:

| support the new policy. More people will get to
know their status. Going from Gabane to Gaborone
for an HIV test alone is a big deal. It is difficult. It's
better that it be included in a group of issues for a
health check. And there is less fear when the
nurse asks you for a test, rather than you ask her.

A 39 year-old man who tested at a VCT site when he
became ill had heard about the new program of routine
testing but did not understand it. After an explanation
and further discussion he voiced his support:

Originally nurses sent people to clinic caravans to
be tested and they just went home. Routine test-
ing is better. More people will get tested. If many
people know their HIV status, then HIV will be
taken as any other disease.

Other interviewees mentioned a number of caveats
to their support of opt-out testing. Most concerned the
need to guarantee pre- and post-test counseling to
help prepare people for receiving the results. One man
from Serowe feared the consequences of not having
counseling:

I think counseling before and after the test is
necessary. There would be problems if there was
no counseling. Some people can kill themselves. |
know that some people kill themselves when they
learn the result.

One woman, echoing those quoted above, described
how previous government programs had tested people
without this foundation:

Opt-out testing is good but the government would
need to implement more manpower. You need
counseling along with routine testing. You've got
to be ready to take an HIV test. The ‘Show You
Care Campaign’ has some problems. People go
for the t-shirt and the tickets [to a local sporting
event] only, not for the HIV testing results. And
then they have to deal with the test results after.

This caveat seems especially salient for individuals
like the participants in the community survey, for
whom, among those not tested, the main reason for not
testing was fear of knowing one’s positive status. More-
over, those tested by opt-out testing in the community
survey less frequently reported having received pre-
test counseling than those tested under VCT.

HIV-Related Stigma and Discrimination

Fear of knowing one’s HIV-positive status was in part
rooted in the fear of being stigmatized and discrimi-
nated against if that status is suspected or disclosed.
Over half of community survey participants held stig-
matizing or discriminatory views. At the same time,
nearly all projected acceptance of an HIV-positive fam-
ily member and support for HIV-positive (but asympto-
matic) teachers and students. Fear of being
stigmatized or mistreated was a concern of many com-
munity survey participants, as indicated by the finding
that over half believed they would be treated as a social
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outcast in their communities if they were known to be
HIV-positive. Men had a higher level of projected fears
of stigma than women. The majority of community sur-
vey participants reported that discrimination had less-
ened in Botswana with the advent of treatment. PLWA
interviewed agreed that HIV-positive status was more
accepted and easier to disclose than in the past and
most had disclosed their status to some family mem-
bers. Many, however, reported experiences of stigma
and discrimination at home, work or in the community.
Both female and male PLWA agreed that social stigma
and poor treatment were worse for HIV-positive women
than for men. They cited gender norms and discrimina-
tory attitudes that blame and devalue women as rea-
sons for this.

Community Survey

Stigmatizing and Discriminatory Attitudes

Fifty-four percent of women and 51 percent of men
reported at least one stigmatizing or discriminatory
attitude towards PLWA.“®® Stigmatizing or discrimina-
tory attitudes are shown in Graph 5. Certain attitudes
may reflect lack of knowledge regarding transmission
of HIV. For example, 23 percent of women and 32 per-
cent of men said they would be unwilling to share a
meal with someone they believed to be living with HIV
or AIDS and 23 percent of women and men would not
buy food from a shopkeeper or food seller they believed
to have the AIDS virus.

At the same time, there was clear support for the
rights of PLWA among those surveyed. Ninety-seven
percent of women and men believed that HIV-positive
students “who are not sick” should be allowed to attend
school and if a teacher has HIV “but is not sick,” that
they should be allowed to continue teaching. Sixty-nine
percent of women and 58 percent of men thought that
there was less discrimination in Botswana since the
advent of ARV treatment.

While those surveyed affirmed nearly universally
that they would accept a sick family member, the fear
of being stigmatized by others was concurrently
expressed by more than two-fifths of women and men.
Specifically, 97 percent of women and 94 percent of
men said they would be willing to care for a relative
with HIV/AIDS in their household, but 42 percent of
women and men would want it to remain a secret if a
member of their family becameill.

Participants in the community survey were also
asked to project how they would react to a spouse or

GRAPH 5: Attitudes toward PLWA, Botswana
Community Survey (n=1258)
0% 10% 20% 30% 40% 50% 60% 70% 80% 90%

Would be willing to share a meal with a person believed to
have HIV/AIDS*

Would be willing to care for sick relative with HIV/AIDS in
household*

Student with HIV who is not sick should be able to continue
attending school

Teacher with HIV who is not sick should be allowed to
continue teaching

Would be willing to buy food from shopkeeper believed to
have HIV

If member of family HIV-infected
would want it to remain secret

l % of Female Participants
% of Male Participants

People with HIV/AIDS should have the same rights as
uninfected people

* Statistically significant differences between responses of
women and men.

partner testing positive for HIV.“” Ninety-seven percent
of women and men reported they would get a test
immediately, 94 percent would be grateful that their
spouse or partner had disclosed their HIV-positive sta-
tus and 90 percent would always use condoms if they
remained with him or her. However, 62 percent of
women and men said that they would assume that their
spouse or partner was having sex with someone else, 8
percent said they would kick the spouse or partner out
of the home and 5 percent admitted that they might try
to hit or hurt the spouse or partner. There were no sta-
tistically significant differences between the responses
of women and men.

Fears of Stigma and Discrimination

Despite their own reported support for the rights of
PLWA, and projected acceptance of family members with
HIV, the community survey results demonstrate the per-
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sistence of the fear of being stigmatized and discrimi-
nated against associated with testing positive for HIV and
disclosing one’s status. These results are shown in Graph
6. Fifty percent of women and 57 percent of men believed
that their community would treat them like a social out-
cast were they known to be HIV-positive. Forty percent of
women and men feared a loss of friends. Thirty percent of
women and men believed that disclosure of their HIV-
positive status would lead to the break up of their mar-
riage or relationship*® and 12 percent of women and men
feared resulting physical abuse by a spouse or partner. As
many as a quarter to a third of those surveyed also
expected discrimination as a consequence of HIV-positive
status: 28 percent of women and 34 percent of men
believed that testing positive and disclosure would lead to
bad treatment at work or school; 10 percent of women
and 14 percent of men feared a resultant loss of a job.
Likewise, 10 percent of women and 14 percent of men
expected poor treatment by health professionals. Overall,
men exhibited a higher level of projected fears than
women should they test positive.*"!

PLWA Interviews

PLWA interviewed reported an improved climate for
PLWA in Botswana. Nevertheless, many described
experiences of HIV-related stigma and discrimination.
Both women and men expressed the view that the situ-

GRAPH 6: Projected Consequences of
Disclosure of Hypothetical HIV-Positive Status
in Botswana Community Survey (n=1244)

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Loss of friends/treated badly by friends

Treated badly at work or school

Break-up of marriage or relationship

Treated badly by health professionals

Physical abuse by spouse or partner

Loss of job

Disowned/kicked out of home

ation was worse for HIV-positive women than for men,
a phenomenon rooted in the lack of women’s rights and
women’s low status in Botswana.

Perceived Decreased Prevalence of Stigma and
Discrimination

Interview participants believed that stigma and dis-
crimination had lessened over time in Botswana. One
man, who found out his status in 2003 and had very
supportive parents who volunteered for the home-
based care program and support groups, said:

There is discrimination that comes from telling
your status but not much. Not like in the past.
Some are now living with people who have
HIV/AIDS, which makes it easier.

A 33 year-old woman who tried three times to go to
Tebelopele before she managed to take a test, because
she was afraid of what people would think, described
how one of her sisters needed time to believe her and
become supportive.

It took a while for people to accept my status. My
friends were becoming few. | had five and | was
down to one. People who used to invite me out
didn’t anymore. Now every weekend, I'm out!

The lessening of HIV-related prejudice and unequal
treatment was particularly evident in interactions with
health care workers. One woman described the situa-
tion at the time she found she had HIV, a decade ago.

In 1994 there was discrimination from health
workers. They said things like, ‘Don’t come near
me. Don’t touch me. You are HIV-positive.” Some
people would go to a nurse at the clinic worrying
about HIV. The nurse would say, ‘Ah, who told you
this is HIV/AIDS. Just go home.” Stigma and dis-
crimination is less now. It’s gone down, especially
in health clinics.

Another woman receiving treatment at the ARV
treatment clinic at Sekgoma Memorial Hospital in
Serowe explained:

Nurses are also trained for counseling, they smile
to patients, not like those from the olden days.

The reportedly decreasing stigma and discrimination
was credited to the availability of ARVs. One woman,
who found out her HIV status when she became ill and
had started ARV treatment a month before the inter-
view, described how she and her family could more
easily come to terms with her diagnosis.
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| told my elder sister and my mother. They
accepted my status. They were upset to start but
felt better about it when they knew that you can
get well if you take the treatment.

Positive Consequences of Disclosure

Twenty out of 24 PLWA interviewed chose to share
their HIV status with some family members. Moreover,
interviewees spoke about their increased level of com-
fort with disclosure and their motivation to speak
openly about living with HIV/AIDS to family, friends,
members of the community and wider audiences.

I talk to my family, ‘Here is the situation. If you lis-
ten to me, you can live like me.” | want them to live
positively.

Yes, | advise my neighbors, family and friends to
get tested. | say, ‘Do you remember how | was?
Don't let this happen to you.’

When | tell people my status, there is change. |
think my voice comes to their ears. If people treat
me badly, | don't accept it. No one treats me badly
now.

PLWA interviewed reported that their communica-
tions frequently resulted in the behavior change of oth-
ers, primarily evidenced through family members,
friends and others taking an HIV test. As one woman,
put it, “After | talk to people they go [for testing]. | really
know how to convince someone. People understand
now.” Another reported, "All of my [3] sisters got tested
because | took a test.”

At the same time, respondents reported evidence of
stigma and episodes of discrimination when their sta-
tus was known in their families, the workplace and the
community, and how persistent negative attributions to
PLWA and HIV/AIDS contributed to their sense of
shame and alienation in these contexts.

Negative Consequences for PLWA
Within the Family

In the home, interview participants noted that stigma
was evident in how family members sought to segre-
gate cooking and eating utensils. Often the relative with
HIV or AIDS was forced to eat meals alone. One young
woman, who got HIV from her partner of two years,
described how she tried to keep her HIV-positive status
hidden from her family to avoid poor treatment.

There was a big problem within the family. They
don’t want to share meals with me or utensils with
me. They think | am dying. They discovered my sta-
tus because | was given a blanket by President
Mogae. He was giving blankets to people who were
HIV-positive and | was one of them. My family dis-
covered it then and started treating me badly then.

At the Workplace

Both fear and the actual presence of discrimination
in the workplace prevented people from disclosing their
status, or even learning of it. One woman, who had not
herself experienced much discrimination — which she
ascribed to not being sick — commented:

Stigma in the workplace is still a big issue. ...peo-
ple think they will lose their job [if it is found out
that they are HIV-positivel. You have many issues
to handle and numerous visits to the clinic are nec-
essary. This needs to be okay with the employer.

In the Community

Stigma in the community was reported as mainly
expressed by gossiping and shaming behavior where
individuals suspected of having HIV were singled out
and publicly disparaged for their status. Or community
members refused to have physical contact with them,
for example, to sit together on the bus. A 26 year-old
woman whose current boyfriend is also HIV-positive
and very supportive, gave this example:

Women go to the boys and say, ‘that lady will
infect you because she’s HIV-positive’. That per-
son [one of the boys] will come back and tell me.

Fear of Stigma Discouraging Access to Treatment

Taking treatment could “out” someone’s status
before they were ready to disclose it, which they might
hesitate to do, fearing the rejection of others. One 37
year-old woman, though active in TCM, head of a sup-
port group, possessing a diploma in counseling and
currently studying to be an HIV/AIDS educator, had not
been able to discuss her illness with her family even
though her niece and brother had died of AIDS and she
herself had been gravely ill prior to treatment.

They had a meeting under the tree and said, ‘we
should save money for her casket.”...Even me, |
didn't tell. But if it’s time for my medicine my girl
[daughter] will just bring my bag to me. But | did-
n’t say anything. She just knows.
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One leader and educator similarly described the
effects of stigmatizing attitudes on treatment.

Lots of people come here [to the treatment cen-
ter], take ARVs and hide them. When it's time to
take them, they go into the toilet. They hide from
their families and communities.

Gender Dimensions of HIV-Related Stigma and
Discrimination

Both female and male interviewees noted that
women with HIV or AIDS generally experienced more
stigma and discrimination than men. HIV-related social
consequences for women appeared to be inevitably
entangled with expected norms of behavior, gender
stereotypes, male power and discriminatory attitudes
towards women. One 28 year-old man reported:

There is more stigma for women who are HIV
positive. Some women are sex workers; people
think if you have HIV, you are a prostitute. Yet less
than five percent of women are prostitutes or are
having sex to get money.

Given many women's dependence on men for legal
status and economic security, the fear of HIV-related
abandonment was understandably a great motivation
toward non-disclosure. As a 33 year-old woman
explained:

I think there is more stigma against women than
men. Men stigmatize women. When men find out
that their partner is HIV-positive they say, ‘No, I'm
going to look for the people who are not HIV [-
positive].” That's why women stay quiet when they
come back home HIV-positive.

One reason suggested by those interviewed for this
greater stigmatization was the perception that more
women disclose their status than men and were thus
relatively more exposed to the consequences. One
young woman, who described herself as very open with
her status, explained:

Most women open up with their status. Most men
don’t disclose and therefore women get the
stigma.

Several people noted — and the gender-breakdown of
the membership of the support groups participating in
the interviews themselves underline — that women par-
ticipated more in PLWA support groups and other volun-
teer work. One man, himself very active, nonetheless
was stymied by this, and ascribed it to fear of stigma:

This is a thing which embarrasses me a lot. How
can we pull men into support groups? ... They
don’t want to be seen talking about HIV/AIDS.

Others placed women'’s disclosure and men’s non-
disclosure in the context of the traditional gender-
based roles and community care responsibilities
shouldered by women without recognition or compen-
sation. As one female volunteer put it:

Most [of those in a small village support group]
are women, also some are men. Men always think
that women like to volunteer; [men sayl, ‘why
should | go there if  am not paid?’

In the context of social, economic and legal gender dis-
crimination in Botswana, the situation of women'’s inequal-
ity was so endemic that several of the women interviewed
were at a loss to put it this disparity into words, resigned to
greater stigma and discrimination for female PLWA as just
the way things were, women were inexplicably treated
more poorly and viewed as inferior to men.

Men discriminate against women who are HIV-
positive. Women don’t discriminate against men. |
don’t know why.

..women are valued less than men in society. |
don’t know why. It is not something that | can have
the words to explain.

One woman, infected by a partner who refused to
use condoms because he said that they diminished sex-
ual pleasure, saw direct links between household and
national decision makers.

Women are valued less in our society. Men are
the only ones making the decisions. The leaders
in our country are all men.

In order to diminish HIV-related stigma and discrim-
ination in Botswana, the lack of women’s autonomy
must be acknowledged and addressed. Discriminatory
norms and realities are particularly salient in the con-
text of heterosexual sexual relationships, the source of
most HIV infection in Botswana.

Sexual Practices: Risk-Taking and
Risky Circumstances

The community survey results describe the commonality
of sexual risk-taking among participants, who reported
multiple sexual partnerships and engaging in unprotected
sexual intercourse. Women'’s lack of control over the deci-
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sion whether to have sex or use a condom was at the root
of risk for many women. This lack of control is the result of
socially-sanctioned, economically-driven and culturally
embedded behaviors and circumstances. The line
between choice and compulsion regarding sexual prac-
tices can be stark or subtle for many women, particularly
for those, like many in the study population, who may have
low incomes and lack access to resources such as food for
themselves or their children. These findings were con-
firmed and amplified in interviews with PLWA.

Community Survey

Eighty-nine percent of community survey participants
had ever had sexual intercourse. There was no statisti-
cally significant difference between the responses of
women and men in the survey sample.

Multiple Sexual Partnerships

Multiple sexual partners were reported by 25 per-
cent of women and 40 percent of men in the community
survey. Results are depicted in Chart 1. Of those who
had ever had sex, 8 percent of women and less than 5
percent of men reported not having a sexual partner in
the past year. Of those who were sexually active,*'? 13
percent of women and 19 percent of men reported
more than one partner in the past month. Of those who
were not sexually active, 71 percent of women and 60
percent of men said that they practiced abstinence as a

way to prevent themselves or others from becoming
infected with HIV.

Condom Use

In terms of unprotected sex, 46 percent of sexually
active community survey participants reported having
had sexual intercourse without a condom over the past
year — for a variety of reasons — and 11 percent had

CHART 1: Number of Sexual Partners in Past
12 Months, Botswana Community Survey
(n=1122)

Number of Reported Number of Reported

Partners Community Survey Partners Community Survey
Women (N=584)

Men (N=538)

TABLE 3: Reasons for Unprotected Sex in the Past 12 Months, Botswana Community Survey*

Statement of Reason

Your spouse/partner does not want to

It decreases sexual pleasure

You or your spouse/partner(s) are trying to get pregnant
You use other birth control methods

You have no control over whether your
spouse/partner(s) uses a condom

Condoms are inconvenient to use
Condoms do not prevent HIV/AIDS

You cannot afford condoms

Condoms are not available in your area

You do not know how to use a condom

*Respondents could agree with more than one statement.

S
N n(%) N n(%) p-value
251 134(53) 221 29(13) 0.000
252 116(46) 222 154(69) 0.000
252 76(32) 222 78(32) 0.248
252 74(29) 223 80(36) 0.130
250 55(22) 222 16(7) 0.000
250 38(15) 223 65(29) 0.000
251 15(6) 221 11(5) 0.635
252 13(5) 223 9(4) 0.561
251 12(5) 223 13(6) 0.610
252 7(<3) 222 6(<3) 0.960
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unprotected sex with a non-primary partner during that
same period.*”® There were no significant differences in
condom use data between men and women.

Table 3 presents the reasons given by survey partici-
pants for not using a condom with each sexual encounter
over the past year. Fifty-three percent of women, as
compared with 13 percent of men, reported not having
used a condom in the past year in at least one instance
because their partner refused. Twenty-two percent of
women, versus 7 percent of men, agreed that they had
no control over whether their partner used a condom or
not. This highlights that condom use is a decision that
more typically rests with men in Botswana, as would be
expected given patriarchal norms of sexuality and power
dynamics in intimate partner relationships.

Women’s Lack of Control Over Decision Making in
Sexual Relationships

The lack of control experienced by women with regard
to condom usage was borne out in other responses to
the community survey. Of those sexually active, thirty
percent of women and less than 2 percent of men
reported that their partner alone made the decision
when to have sex. Five percent of women and 31 percent
of men agreed that they alone made that decision.

In analyses adjusted for other participant character-
istics, lacking control in sexual relationships was asso-
ciated with risky sexual practices.*'* For example,
women in the community survey who reported having
little decision making power over engagement in sex
had three times the odds of exchanging sex for money
or other resources*'® and nearly two times the odds of
having multiple partners*' as others surveyed.

PLWA Interviews

The interviews with PLWA provided some illumination as
to potential reasons for engaging in sexual risk-taking
practices, such as having multiple sexual partners and
failing to use condoms consistently. Participants reported
women’s lack of control in sexual relationships and dis-
cussed changes to their own practices after learning of
their HIV-positive status. While several interviewees,
female and male, had reduced their number of partners
and increased condom use, lack of autonomy in their pri-
mary relationships prevented some women from protect-
ing themselves and others, despite knowing their status.

Multiple Sexual Partners

The commonality of men having multiple sexual
partners in a highly mobile society was described by
one PLWA counselor:

Some women say, ‘My husband got those small
houses over there [residences where the husband
has relationships with other women]. Maybe he
has five small houses — one in Jwaneng, Francis-
town, cattlepost and more.

Another woman who also worked as a counselor
described the reason for men having multiple sexual
partners in terms of the formation of masculine identity.

Because for a man to be a man, he has to be seen
around with girls. There is a lot of peer pressure
on guys. They have to prove they are men.

Sex Without Condoms

Qualitative interview respondents spoke of the reali-
ties of multiple sexual partnerships and the barriers to
condom usage. Speaking from his own experience, one
man explained:

Men are closed. They are stuck in their ways and
this puts them at risk. They don’t want to
change their sexual behavior and their habits.
This is the problem. ... Before | became infected,
| was one of those men. My mind was closed, |
did not use condoms. | convinced women not to
use condoms.

Other interviewees also discussed the refusal of
men to use condoms, and a willingness to believe the
myths and misconceptions concerning their use. The
same man described this as well:

Condoms are a problem. There is a saying in
Botswana that you can’t eat seeds with plastic.
This means that sex with condoms does not feel
as good. Men also say that when they use con-
doms, they become sick.

One of the young women interviewed agreed and
described how men persuade women to have unpro-
tected sex:

Men have the wrong information about condoms
also. They think it is not 100 percent safe. They
tell you there are worms in condoms. They say it
is safer to have sex without a condom. They say
condoms have HIV in it. They also say condoms
reduce sexual pleasure.

She was infected by her partner after they stopped
using condoms in order to get pregnant. She also com-
mented, “I don’t know a lot about condoms. Some say it
is 100% safe, others say it is not. Now we use condoms.”
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Women’'s Lack of Control

Women'’s lack of control over when to have sex and
whether or not to use condoms was evident in the inter-
views. One woman described how she became infected
from sexual intercourse with her husband.

| trusted my husband; he did not know his status.
My husband had other partners. He refused to
use a condom. | could not say no. We fought
because | said no to sex without a condom. He
abused me physically because of this, and after-
wards | was afraid to say no.

Her husband had accused her of having other part-
ners and threw her out of the house after she tested
positive for HIV, but reconciled with her four months
later. He later tested positive for HIV.

Another woman described women’s lack of control
over childbearing:

| have a friend, a woman who is HIV-positive and
she had two kids [by] her husband because he
says so. She says, ‘| have to obey this man.’

Another described her own economic dependence
on her sexual partner:

| was given things in exchange for sex. | had trou-
ble saying no to sex because he was supporting
me. This was difficult. After he gave me money, |
felt | had to have sex.

One male support group counselor described the
negative impacts of the social sanctioning of intergen-
erational relationships that leave young women, like
the previous interviewee, vulnerable to more powerful,
better-resourced partners.

If  am a man and have cars and money, and | see
schoolgirls, | would say to them, ‘come have sex-
ual intercourse and | will give you money.” This
contributes to HIV. The man will then refuse to use
a condom. These are the men who spread HIV.

Behaviors and sexual practices that place women
and men at risk of HIV arose out of gender roles and
norms woven into the fabric of Botswana society. This
construct of gender, maintained by laws, social prac-
tices and cultural values, persistently disenfranchised
and endangered women.

Sexual Behavior Change Among PLWA and
Barriers to Change for Women

Sexual behavior change could result from an HIV
diagnosis. Interviewees reported having fewer sexual
partners and using condoms more consistently.

Yes, my sexual behavior has changed. | now use
condoms every time | have sex, and my husband
has agreed.

Before, | was active. Now [ cool it. | have a reduc-
tion in the number of partners and | use a condom.

Now | have only one partner. My dreams tell me
that | am going to marry her. | have been only with
her. Before, | had many partners, more than ten a
month. | did not use condoms then. Now | have
only one partner and | use condoms all the time.

Those interviewed noted the emotional and psycho-
logical complexities of changing a fundamental aspect
of one’s life. One woman, who had decreased her part-
ners to two, commented:

I think two partners are OK. It is better to have two
partners. If | have only one, | will put too much trust
in him. Too much heart in one person is dangerous.

Women who reported no change in their practices
when they discovered their HIV status reported that
they lacked control over sexual decision making. One
22 year-old woman, nine months pregnant, explained
that she had reduced her number of partners but not
changed her patterns of condom use, because “If he
refuses, | have no say.” She suspected that her partner
had tested for HIV, but hadn't told her so.

Gender Norms and Beliefs and
Perceived Vulnerability to HIV/AIDS

Findings from the study demonstrated the prevalence
of gender discriminatory beliefs among a significant
minority of the study sample. For example, 17 percent
agreed that a man may beat his partner if he believes
she is having sex with other men. Ten percent affirmed
that it is a wife's duty to have sex with her husband even
if she does not want to.

This is of particular concern when the relationship
of these beliefs to sexual practices is considered:
regression analyses demonstrated that holding gender
discriminatory attitudes is predictive of sexual risk-
taking and risky sexual circumstances. In other words,
participants who affirmed women’s lesser legal and
social status and subservience to men had greater
odds than those who did not of engaging in multiple
sexual partnerships or unprotected sex, or lacking
control over decision making in sexual relationships —
circumstances that increase the risk of transmission
of HIV.
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Factors identified as important to creating vulnera-
bility to HIV for women and men by PLWA interviewed
reflected the inequality and disadvantages faced by
women and the control over decision making pos-
sessed by men. PLWA experiences elaborated on these
views and confirmed that, whether gender discrimina-
tory beliefs are held by women or men, the legal, social,
economic and cultural norms that they reflected often
had devastating consequences.

Community Survey

Prevalence of Gender Discriminatory Beliefs

Overall, the large majority of those surveyed held at
least one belief that could be described as gender dis-
criminatory. In the community survey sample, women
held slightly more gender discriminatory beliefs than
men: 5 percent of women and 10 percent of men reported
no discriminatory beliefs; 68 percent of women and 65
percent of men reported one to two; and 26 percent of
women and 25 percent of men reported three or more.*"”

In terms of specific beliefs, each belief was held by a
significant minority of those surveyed. Where there
were differences between responses of women and
men in the community sample they were quite small or
statistically insignificant, as shown in Graph 7.

Study participants endorsed attitudes that women
should be subservient in their relationships with men.
Nineteen percent of all community survey respondents
agreed with the statement that it is more important for
a woman to respect her spouse or partner than it is for
a man to respect his spouse or partner. Ten percent of
all survey respondents agreed that it is a wife's duty to
have sex with her husband even if she does not want to.
Seventeen percent of all participants agreed that it is
acceptable for a man to beat his partner if she is having
sex with other men and 13 percent agreed that it was
acceptable for him to beat her if she disobeys him.

In terms of expectations of sexual behavior, women’s
and men’s attitudes as reported in the community survey
diverged primarily and to the greatest degree over the
approval of concurrent multiple sexual partnerships.
Whereas 3 percent of women and 12 percent of men
agreed that “it is OK for men to have more than one part-
ner at a time,” 3 percent of men affirmed this behavior
for women (versus 2 percent of women surveyed), sug-
gesting that, for male respondents, different standards
of behavior apply based on sex. This may constitute
under-reporting of this belief, indicating the social unde-
sirability of sanctioning engagement in potential sexual

GRAPH 7: Specific Gender-Discriminatory
Beliefs, Botswana Community Survey
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It is more important for a woman to respect her spouse/partner
than it is for a man to respect his spouse/partner

A man may beat his spouse/partner if he believes
she is having sex with other men

A man may beat his spouse/partner if she disobeys him

It is a wife’s duty to have sex with her
husband even if she does not want to

Itis more important for women
to be HIV tested than for men**

l Women (N=654)
Men (N=611)

Itis more important that boys
get an education than that girls do**

It is OK for men to have more than one partner at one time**

It is OK for women to have more than one partner at one time**

*This is a gender discriminatory belief because it assumes
that women are more responsible for the transmission of
HIV than men are, or that mother-to-child transmission is
largely responsible for the AIDS epidemic.

**The difference between the proportions of men and women
holding this belief is statistically significant.

risk-taking in the context of a high level of community
knowledge of the transmission of HIV through unpro-
tected sexual intercourse and public awareness of the
elevated prevalence of HIV in the national population.

Prevalence of Beliefs in Women's Rights

As shown in Graph 8, more than four-fifths of com-
munity survey participants reported believing in equal
rights for women in the legal sphere. This points to a
divergence between participants’ attitudes and the
legal system in Botswana, which does not grant the
same rights to women as to men under either civil or
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GRAPH 8: Individual Beliefs in Women'’s
Rights, Botswana Community Survey

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Women should be legally entitled to inherit their husband’s
property/estate

Women should have the same legal rights as men*

l Women (N=650) Men [N=611)

* The difference between the proportions of men and women
holding this belief is statistically significant.

customary law, and suggests an opportunity for crucial
legal reform with popular support.

Gender Discriminatory Beliefs Predict
Sexual Risk

Community survey participants who held three or more
gender discriminatory beliefs had 2.7 times the odds of
having unprotected sex in the past year with a non-pri-
mary partner as those who held fewer discriminatory
beliefs.*’® Men who held three or more of these beliefs had
3.6 times the odds of having had sex without a condom
with a non-primary partner in the same period.*'” Other
associations with specific beliefs are shown in Table 4.

PLWA Interviews

In interviews, PLWA highlighted women’s dependency
on male partners as the most significant reason mak-

ing them more vulnerable than men to HIV transmis-
sion. Testimony also revealed that women'’s lesser sta-
tus in Botswana fostered ongoing harm to women even
after they become infected, and moreover, increased
the precariousness of their ability to meet basic needs.
Participants also discussed the role of gender norms
around fertility as encouraging risk-taking behavior for
both women and men.

Women's Vulnerability to HIV

The 24 respondents spoke about gender inequality.
Many expressed women'’s fear of losing the male family
breadwinner and of the poverty and consequent life-
threatening circumstances that were associated with
this loss in a country where women faced many legal
and social barriers to economic opportunities and self
support. One woman assisting others to form support
groups explained:

In Shashe-Mooke, 5 kilometers from Francis-
town, there’s a care center and active people in a
support group there, and the epidemic there is
big. Because of poverty. ... They are starving.
Women are heading households, there are so
many. ... Most are not working.

This economic dependence translated into a lack of
power in negotiating sexual relations, often resulting in
sex without condoms, in order to keep a partner provid-
ing financial means, or to enable a women to independ-
ently obtain resources to support herself and her
family. This “exchange” took place in both long and
short-term relationships. A 21 year-old woman from
Gaborone said, “My partner said he will give me every-

TABLE 4: Selected Specific Gender Discriminatory Beliefs as Predictors of Unprotected Sex
with a Non-Primary Partner in the Past Year in the Botswana Community Survey

Statement of Belief" _m 95% Confidence Interval

A man may beat his spouse/partner if he believes
she is having sex with other men

A man may beat his spouse/partner if she disobeys him

It's a wife's duty to have sex with her husband even if
she does not want to

599 (women only) 2.8 1.22-6.61
561 (men only) 3.4 1.05-11.36
561 (men only) 2.4 1.03-5.78

*The model included 5 belief statements and was stratified by sex. The other two discriminatory statements in the model
were 1] It is okay for men to have more than one partner at one time and 2) It is more important for a woman to respect her

spouse/partner than for a man to respect his.

**The odds ratio is a relative measure of risk, predicting the likelihood of the outcome at issue if a certain characteristic (here a
particular belief] is present. The adjusted odds ratio (AOR) is the odds ratio adjusted for the possible confounding effects of the
other variables included in the model. In these analyses, the variables are age, education level, monthly household income,
food insufficiency, marital status, residency location, HIV knowledge, HIV-related stigma and fears of HIV-related stigma.
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thing and will marry me, but | need to sleep with him
without condoms.” A 32 year-old woman from Serowe,
now unemployed and living with her partner reported:

| had sex with men so that | can be valued. .../
worked as a domestic worker. The wife of the
house left and was staying in other places. The
husband asked me to have sex and | felt that | had
to for money. It was very difficult because | knew
he was married and | did not want to do this, but |
felt like | had to because he had money.

Another woman said:

Poverty forces women to have many partners,
maybe five. She needs gas, food, rent, transport
— one from each partner.

Similarly, the support group founder, a single 37
year-old woman also living in Serowe and supporting
two children by pooling the little money she earned
with others in her household, explained:

Most women depend on men. We started income
generation projects, so women can tell men to ‘go
away’ if they don't use a condom. Because if men go
away [now], we will be eating our children tomorrow.

One PLWA activist and AIDS educator noted that,
“young women in Botswana are not working” and
explained that he invited them to support groups and
sent them to trainings “to keep them busy, so they
won't go to bars, to truck drivers, looking for something
to eat or something for a living.”

Outside of marriage, economic dependence was
reflected in intergenerational sexual relations, where
younger women had sexual relations with older men
with financial means. The unequal power dynamics
often mean that women have little ability to negotiate
the circumstances of their engagement in sexual inter-
course.“”? One 22 year-old woman described one of her
past relationships:

I was never forced to have sex. | was in a relation-
ship with an older man, he was more than 10 years
older than me. ... | was given things in exchange
for sex. | had trouble saying no to sex because he
was supporting me. This was difficult. After he
gave me money, | felt that | had to have sex.

There may also be stigma or blame, shame or loss of
social status in losing a husband or partner as a result
of insisting on behavior change, in addition to the eco-
nomic ramifications or risk of violence in doing so.
Moreover, women have been socialized to believe that

decision making within relationships and the family
was the province of men. One married woman from
Gaborone, who was infected with HIV through sex with
her husband, described her own experience.

Women think that men are the breadwinners, and
therefore they don't introduce safe sex to him.
Our culture doesn’t allow women to initiate safe
sex. Women are too scared to say to the husband,
‘I don’t want you to do this.’

She further explained how girls were socialized to
value men’s opinions above their own and cede power
to them.

... Girls learn from how their mother is in relation-
ship with their father. The mother doesn’t want to
lose the husband and so does everything for him.
The girl then has sex with her boyfriend because
she doesn’t want to lose him. So, we have to start
with the girls.

As the testimony suggests, the desire to avoid aban-
donment by a partner was also a practical considera-
tion given the limited economic opportunities
permitting independence for women in Botswana.

A 21 year-old woman infected by a partner, with
whom she was currently living, explained that he knew
his status and failed to disclose it to her before she
became pregnant and was tested for HIV. She stated,
“Men are always regarded as the head of the family,
they make the decisions alone.”

Risk-Taking to Bear Children for Social Status
and Economic Security

With restricted opportunities and dependent on men to
provide whatever economic security they did obtain,
women might seek to establish or safeguard their ties to
men through bearing children in the hopes of achieving
greater prospects of security.®?! Traditional social norms of
masculinity which value demonstrations of virility encour-
aged and facilitated this view with its attendant risk-taking,
as did norms that equated women’s worth with childbear-
ing. Several of the women interviewed, when asked what
put women at risk for HIV, answered that proving fertility
was important for both women and men. One 26 year-old
single mother responded, “women want to have babies.” A
29 year-old woman seeking a relationship at the time of
the interview commented, “[m]en are wanting to have chil-
dren and so they don’t use condoms.” In the absence of
available means to prevent HIV transmission while permit-
ting conception, this desire or perceived need to reproduce
mitigated against HIV prevention.
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Leadership on HIV/AIDS in Botswana

Community survey participants were asked about the
overall performance of leaders in general in their
approach to the HIV/AIDS epidemic in Botswana, inter-
ventions that would facilitate testing and their specific
opinions about what could be done to encourage
increased access to ARV treatment in the country. The
results showed clear gaps in the performance of
actors at all levels of governance and demonstrated
the perceived need for stronger leadership, strength-
ening basic safeguards and education, innovative
approaches and seizure of all opportunities to undo the
stigma associated with HIV/AIDS. PLWA interviewed
similarly highlighted the need for increased and more
consistent leadership, particularly in the communities.

Community Survey

When asked general questions about whether national
and local leaders have done enough to address the
problem of HIV/AIDS in Botswana, 46 percent of women
and 38 percent of men in the community survey did not
believe that political leaders had done enough. Forty-
seven percent of participants reported that their own
village chiefs had done not done enough. In addition, 37
percent of community survey respondents did not
believe that their church leaders had done enough.
Results are shown in Graph 9.

Testing

It appears that community leaders (such as politi-
cians, chiefs and church leaders), did not play a major
role in terms of their personal testing practices in con-
vincing people to undergo HIV testing in Botswana. In the
community survey, among those who had been tested,

GRAPH 9: Beliefs Regarding Whether Political,
Village and Church Leaders Have Done Enough
to Address HIV/AIDS in Botswana, Botswana
Community Survey (n=1232)
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ten percent agreed that chiefs, religious or political lead-
ers having been tested convinced them to do the same.
For those who had not been tested, 39 percent of women
and 48 percent of men stated that they would be con-
vinced to test by a national HIV testing week where lead-
ers in society such as politicians, clergy, chiefs,
celebrities and sports stars would get tested.

Treatment

Community survey respondents were asked what
more could be done to help more people get ARV treat-
ment in Botswana. Results are shown in Table 5. The
majority agreed that encouraging more people to get
tested and improving education about treatment would
facilitate access. There was less agreement on the effi-
cacy of additional HIV/AIDS support groups, access to
higher quality medical care, increasing confidentiality at
treatment centers, decreasing delays, improved treat-
ment of HIV-positive persons by doctors and nurses or
provision of food assistance to those seeking treatment.

PLWA Interviews

Participants in the interviews gave mixed reports on
leaders as role models in the context of HIV/AIDS. One
HIV educator explained,

TABLE 5: Opinions on Interventions to Improve
Access to Treatment in Botswana, Botswana
Community Survey*

Statement of Intervention Community

Survey

Participants
N= 1267 n (%)

Encouraging more people to get tested 886(70)
Improving education about treatment 665(52)
If there were more HIV/AIDS support 253(20)
groups

Increasing confidentiality at treatment 237(19)
centers

If people had access to better clinics 204(16)
and hospitals

Decreasing time delays at the treatment 180(14)
centers

If doctors/nurses would treat people 156(12)
with HIV better

Providing assistance with food 126(10)

*Respondents could give more than one reason.
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I deal with many villages. Some [leaders] are good
and some are not. At a panel discussion last week
in one village, few came. There is one chief who is
very good, who knows what | am talking about
when | talk about HIV. He likes each and every
activity [that we do]. As a chief and a counselor,
you have to be an example to the community.

A 21 year-old woman noted the need for leadership
from influential village elders.

The community stakeholders should take part in
the HIV pandemic. We are young, we do the visits,
and men tell us to go away. It is better for the
community leaders to go [to] the families to
encourage testing. If older people did it, it would
make a big difference.

Another woman who works with the national net-
work of PLWA in Gaborone praised innovative efforts by
local authorities.

Communities are trying to do their best. Village
elders are now recommending testing at funer-
als. They suggest that people say, ‘0 tsogile jang?
A o itse seemo sa gago?’ (How are you? Have you
been tested?]

Some expressed concern that there were not enough
community leaders willing to speak out about their own
experiences as people living with HIV/AIDS. One youth
counselor commented:

Most community leaders are doing a good job;
however, there are no leaders coming out and
saying that they are HIV-positive. People in
prominent positions do not speak out, most speak
about HIV/AIDS from an HIV-negative status.

An unemployed mother of one commented, that, on
the other hand, some leaders only get involved in the
issue if they have been personally touched by it.

The dikgosi (chiefs] and baruti [church leaders]
are only getting involved when they have personal
experience, when somelone] in their own family
has HIV for example.

Conclusion

Results from the community survey and PLWA
interviews illustrate how the HIV/AIDS epidemic in
Botswana is undergirded by: 1) persistent HIV-related
stigma and discrimination and attendant fears; 2]
women'’s lack of decision making on sexual matters;

and 3) prevalent gender discriminatory beliefs
associated with sexual risk-taking. Participants
identified the gaps in the national response that must
be addressed in order to stem new infections and
provide the care and treatment needed by those
infected or affected by HIV/AIDS, particularly women. In
particular, all aspects of women’s lack of autonomy,
including food insufficiency and economic dependence
on men, must be addressed in order to lessen women'’s
vulnerability to HIV infection and its negative health,
social, economic and other devastating impacts.

While the findings suggested some areas of real
achievement in Botswana, such as the overall positive
nature of experiences with HIV testing, they also
revealed gaps in HIV knowledge and high levels of fear
of stigma should an individual test positive. The latter
appeared to play an important role as a key reason for
why less than half the community sample had tested,
despite high levels of perceived access to testing and
the existence of media messages, treatment and confi-
dentiality that were identified as facilitators by those
who had tested — fear of knowing one’s positive status
was the most prevalent barrier.

The prevalence of sexual risk-taking, whether chosen
or compelled, was of primary concern, and clearly linked
to the economic dependency and low social and legal
status of women in Botswana. Female community survey
participants were more food insufficient, poorer and
more likely to be unemployed than their male counter-
parts. Participants’ reports demonstrated that vulnera-
bilities created by economic need and lack of resources
translated directly into the lack of control over decision
making on sexual matters for women, including sexual
partnerships with non-monogamous partners and
unprotected sex. Moreover, regression analysis confirms
that beliefs in gender discriminatory norms predicted
sexual risk-taking for women and men.

Changing these beliefs and circumstances by promot-
ing women’s equality, reforming discriminatory laws and
condemning discriminatory norms and practices should
be a priority for the Government. In fact, leadership was
judged to be lacking on every level. Respondents nearly
universally agreed in the efficacy of encouraging testing
through a range of interventions and improving education
about both testing and treatment, implying that although
Botswana has had some laudable success in these areas,
more is left to be done. In particular, participants identi-
fied concerns that these include ensuring that the routine
testing program incorporates safeguards to guarantee
the provision of counseling and to prevent avoidance of
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health care seeking and violence against women who
test. The potential for negative impacts of the testing pro-
gram is rooted in the existence of HIV-related stigma and
discrimination, and the vulnerability of women in a coun-
try where some significant steps towards women'’s equal
legal rights have been made, but the goal of gender
equality is as yet unrealized.

Notes

%3 This represents an 88.5 percent response rate.

¥4 Currency conversion at the Interbank Rate for November 15, 2004 (1
US dollar = 4.54 Botswana pula). FXConverter. Available at:
http://www.oanda.com/convert/classic. Accessed on February 13, 2007.

%5 Derogatis LR, Lipman RS, Rickels K, Uhlenhuth EH, Covi L. “The
Hopkins Symptom Checklist (HSCL): A measure of primary symptom
dimensions.” Modern Problems of Pharmacopsychiatry.
1974;7(0):79-110. This screen has been validated previously in a num-
ber of international settings in Africa and elsewhere. Bolton P, Wilk
CM, Ndogoni L. “Assessment of depression prevalence in rural
Uganda using symptom and function criteria.” Soc Psychiatry Psychi-
atr Epidemiol. Jun 2004;39(6):442-447.

% An urban village is a large village classified as urban under the
Botswana census. See Buthalini D. “Methodological aspects, quality
control measures and outcome: 20071 population and housing census
in Botswana.” Central Statistics Office. Available at: http://www.
cso.gov.bw/html/census/meth2_2.html. Accessed August 28, 2006.

¥ Women reported as follows: 18 percent had zero visits, 44 percent had
1-2 visits and 38 had 3 or more visits. Men reported fewer visits: 27 per-
cent had zero visits, 45 percent had 1-2 and 28 percent had 3 or more.

8 Education data was missing for one interviewee.

%7 Participants were asked 15 questions about their knowledge of HIV
transmission and prevention, based on questions modified from the
UNAIDS General Population Survey and the DHS (demographic health
survey) AIDS module. See http://www.emro.who.int/gfatm/
guide/tools/dhsaids/dhsaids.html. Using the UNAIDS knowledge indi-
cator scoring system, individuals were scored as having correct HIV
knowledge if they correctly identified the two most common modes of
HIV prevention in Botswana (consistent condom use and abstinence).

“® The other characteristics were age, sex, monthly income, marital
status, residency location, self-reported overall health status, perceived
availability of ARV treatment, HIV knowledge, HIV-related stigma, fears
of HIV-related stigma and a positive screen for depression.

" Through the PMTCT Plus program it is possible for male partners
to get tested for HIV at antenatal clinics. Available at: http://www.
pathfind.org/site/DocServer/FP_HIV_Integration_web_copy.pdf?docl
D=3461. Accessed on April 5, 2006.

42 All questions asked respondents about the most recent time they
were tested.

“%8 While those that tested because they were sick may have felt, in the
broad sense, that they “had no choice” because their physician needed
to determine the cause of their illness, that proportion of respondents
(21 percent of women and men) does not account for the larger group
that reported not being able to refuse the test. In this group, some may
have felt a personal imperative to find out the cause of their illness
and thus that they could not, in that sense, refuse the HIV test.

“% [cross ref limitations sub-section in Methods]

“% As stated earlier, 85 percent of women and 90 percent of men sur-
veyed reported the belief that treatment would be available to them if
they had AIDS.

“% The following explanation was given of the policy of routine testing:
“Routine testing is a new approach to HIV testing announced in January
2004. It means that almost everyone who visits a health clinic or hospital
will get a number of tests, including an HIV test, unless they say no to it.”

“7 Sixty-two percent of those in the community survey who reported
testing had tested after the introduction of routine testing.

%8 Respondents were asked 7 questions adapted from the UNAIDS
general population survey and the DHS (demographic health survey)
AIDS module. Following the UNAIDS scoring system, any participant
who reported a stigmatizing/discriminatory attitude on any of 4 prin-
cipal questions was categorized as having such attitudes.

“¥ These additional questions about projected stigma were asked in
order to counter the influence that wanting to give the “correct”
answer (social desirability bias) might have on participants’
responses to the more general stigma questions.

“1® This projection contrasts with the 8 percent of women and men
who reported that they would kick an HIV-positive spouse or partner
out of the home.

41" Based on survey responses, PHR created a 9-item index on “pro-
jected HIV stigma” with higher scores on a continuous scale of 0-9
associated with a greater number of reported adverse social conse-
quences associated with testing positive. The mean score for men
was 2.04 (plus/minus a standard deviation of 2.07) and for women it
was 1.67 (+/- 1.76), a statistically significant difference.

“12“Sexually active” is defined as having had at least one sexual part-
ner in the past 12 months.

“1® The latter is a traditional indicator or predictor of high-risk sexual
practice (a practice likely to lead to HIV transmission], given that a
non-regular sexual partner is also likely to be non-monogamous, the
couple is less likely to be seeking pregnancy and HIV status is less
likely to be disclosed between such partners.

414 This association was also statistically significant for men reporting
lack of control. In regression models “lack of control” was defined as
your partner usually or always deciding when you have sex. Analyses
were adjusted for other participant characteristics: age, monthly
income, marital status, residency location, fair or poor health status,
frequency of visits to a medical doctor, alcohol use, HIV testing, HIV
knowledge, HIV-related stigma, a positive screen for depression and
experience of an intergenerational sexual relationship.

415 AOR: 3.04, 95% CI (1.31-7.04).
“1¢ AOR: 1.79, 95% Cl (1.12-2.86).

41 This variable was constructed from responses to 14 statements,
including affirmative responses to 6 items expressing discriminatory
beliefs, negative responses to 2 items endorsing women'’s rights and
3 pairs of variables expressing different expectations concerning the
roles of women and men.

418.95% CI (1.01-7.1).
417.95% CI (1.08-11.99).

“0Social norms and status differentials related to age and gender
also contribute to this dynamic.

“2' In the community survey, 21 percent of women and 27 percent of
men agreed that a woman must prove her fertility before she can
marry and 20 percent of women and 27 percent of men affirmed that
a man must do so.
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V. BOTSWANA RECOMMENDATIONS

To the Government of Botswana:

I. Comprehensively Advance Women’s Human
Rights and Address Violations, Including:

A. Legal and Policy Reform to Eliminate
Gender Discrimination

¢ Systematically end discrimination in marriage, inher-
itance, property and employment laws and harmo-
nize laws with international human rights
instruments. For example, legislation should estab-
lish uniform criteria for determining the validity of
marriage, presumption of spousal co-ownership,
equal division of property upon termination of mar-
riage or death and equal rights to own property and
land irrespective of marital status; employment law
should cover equity in wages, discriminatory dis-
missals and sexual harassment.

e Enact the pending Domestic Violence Bill to end
impunity for gender-based violence and ensure
women recourse and protection from violence in all
its forms; strengthen the current bill so that it covers
marital rape and includes the provision of shelter for
survivors and training of police officers.

B. Dissemination of Information and Assistance
Regarding Recourse for Rights Violations

¢ Implement, enforce and publicize reforms, including
those that have already been made, such as the abo-
lition of marital power, and educate the public and
private sector and communities on their implications.

¢ Increase knowledge of and access to legal remedies
and victims’ services, including providing legal aid
and sensitizing law enforcement agencies and the
judiciary through training programs.

e Support short-term safety nets for women who are
the victims of violence, abandonment, disinheritance
or other acute abuses through the provision of post-
exposure prophylaxis for HIV and shelter and other
emergency services and care, in partnership with
civil society organizations.

C. Popular and Civic Education to Change
Gender Norms

e Incorporate comprehensive sexuality education, gen-
der and human rights awareness into basic educa-
tional curricula with the goal of changing norms and
expectations and promoting equality regarding male
and female social roles, including in intimate rela-
tionships.

¢ Conduct outreach to radio, print and television media to:

e Reinforce positive messages and marginalize
stereotypes;

¢ Challenge gender-discriminatory attitudes;

¢ Broaden the public health discourse to include dis-
cussion of relationship power dynamics and
healthy sexuality (i.e., targeting social norms that
sanction men’s behavior, challenging gender roles,
increasing risk perceptions and presenting sup-
portive male and empowered female role models).

D. Reform and Strengthening of the Women's
Affairs Department (WAD)

e WAD should support the organization by civil society
of the women’s movement in Botswana and partner
with civil society organizations, including in the draft-
ing of the gender policy and the CEDAW report.

e WAD should support documentation of experiences
of gender discriminatory practices to inform policy-
making and implementation in the public and private
sectors.

Il. Mitigate Poverty and Meet Basic Needs By:

In the Short-Term:

e Expand existing aid programs to assist vulnerable
populations, in particular PLWA and poor women, to
meet basic needs for food sufficiency, potable water
and irrigation, and shelter:

¢ Food should meet the needs of HIV-positive persons;

* Programs should feed the whole family of a vulnera-
ble person.
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In the Medium- and Long-Terms:

e Address the underlying causes of food insufficiency
and failure to meet other basic needs, and recogniz-
ing that women and girls disproportionately experi-
ence poverty and the burdens of care-giving, by
providing skills training and sustainable programs
directed at creating economic opportunities particu-
larly for women, PLWA and families affected by
HIV/AIDS.

* Ensure access to loans, credit and training (e.g.,
marketing, entrepreneurship, business skills)
through microfinance projects;

¢ Fund local employment and educational/training
opportunities, particularly for and led by women,
such as community-based income-generation
projects;

¢ Create legal protections for women in the informal
economy.

lll. Eradicate HIV/AIDS-Related Stigma and
Discrimination Through:

A. Strengthening Leadership and Legal/Policy
Reform for Support and Protection of Affected
Persons

¢ Parliament should adopt comprehensive legislation
and policy addressing HIV/AIDS and employment,
and strengthen enforcement of prohibitions, includ-
ing: non-discrimination, job security, testing prohibi-
tions, confidentiality, care and support of HIV-positive
workers and workplace-based prevention programs.

e Church leaders should end complicity in stigmatiza-
tion and play educational roles to support gender
equality and end discriminatory customary practices
in marriage and other areas.

e Traditional leaders should endorse programs that
promote gender equality; ensure access by commu-
nity to testing and treatment; and denounce, discour-
age and transform harmful customary practices.

o All sector ministries should set, fund, monitor and be
held accountable for meeting gender equality objec-
tives as part of the national HIV/AIDS strategy.

B. Challenging Prejudices and Closing Informa-
tion and Services Gaps

With Regard to Information/Education:

e Work with PLWA groups and other civil society organ-
izations to create or adapt and widely disseminate
information on testing, prevention and treatment.

These should be accessible materials that address
information gaps, such as:

e Men'’s denial, fear and/or lack of knowledge about
HIV/AIDS;

¢ HIV-positive women’s needs;

e Treatment literacy and preparedness, including
information targeted at men both as patients and
partners.

¢ Adapt a systematic and coordinated approach to pub-
lic education, addressing key knowledge areas of
prevention, support and rights, including messages
that:

e Address risk, vulnerability and fear of stigma
directly and integrate gender concerns into pre-
vention messages [i.e. forced sex, power in rela-
tionships);

e Target people’s misperceptions concerning HIV
transmission, condom effectiveness and other topics.

With Regard to Testing and Health Services:

e Address the knowledge and resource gaps in the
implementation of routine testing by training health
workers, monitoring implementation, systematically
evaluating programmatic impacts and incorporating
participation and feedback by affected populations.

e Support those seeking testing with campaigns,
resources to overcome barriers such as lack of food
or transport, and protection from discrimination and
partner violence through guidelines and training for
health workers.

e Ensure the “three Cs” are safeguarded with respect to
all forms of testing: confidentiality, counseling and
informed consent.

e |[dentify and close other services gaps, including
meeting men’s and women'’s reproductive and sexual
health needs, and implement human rights training
for health workers.

To the US Government:

Expand and Reform PEPFAR to Increase Effec-
tiveness and Promote Human Rights:

¢ In PEPFAR reauthorization legislation, clearly identify
gender inequality as a key issue propelling the AIDS
pandemic, and require that a gender focus be incor-
porated into PEPFAR-funded prevention, treatment
and care programs.
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e Foster integration between PEPFAR and develop-
ment programs focused on health, education,
poverty reduction, and respect for women'’s rights.

¢ Increase PEPFAR’s investment in programs that
promote women'’s and girls’ access to income and
resources, support primary and secondary educa-
tion for girls and strengthen women'’s legal rights.

e Coordinate PEPFAR’s programming with other
bilateral and multilateral development programs
promoting gender equality.

e |nitiate and support programs that address the link
between food insufficiency and women'’s vulnerability
to HIV infection.

e Support the expansion of existing programs to help
PLWA and poor women obtain food, shelter, and
potable water.

¢ |Invest in locally produced television and radio public
education messages that focus on the availability of
voluntary and confidential HIV testing and treatment.

¢ Invest in the local development of programs that
eliminate discriminatory attitudes toward women
and promote gender equality.

¢ Foster participation of women in national AIDS policy
making and implementation.

e Fund women’s and PLWA organizations and facili-
tate the establishment of networks to strengthen
organizational capability and contribute to a corps
of skilled women leaders, especially women living
with HIV/AIDS.

To AWl Donors:

Support the Government of Botswana to Meet
These Goals and Build Complementary Capacity
in Civil Society:

For Gender Reform:

e Provide training, technical assistance and financial
resources to women’s organizations and other civil
society actors to undertake advocacy, civic education
and popular campaigns promoting women’s legal
rights and empowerment, including:

e Advocacy for the Domestic Violence Bill and other
legal reform measures;

® Shelter, legal aid and other emergency services
and care for women or PLWA who are victims of
violence, abandonment, disinheritance or other
acute abuses;

e Skills training and sustainable programs directed
at creating economic opportunities for women,
PLWA and families affected by HIV/AIDS;

e Training on women'’s rights, gender sensitivity and
human rights, to decrease vulnerabilities and dis-
pel myths regarding HIV/AIDS for various sectors,
including media, employers, educational institu-
tions and health care workers.

* Mobilize resources, including financial, informational
and technical assistance to build skills and capacity
in the Ministries, Attorney General's Office and Par-
liament to draft and implement gender reforms.

For Food Sufficiency:

* Increase food aid and aid for other basic needs
through, for example:

e Support for farming cooperatives, extension
schools, new agricultural initiatives such as com-
munity gardens and low-labor/high nutrition
crops;

e Meals provision at school, work, empowerment
programs and ARV treatment centers and through
community health worker and home-based care
visits;

e Support for legal aid projects to assist in securing
productive property for widows, orphans and
PLWA.

For HIV/AIDS Programming that Respects, Pro-
tects and Promotes Human Rights:

e Support the Government in designing, implementing
and monitoring testing programs to ensure the “3 Cs”
(confidentiality, counseling and informed consent).

e Support, encourage, and, if possible, mandate gov-
ernment and civil society partnerships and coordina-
tion in gender, reproductive/sexual health and
HIV/AIDS policymaking and programs.

e Support PLWA organizations and networks to
increase their visibility and services by funding the
coordination and expansion of national networks,
training officers for NGOs and support capacity build-
ing for community mobilization efforts.
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VI. SWAZILAND COUNTRY BACKGROUND

Geography and Population

waziland, Africa’s last absolute monarchy and
Sthe smallest country in the southern hemi-

sphere,*??is a land-locked kingdom located
between Mozambique and the northeast edge of South
Africa. It covers 17, 364 square kilometers“®and
includes a variety of geographic and climactic features.
Much of the country is a mountainous and well-watered
plateau, with dry lowveld in the surrounding regions.**
Annual temperatures range from 2.5 to 45 degrees Cel-
sius, with the rainy season falling between September
and March.*®

The two major urban centers are Mbabane, the
country’s capital, and, to the southeast, Manzini, the
principal commercial hub. About three-quarters of the
population lives in rural areas.*?® In the recent past,
Swaziland has experienced an annual population
growth rate of 2 percent; the country’s 2006 population
was estimated to be 1.14 million, with nearly 56 percent
falling between the ages of 15 and 64.%?’

The ethnic breakdown of the population is 97 percent
African, with the remainder having European roots.*?
Forty percent of the population practices Zionism, a mix
of Christian and traditional worship, while 20 percent
are Roman Catholic, ten percent Muslim and 30 percent
Anglican, Bahai, Methodist, Mormon, Jewish and other
faiths.”” SiSwati and English are the official languages.”

History and Politics

The Nkosi Dlamini, a Nguni people, migrated south
from Central Africa and settled what would later
become Swaziland in the 18" century.**" Swaziland
became a protectorate of Great Britain after King
Mswati Il sought help in defending his country from
raids by Zulu warriors and others from areas that later
became part of South Africa.**?

King Sobhuza Il assumed the throne in 1921 and
reigned for more than 60 years.”*® In 1964, elections for
the first legislative council were held and the
Imbokodvo National Movement (INM), which strongly
identified with Swazi tradition, won all 24 elective seats
and started lobbying for independence.**
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Britain granted independence to a sovereign Swaziland
as a constitutional monarchy and parliamentary democ-
racy on September 6, 1968.“® In 1973, a court ruling
prompted King Sobhuza Il to declare a state of emergency,
abrogate the constitution, and assume the authority to
rule by decree and appoint the government. King Sobhuza
[l died in August 1982 and, after some political maneuver-
ing, was succeeded by his son, Prince Makhosetive, who
was enthroned as King Mswati Il in 1986.%

Swaziland has four administrative regions, Manzini,
Hhohho, Lubombo and Shiselweni, which are subdi-
vided into 55 political constituencies (tinkhundla).*”’
Each inkhundla (constituency) is comprised of several
chiefdoms and led by an indvuna yeNkhundla, (elected
officiall, who works together with each chief’s repre-
sentative (bucophol; chiefs are determined by heredity
and appointed by the King.**® Officials manage day-to-
day affairs of the chiefdom. ¥

Swaziland’s parliament includes a House of Assem-
bly, which can consist of up to 76 members, and a Sen-
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ate of no more than 31 members.“?Up to 60 members
of the House can be elected by citizens via tinkhundla
elections.*’ The King may nominate up to ten House
members.*? Under the new Constitution, four women
are to be specially elected to represent each of the
regions.*® The Attorney General also serves as an ex
officio member.“ House members elect ten members
of the Senate (half of which must be women)** and the
King appoints 20 senators.* In addition, the King, who
serves as head of state with legislative and judicial
powers, keeps a circle of traditional advisors who con-
stitute a “parallel executive government” which has
raised serious concerns about the credibility of the
Swazi government and justice systems.*’

Swaziland has a dual-legal system, comprised of
Swazi Law and Custom, often referred to as customary
law, as well as General (Roman-Dutch) Law, known as
civil law.**® Customary law, while unwritten, is recog-
nized and maintained by a network of traditional
courts.* Swazi civil law is maintained by a formal court
system including magistrate courts, a High Court and,
until 2006, a Court of Appeal, whose judges came from
South Africa.®®® Chiefs deal informally with community
disputes in their chiefdoms.*'

The efficacy of the courts was seriously undermined
in November 2002. The Court of Appeals limited the
King's power to rule by decree by overruling his removal
of 200 subjects from their homes for protesting the royal
appointment of a new chief.*? The then Prime Minister,
Sibusiso Dlamini, in turn announced that all royal
decrees were absolute and that the Government would
ignore the court.*® All Appeals judges resigned and
returned to South Africa. After two years of protest and
behind-the-scenes negotiation, the judges returned to
work in late 2004 after receiving assurances from the
new Prime Minister, Themba Dlamini, that the govern-
ment would abide by their decisions.

Although the Prime Minister has kept that promise,
the Swaziland Law Society has pointed out that the law
crisis persists since the King retains authority with
regard to the appointment of the judiciary.®* The failure
of the Government to ensure an efficient judicial
appointment process and a full bench of judges on the
High Court has continued to have an impact on access
to justice and legal remedies. The constitutionality of
the Judicial Services Commission, which advises the
King on judicial appointments, was challenged in Octo-
ber 2006; the hearing was postponed until 2007.4%°
More positively, the Minister of Justice is in the process
of establishing a new “Supreme Court” with appellate

jurisdiction, and with the intention of eventually replac-
ing expatriate judges with local ones. Two new appoint-
ments were made in 2006.%%

King Mswati Ill, who is polygamous, has faced some
public criticism for this in the past decade. For exam-
ple, his decision in 2004 to marry a teenage schoolgirl
has provoked controversy,*’ as did an episode in 2002
when court proceedings were held to determine the
legality of the King marrying an 18 year-old against her
mother’s formal objection.*®

In 2002, moving forward with an ongoing constitutional
process in response to escalating national and interna-
tional pressure, King Mswati appointed a Constitution
Drafting Commission headed by one of his brothers,
Prince David, the current Minister of Justice and Constitu-
tional Affairs. The King presented a draft to the nation in
May 2003 and, in September 2004, the Government con-
vened a week-long forum in the royal cattle kraal, some-
times referred to as the “People’s Parliament,” to allow
citizens a chance to express their views.”’ While Prince
David’'s management of the process has been praised, the
public meeting has been criticized as ineffective and
unrepresentative.*” The document was passed by Parlia-
ment in June 2005, and assented to and signed by the King
on July 26, 2005.%" It went into effect in February 2006.%?

Political parties have been prohibited by the Govern-
ment in the past, and may continue to be so by omission
from the final draft Constitution,“*although some
experts believe that the new freedoms of speech and
assembly provide a basis for the legalization of par-
ties.** There is confusion regarding whether the new
Constitution’s bill of rights superseded the 1973 decree
by King Sobhuza banning political parties. Although
King Mswati lll claims that political parties are allowed
under the new constitution,*®® the Prime Minister has
stated that the Constitution nullified the decree.*** The
Swaziland Law Society brought a legal challenge on the
matter in February 2006 which is pending before the
Mbabane High Court.**’

King Mswati Ill has stated publicly that the country is
not economically prepared for multiparty democracy.“®
He has criticized foreign envoys for international scrutiny
of Swaziland’s one-party state.**” Opposition in the form
of political coalitions and labor unions does exist. The
most notable example is the People’s United Democratic
Movement ([PUDEMO]), which named itself the official
opposition in 1992,°and the Swaziland Federation of
Trade Unions. In January 2003, the Swaziland Coalition of
Concerned Civic Organizations was formed in response to
the country’s rule of law crisis and provides training and
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civic education to Swazi civil society.””! However, Swazi-
land’s political climate remains hostile to opposition. In
December 2005 and January 2006, 16 PUDEMO and
Swaziland Youth Congress members were incarcerated
on charges of treason for allegedly fire-bombing govern-
ment structures.*’? In March 2006, the Acting Chief Jus-
tice of Swaziland ordered the release of the men on
reduced bail and instructed the Government to create a
commission of inquiry to investigate allegations that the
accused were subjected to torture while in detention.*’®

Economy

The GDP of Swaziland in 2006 was estimated at
US$5.91 billion, or US$5,200 per capita, with most of
that coming from industry and services.*”* While agri-
culture accounted for just 11.8 percent of the GDP,
more than 80 percent of the population practices sub-
sistence farming.’”® Due to poor weather conditions,
HIV/AIDS and low crop production, “’¢ 177,050 people
received food aid in Swaziland in 2004; over 97,000 of
these recipients were women.*”” Sixty-nine percent of
the population lives below the poverty line.’”® The
Swaziland economy is also one of stark inequity. The
top 10 percent of the population controls 40 percent of
the country’s wealth while the bottom 40 percent of the
population controls only 14 percent of the national
wealth.*” In an index of countries based on the level of
income equality, Swaziland ranks 119" out of 124
nations.*® In the 2006 Transparency International Cor-
ruption Perception Index, Swaziland ranked 121 out of
163 countries, and on a scale of 0 (highly corrupt) to 10
(highly clean), it scored a 2.5.%®' The Prime Minister and
the Minister of Justice and Constitutional Affairs are
trying to address pervasive corruption systematically
through the Anti-Corruption Act of July 2006, an August
2006 national Anti-Corruption Summit and commis-
sions of inquiry into incidents of large-scale corruption,
and with capacity-building and training assistance from
the UNDP and South African investigators.“?

Unemployment in Swaziland stood at 30 percent in
2005.“ Including those who stopped looking for work,
unemployment was 40 percent.*® Swaziland ranks 97"
out of 103 developing nations on a scale which meas-
ures human development, based on indicators such as
access to education and health care, as well as the
nation’s standard of living.“® Swaziland’'s gender-
related development index, the human development
index adjusted for gender equality, places it 146" out of
177 developing countries.“®® Women earn 29 percent of
what men earn in Swaziland.*”’

South Africa has always played a significant role in
Swaziland’s economy. South Africa is Swaziland’s
largest trading partner.“® Swaziland has suffered from
changes in the value of the South African rand to which
the Swazi lilangeniis pegged. The rand appreciated
from R12 to the US dollar to half that amount between
2002 and 2005.%7 As a result, and compounded by
increased competition and law changes affecting the
international textile market,*”® and the end of preferen-
tial agreements to sell sugar to the European Union,*"
two of Swaziland’s chief industries have suffered, cost-
ing the country thousands of jobs.*”> Many Swazis have
also returned home from South Africa after cutbacks in
the latter’s mining industry.*”

The structure of land tenure in Swaziland has also
result in inequities, particularly with respect to gender.
Tenured Swazi land is divided into three categories:
communal property on Swazi Nation Land (SNL), free-
hold rights on private land known as Title Deed Land
(TDL) and Crown Land.*”* The King owns the title to
SNL, TDL and Crown Land.*® The new Constitution
affirms this, vesting all land except privately-held TDL
in the King in trust for the nation.*® With respect to
Swazi Nation Land, the King may divide the land
between individual chiefdoms for allocation to individu-
als for cultivation, residence and communal grazing,
but not for ownership.*’” SNL is allocated through the
kukhonta tradition whereby men pledge allegiance to
chiefdoms in exchange for land rights.“”® Women are
barred from performing kukhonta, though they have
been allocated land by chiefs, for example through pro-
grams which grant land access for commercial
use.*’Some women have formed co-operatives to take
advantage of such programs.® Individual ownership of
TDL is permitted for residential, business and commer-
cial agricultural use.” While women can own and reg-
ister businesses in their own names, women married in
community of property cannot own land or secure
loans, making them reliant on their husband’s signa-
tures. This leaves women’s enterprises vulnerable
because men can sell or otherwise dispose of their
wives’ business lands or his family can claim them
upon his death.” Crown Land can also be sold to indi-
viduals; some has been allocated on a “temporary”
basis stretching into years but without formal rights.®
Of particular note is that while the new Constitution
permits women to own land, those rights extend only to
land to be used for “normal domestic purposes.”%
Thus, it remains to be seen what the impact of the new
provision will be on women’s access to property.
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Health Care System

The most recent statistics available indicate that Swazi-
land’s total health expenditure, both public and private,
dropped from 6.4 percent of the GDP in 1999 to 5.8 per-
cent in 2003.°” The Government spends 10.9 percent of
its annual budget on health care.’%

The country’s health care system is comprised of
modern health centers and traditional healers, with
much of the general populace relying on both for
care.®” The national system is decentralized into the
four regions but overseen at the central level.*®® Private
and public clinics operate throughout the country and
Rural Health Motivators educate local communities
about condom use, sanitation, breastfeeding and gen-
eral disease prevention.”” Eighty percent of the popula-
tion lives within eight kilometers of a facility that
provides at least antenatal care,””though problems
exist regarding access for certain rural communities
due to the lack of public transport and persistent
poverty.”"" There are approximately 0.2 physicians avail-
able for every 1,000 people®'? and one nurse for every
356 people.”™ Swazi nurses rallied in 2002 and 2004 for
pay raises, winning a 7.5 percent increase in 2002.°"
Despite this, between 100 and 150 nurses are esti-
mated to leave the profession each year as a result of
low pay, lack of HIV/AIDS training and personal
assaults,”" while the Mbabane and Manzini hospitals
graduate approximately 100 new nurses each year.*'

Traditional healers continue to play a significant role
in providing health services, for HIV and other ailments,
particularly in rural areas with little access to modern
medicine.’” Many Swazis consult both traditional heal-
ers and modern health centers when they fall ill.5"®
WHO/AFRO statistics have reported one traditional
healer per every 100 people.’” Medicines derived from
plants play a large role in traditional Swazi healing.’®

After Swaziland gained independence, life
expectancy rose to 65 years for women and 58 years for
men.*'In 2004, life expectancy for women and men was
31.3 years.”” The infant mortality ratio stood at 108
deaths/1,000 live births in 2004.°” That same year, the
probability of a child dying under five years of age was
163/1,000 live births for boys and 150/1,000 for girls.*?

HIV/AIDS Epidemic

In March 2004, Swaziland officially became the country
with the world’s highest HIV prevalence.’® That year,
Botswana’'s HIV-positive adult population dropped
from 38.8 percent of all adults to 37.5 percent while

Swaziland’s remained at 38.6 percent of the total adult
population. %

Since 1992 the Government has been conducting
sentinel sero-surveillance surveys at antenatal clinics
every other year, with the cooperation of WHO.** The
most recent survey based on estimates derived from
2,467 blood samples taken from pregnant women visit-
ing antenatal care health centers in August to October
2006, found a prevalence of 39.2 percent, **® as com-
pared with 42.6 percent in 2004.°% A similar survey
revealed an infection level of just 3.9 percent in 1992.5%
That was six years after the first case of HIV infection in
the Kingdom was identified.*'

According to the 2006 surveillance data, 41 percent of
HIV-positive Swazi women are from urban areas as com-
pared to 36.9 percent from rural regions.”® The preva-
lence of infection fell for women ages 15-29, but rose for
women in the 30-34 and 35-39 age groups.”® Pregnant
women ages 25-29 had the highest prevalence, 48 per-
cent, a decline from 56.3 percent in 2004, and close to
the 2002 prevalence, 47.7 percent.”® Unmarried preg-
nant women previously married or living with their part-
ners had the highest HIV prevalence, 51.2 percent.®®®
Women with tertiary and higher education had the low-
est levels of infection compared with women with lower
levels of education or vocational training.>*

Women are disproportionately affected by the
HIV/AIDS epidemic in Swaziland. Of the 220,000 adults
in Swaziland estimated to be HIV-positive at the end of
2005, 120,000 — 54.5 percent — were women.*” UNDP
reported that 52.8 percent of female hospital in-
patients in Swaziland were HIV-positive at the end of
2003, compared with 45.6 percent of male patients.>®

Unequal power relations between men and women
and gender discrimination disadvantaging women are
key factors underlying the higher prevalence of HIV in
women in Swaziland.”® Intergenerational sexual trans-
mission has been cited as a major driving force behind
Swaziland’s HIV/AIDS epidemic and, in particular, for
its gender disparity.**® Moreover, while polygamy itself
is not seen as a cause per se of HIV transmission, infi-
delity within polygamous marriage can increase infec-
tion rates among women®' in a manner similar to the
dynamics seen in other multiple concurrent (and seriall
sexual partnerships.*?

As is the case elsewhere in the region, gender
inequality and poverty are driving the epidemic’s dis-
proportionate effect on women.** For example, rising
food insecurity among an increasing number of female-
headed households has been faulted for forcing women
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into high-risk sexual behavior such as exchanging sex-
ual intercourse for food, money or other resources.®*
As mentioned above, high mobility both within and out
of Swaziland has also been cited as a factor in the
country’s HIV/AIDS epidemic.’*® Studies have shown
that many men work away from home in urban Swazi-
land or the South African mines, increasing the rate of
multiple partnerships, sexually transmitted diseases
and thus risk of HIV infection.**

Traditional practices have also been identified as
possible factors in the epidemic. In 2001 the King
revived the customary practice of umcwasho by royal
decree with the intention that it serve as a means by
which to curb HIV infection.®” Umcwasho are tradi-
tional woolen tassels young women wear to indicate
their sexual abstinence.®® The revival was received with
mixed reviews within Swaziland® and was repealed in
2005, one year earlier than planned.” Months into the
ban, the King himself paid the traditional fine of one
cow to the father of a 17-year-old woman with whom he
broke the chastity vow.”™' He chose his 13" fiancée in
2005 after he saw her at the annual reed dance in which
virgins dance for the King and he can choose his next
wife from among the dancers.” Moreover, while cus-
tomary polygamy has come under fire from HIV/AIDS
activists as facilitating the spread of the epidemic, King
Mswati Ill has defended it by blaming individual infi-
delity rather than the practice itself for the epidemic.

Traditional health practices also increase the risk of
contracting HIV. For instance, kugata, during which inci-
sions are made in the skin to administer traditional med-
icines, is potentially dangerous, since kugata blades are
customarily not cleaned between uses.”™ Some healers
have claimed to be able to cure AIDS through a cleansing
ritual of goat slaughter and herbal medicine injection
which could lead to misplaced belief of being cured.*

Like many countries in southern Africa, Swaziland is
feeling the economic effects of the HIV/AIDS epidemic
and a shrinking workforce. UNAIDS has estimated that
AIDS-related deaths would account for a 41 percent
decrease in Swaziland’s population between 2002 and
2015.°°°In 2005 alone an estimated 16,000 Swazis died
of AIDS.** Those affected by the disease come dispro-
portionately from society’s working population.® The
loss of its economically productive citizens is straining
Swaziland's health care structure and raising the num-
ber of dependents who cannot generate income to sus-
tain themselves.”® It is estimated that Swaziland is
currently home to 63,000 children orphaned by AIDS.***
The Swazi government expects that the country will be

home to 120,000 orphans by 2010.> The United Nations
Children’s Fund (UNICEF) estimates that AIDS will be
the cause of 82 percent of the orphaned population.®’

Swaziland HIV/AIDS Policy

Governmental and Organizational Response

The first case of HIV was identified in Swaziland in
1986.%% In response, the Government created the
National AIDS Prevention and Control Programme
(NAPCP] in the Ministry of Health and Social Welfare
that same year.’®® Two years later, with the help of
WHO, the program was expanded and renamed the
Swaziland National AIDS/STI Programme (SNAP].
SNAP’s mandate is to reduce HIV and STl transmission
through information, education and communication
campaigns.® In 1999, King Mswati Il declared
HIV/AIDS a national disaster.** The Government created
the National Emergency Response Committee on
HIV/AIDS (NERCHA] in 2001 to oversee and coordinate a
comprehensive and multisectoral approach to manag-
ing the epidemic,®® operating under the National
Strategic Plan for HIV and AIDS (2000-2005).%¢’

A comprehensive review of the strategic response
plan was commissioned and produced in 2005 to guide
NERCHA and other stakeholders in developing a second
strategic plan for the next three years.*® The result was
the Second Multisectoral HIV and AIDS Strategic Plan
2006-8>" and the National Multisectoral HIV and AIDS
Policy.””® Whereas the first National Plan focused on risk
reduction, response management and impact mitiga-
tion,*”" the current strategy incorporates prevention;
care, support and treatment; and management of the
national response as an “urgent priority,” and empha-
sizes comprehension and scaling up. The Policy puts
forth as three of its guiding principles respect for
human rights, compliance with international and
national laws, and gender equality and equity.%’? More-
over, women'’s sexual and reproductive rights and pro-
tection of women against gender-based violence and
traditional practices negatively affecting their health are
explicitly endorsed.’”

The Swazi government reported that it spent US$4.1
million on HIV/AIDS in 2005.%7

The international community is also involved in
Swaziland'’s fight against HIV/AIDS. For example, WHO
and several UN agencies facilitate Swaziland’s United
Nations Theme Group on HIV/AIDS, a joint policy and
strategy collective.””® In 2004 the Theme Group,
together with Support to International Partnership
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Against AIDS in Africa, assisted PLWA support groups
to conduct a rapid assessment of local organizations
that work with PLWA.*" Also in 2004, the Theme Group
helped create the Swaziland Partnership Forum on HIV
and AIDS to bolster "“multisectoral cooperation and
resource mobilization efforts for HIV and AIDS.”"” The
group also assisted in the establishment of a national
PLWA network, the Swaziland National Network of
People Living with HIV and AIDS (SWANNEPHA], which
advocates for PLWA.*"® In 2000, Swaziland's chapter of
the Alliance of Mayors and Municipal Leaders on
HIV/AIDS in Africa (AMICAALL) formed in Manzini.*”
AMICAALL addresses the social, economic, cultural,
and political impacts and drivers of the epidemic in
Swaziland’s municipalities.®® Since its inception, AMI-
CAALL has established and strengthened 40 feeding
centers to ease food insecurity as a result of
HIV/AIDS.?®" The alliance has also promoted PMTCT
services, trained home-based care volunteers and
facilitated monitoring and evaluation projects.”®

In 2005, the Global Fund to Fight HIV/AIDS, Tubercu-
losis and Malaria contributed US$4,318,890 to Swazi-
land for Mother to Child Transmission services, VCT,
ARV treatment, blood bank safety measures and legal
assistance to PLWA.*® |n 2004, the European Union
gave US$2.85 million and the World Bank gave US$0.4
million for HIV/AIDS prevention and treatment.”

In 2005, the United States reported that it was provid-
ing US$32 million to several HIV/AIDS-related initiatives
in Swaziland through a variety of agencies, including the
Global Fund to Fight HIV/AIDS, Tuberculosis and
Malaria.”® The United States Agency for International
Development’s (USAID) Regional HIV/AIDS Program in
South Africa supports a number of projects in Swaziland
through faith-based, non-governmental and community-
based organizations, including orphan care, palliative
treatment and community preparation for ARVs.*® The
US Embassy’s International Visitor Exchange program
trains Swazis in-country and sponsors study tours to the
United States to share HIV/AIDS fighting strategies.®® In
2005, the US Ambassador’s Girls Scholarship Program
committed US$210,000 to the provision of basic educa-
tion for 1,000 Swazi girls who have been orphaned,
abused or live with HIV/AIDS.*® USAID, through MEA-
SURE DHS, also supported a Demographic and Health
Survey in Swaziland in the first four months of 2006.%

A number of Swazi non-governmental and commu-
nity-based organizations have been created to address
HIV/AIDS. These include The AIDS Information and
Support Center (TASC]), which in 1993 became the first

organization to offer free voluntary counseling and test-
ing to PLWA.** TASC in turn created the first support
group for PLWA, the Swaziland AIDS Support Organiza-
tion (SASQO) that same year.’”' Like other support
groups, SASO also advocates at the national level for
the rights of PLWA.*? In 2001, Swazis for Positive Living
(SWAPOL) was formed by several HIV-positive
women®”? who approached Swaziland’s UNICEF repre-
sentative for support.®” With funds from its own agri-
cultural projects in addition to UNICEF and other donor
assistance, SWAPOL educates communities, trains
caregivers, provides medical and home-based care to
PLWA and assists abused women and children.*”® Rural
Health Motivators, nurses, Swaziland Hospice at Home
and the Family Life Association of Swaziland (FLAS), a
youth sexual and reproductive health services NGO,
also lead prevention activities at the homestead level.*”
SWAPOL, SASO and Women Together have organized
counseling and testing initiatives and provide support
to PLWA.*” The Nhlangano AIDS Training and Informa-
tion Counseling Center (NATICC) is an education and
counseling organization formed in 2002 in the Shisel-
weni region.*”® The southern Africa regional office of
the International Community of Women Living with
HIV/AIDS opened in Mbabane in April 2004. In collabo-
ration with the POLICY Project, this advocacy network
focuses on gender equality, universal access to care
and treatment and women'’s participation in decision
making at all levels.*” Many of these organizations
have worked together through CANGO, the Coordina-
tion Assembly of Non-Governmental Organizations,
which in 2006 organized workshops with NGOs working
on HIV/AIDS, NERCHA and the Ministry of Health to
enhance collaboration among these agencies.”

The Swaziland Infant Nutrition Action Network
(SINAN]J, a local NGO and Secure the Future, an initiative
of Bristol Meyers Squibb, as well as the Ministry of
Health and Social Welfare, oversee PMTCT programs
which provide, without charge, hospital delivery, ARV
prophylaxis for mother and child, treatment of oppor-
tunistic infections, male and female condoms, VCT serv-
ices during pregnancy, food supplements for the mother
and child and infant formula.®”’ PMTCT also offers ARV
treatment to women and families at certain sites.®*?

Various organizations and government ministries
are struggling to care for Swaziland’s growing AIDS
orphan population. The Government has asked chiefs
to forego the practice of redistributing a deceased
man’s land in favor of letting the deceased’s orphans
remain on it.°* The traditional practice of the “chief’s

72 EPIDEMIC OF INEQUALITY: WOMEN'S RIGHTS AND HIV/AIDS IN BOTSWANA & SWAZILAND



field” has also proven useful. Custom provides for a
plot of land to be reserved for growing communal vil-
lage supplies, to be drawn upon in times of drought and
other emergencies.®™ The Government asked the 366
chiefs to create such plots for orphans and, by Septem-
ber 2002, 190 had started designating some cropland
for such use.®®However, of the 190 fields that were
planted in 2003, only 12 percent were able to produce
enough food to feed the area’s orphans.®

Swazi media has been criticized for failing to com-
prehensively address the HIV/AIDS epidemic as a result
of strict government regulation, cultural taboos and
lack of capacity.®”” While many Swazis receive informa-
tion via radio, HIV/AIDS is often relegated to unpopular
health education programs.®® The state owns much of
the media in the country and keeps tight reins on its
content, barring any reports that suggest critique of the
Government.®® In 2003, NERCHA established a com-
munications office to assist media outlets to craft
HIV/AIDS awareness programming.®’® Some activities
resulting from this initiative include a weekly HIV/AIDS
column in the Times of Swaziland as well as weekly
HIV/AIDS briefings at NERCHA.®"" The Media Institute of
Southern Africa has a Swaziland chapter focused on
creating a legal framework for realization of the right to
freedom of information, educating civil society on this
right, monitoring violations and integrating a gender
perspective, among other activities.®'?

Prevention/Education

A review by the Swazi government in 2005 found that
programs designed to communicate information and
promote behavioral change were not coordinated at a
national level, had not been adequately evaluated as to
effectiveness and lacked an overarching communica-
tions strategy.®” The Swazi Government reported to the
2006 UN General Assembly’s Special Session on
HIV/AIDS ([UNGASS) meeting that only 47 percent of 15 to
24-year olds were able to identify at least one way that
HIV is prevented.t™ Swaziland also lacks national poli-
cies on the prevention of mother-to-child transmission
and on addressing HIV and AIDS in the workplace.®"

In April 2003, Chief Madelezi Masilela of Vusweni
area, 40 kilometers southeast of Mbabane, became the
first traditional leader to publicly admit his HIV-positive
status.®’ He said he contracted the virus through the
practice of widow inheritance, meaning that he “inher-
ited” and married his sister-in-law after his brother
died of AIDS.*" Chief Masilela urged his subjects to get
tested and practice safe sex.*'

The Ministry of Health is also working with tradi-
tional healers to build upon healers’ access to patients
and improve patient education and care.®'” Healers are
encouraged to sterilize any invasive implements to con-
duct kugata.*”® Some healers also distribute con-
doms.*”

A 2006 NERCHA prevention campaign was controver-
sial and has been strongly criticized by PLWA and
women'’s groups. Called “Makhwapheni Uyabulala” (“a
secret lover kills”], it included SMS text messages imi-
tating lovers’ solicitations sent to thousands of mobile
phones. The campaign was publicly denounced by
organizations including SWANNEPHA, for being insult-
ing to PLWA and suggesting that they irresponsibly have
multiple sexual partners.®> Women’s groups raised
concerns of gender discrimination in the portrayal of
women in the campaign, pointing out that makhwapheni
is an insulting term in Swazi culture when referring to
women, and fearing that women already stigmatized as
transmitting HIV to their partners, and female PLWA in
particular, would be further marginalized by the
impression that they are seeking, and have been
infected due to, risky, adulterous relationships.®?

Testing

Despite the prevalence of HIV in Swaziland, widespread
testing has been a relatively recent practice. Insurance
companies usually require HIV tests of life insurance
applicants.? If applicants test positive they are often
denied policies.®”® The national army, the Umbutfo
Swaziland Defense Force, announced in February 2004
that it would begin mandatory, anonymous HIV testing
for its 3,500 members.®® Though staff would be able to
receive their results and voluntary counseling and
treatment upon request, the policy is aimed more at
measuring the scope of infection rather than identifying
infected individuals.®”

The central element of the Government’s testing policy
in the past few years has been the creation of 22 VCTs,
with several in each of the country’s four districts, the
majority located within other health facilities.®® The cen-
ters offer pre- and post-test counseling and some rapid
testing services.®” The testing policy has faced imple-
mentation challenges. For example, in 2005 it was deter-
mined that that the recruitment and training of additional
counselors were not keeping up with the demand for
testing services.®® In addition, some centers were found
to keep poor records, fail to protect confidentiality and
lack strong links with community-based organizations
that provide support services for people with HIV.¢*!
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Moreover, despite educational campaigns to promote
HIV testing, many of those at risk are afraid of being
tested.® Such fears could stem from the fact that Swazi-
land remains an inhospitable environment for people
with HIV because of associated stigma and the difficulty
of preventing or redressing HIV/AIDS-related discrimi-
nation.®* For example, women have been driven from
their homes after disclosing their HIV-positive status.®*

Treatment

Swaziland has recently begun to provide HIV/AIDS
treatment. When the National Strategic Plan was
drawn up in 2000, only a few private clinics offered
access to ARVs.®® In August 2002, the Government of
Swaziland promised to make ARVs available to HIV-
positive mothers and rape survivors “soon” at public
health facilities, with an eye toward eventually expand-
ing the service to all HIV-positive citizens, as well as
increasing training and counseling services.®**In Janu-
ary 2004, the Ministry of Health and Social Welfare
launched an effort to make ARVs available without cost
on a national level.®*” In September 2005, the most
recent estimate, NERCHA reported that 14,500 patients
had enrolled in ARV treatment.®®

As of early 2005, treatment was free at six public
hospitals around the country, but many patients who
live in rural areas still found it difficult to access such
treatment.®*” Additionally, because of the rising number
of individuals seeking treatment, the inadequately
staffed and supplied centers find themselves unable to
cope with the demand.®® In November 2005, for exam-
ple, public hospitals in Mbabane, Siteki (in eastern
Swaziland] and Hlatikhulu (in southern Shiselweni Dis-
trict) reported ARV shortages®' due in part to a deci-
sion by the Global Fund to Fight AIDS, Tuberculosis and
Malaria to suspend funding for drug distribution pend-
ing the meeting of certain requirements, including the
implementation of management systems.**

The estimated cost of treating one patient with ARVs
for one year in Swaziland was US$380 in January
2004.% By spring 2005, the cost had fallen to between
US$150 and US$170.% Swaziland participated in WHO's
“3 by 5 Campaign,” aimed at providing 3 million people
in developing and “transitional” countries with ARVs by
2005.%° WHO estimated the number of Swazis in need of
ARVs to be 32,000 by 2005 and committed to providing
treatment to half of them.** The major sources of fund-
ing for ARV treatment in Swaziland are the Global Fund,
the Swazi government and the private sector.®*’ For
example, Royal Swaziland Sugar Corporation and South

African Paper and Pulp Industry Usuthu purchase their
own ARVs for distribution to employees.*®

Despite the influx of funds, lack of adequate infra-
structure remains a roadblock in the delivery of
HIV/AIDS treatment in Swaziland. The country’s lack of
a national drug-testing facility prompted its exclusion
from a fourteen-country, US-backed program promot-
ing ARVs for pregnant women, which in turn prevented
Swaziland from being included in PEPFAR.®

A 1990s survey indicated that the majority of Swazis
consult traditional healers as their first mode of health
care.®® There were an estimated 3,000 healers working
in Swaziland in 2003.®" That same year, Swaziland's Tra-
ditional Healers Association reported that 20 percent of
workers diagnosed with HIV in the northern sugar belt
had consulted healers after their diagnosis, with many
claiming to have been bewitched.®*In light of people’s
reliance on traditional medicine for knowledge about HIV
prevention and transmission, as well as treatment, the
Ministry of Health and Social Welfare (MOHSW)] has
recruited tinyango (traditional medicine men and
women) to assist in HIV treatment such as counseling.®*®

Home-based care for PLWA is provided by volunteer or
nominally-paid caregivers who are overwhelmingly
female. MOHSW provides approximately 5,500 caregivers,
who are trained by UNAIDS, with US$17 monthly stipends
each, but this is not nearly enough to meet expenses.®*
Moreover, due to high demand, many caregivers receive
no compensation for their services which include feeding,
washing, dressing and advising HIV-positive patients.®*

Women'’s Status

Swaziland’s prolonged status as an absolute monarchy
has raised concerns about its human rights policies.
Nonetheless, Swaziland has signed, ratified or acceded
to several important international human rights docu-
ments. Swaziland has acceded to the Convention on the
Elimination of All Forms of Discrimination against
Women,® the International Covenant on Civil and Polit-
ical Rights,*” the International Covenant on Economic,
Social and Cultural Rights,*® and the International Con-
vention Against Torture.®® The obligations under these
treaties were accepted without entering any reserva-
tions. It has ratified the Convention on the Rights of the
Child®*® and the African Charter on Human and People’s
Rights.®' Swaziland has signed the African Charter on
the Rights and Welfare of the Child**? as well as the Pro-
tocol to the African Charter on Human and Peoples’
Rights on the Rights of Women.*®
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Legal Status

The legal rights of Swazi women are unclear given the
country’s dual legal system and pending implementa-
tion of the new Constitution. The new Constitution con-
tains some victories for Swazi women, including equal
access for Swazis to land “for normal domestic pur-
poses”®“and the right of women to be free from cus-
toms to which they are opposed.®® Yet, at present, many
Swazi people continue to adhere to customary law, par-
ticularly in rural areas.®* While there have been consul-
tations on the development of draft legislation to reform
and consolidate customary and civil law relating to mar-
riage, property and inheritance rights for women, the
Attorney General's office has not yet completed work on
the bill and the situation is unclear pending the passage
of new laws implementing the constitutional provisions
and their interpretation by the courts.®” Women'’s lives
remain highly constricted by traditional cultural rites
and many aspects of customary law, which limit their
rights and ability to own land, inherit property, find
employment and conduct business.®®

Much of Swazi women’s economic and societal vul-
nerability stems from the fact that, upon marriage, they
assume a legal status comparable to that of a minor
child, unless a couple is explicitly married “out of com-
munity of property,” in which case the husband does not
have marital power.®*’ Marital power prohibits women
from securing bank loans, opening bank accounts, leav-
ing the country,”” making major decisions, registering
property in their names or suing in court without their
husbands’ permission.®”' The practice of polygamy,
while less prevalent than in the past, further entrenches
discrimination against women. Although civil law does
not recognize the practice, customary law allows men to
take an unlimited number of wives. ¢”2

Further evidence of women’s subordinate status in
customary law is revealed in marriage rites. As in some
other African countries, many Swazi marriages involve
payment of a bride price, or lobola.®” In kwendiziswa, a
traditional method of marriage, a young woman'’s
father negotiates her marriage as an economic trans-
action.®”* Typically, lobola is exchanged as cattle,
although cash is increasingly being substituted.®” In
some traditional settings, a woman need only be
smeared with ochre to signify that a marriage has taken
place.®” Custom dictates that the woman be informed
of the ritual in advance, but there have been cases
where she has been not been warned beforehand.®”’

Customary marriage rites and laws reinforce the
concept that women’s social and familial status is

derived from their reproductive role. For example,
lobola can be recalled if a woman fails to fulfill her
reproductive or labor capacities.*’”* Moreover, if a
woman is found to be infertile, her biological family may
give her husband an aunt or sister as a surrogate mate
or inhlanti (“substitute wife”) rather than return the
lobola to the husband’s family.®” The inhlanti does not
keep her children, since her role was simply to provide
offspring in lieu of the woman who did not. Likewise, if
a man impregnates a woman or girl before she is mar-
ried, he must pay a fine to the girl's father in compensa-
tion for the lobola the family will lose in trying to marry
off a daughter who is no longer a virgin.®®

Upon her husband’s death, a woman’s life is further
ruled by custom. For example, kuzila, mourning rites,
outline the protocol for a widow’s behavior for months
to years.®®' Widows are expected to wear black gowns
for up to three years.®® Because widows are believed to
be omens of bad luck, they are generally prohibited
from socializing with others, especially men.®® These
and other customs have created conflicts for women
who work in environments where observing such
behavior is difficult, further endangering their eco-
nomic well-being by threatening their jobs. Further-
more, in-laws may seek to usurp ownership of land and
property because the widow is not allowed inside a
courtroom while in mourning. The widow herself is
sometimes married, even without consent, to her late
husband’s brother, as in the practice of kungenwa.*®®

Swazi women also face struggles to fulfill their
rights in the civil legal system. Maintenance, for
instance, is a general term allowing for the provision of
basic necessities of life. It can be claimed from a hus-
band by a wife, parents from children and grandchil-
dren from grandparents.®® The 1970 Maintenance Act
of the Swazi civil law system obligates both parents to
provide for children.®®” However, if a child is born out-
side of marriage and the woman demands mainte-
nance from her male partner, customary law gives him
the right to “buy” his child from the maternal grandfa-
ther for the price of one cow for a boy and two cows for
a girl.*® The grandfather cannot refuse even if the
mother objects.®®’ The possibility of losing one’s chil-
dren prevents many women from making maintenance
claims,*® preferring to struggle to care for their chil-
dren in exchange for being able to keep them.

There is no specific law criminalizing domestic vio-
lence in the Swazi civil law system. Therefore, domestic
violence complaints must be brought under general
assault or rape laws,*”' which exclude marital rape.®’
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Though the police, magistrates and a small number of
NGOs, such as WLSA and the Swaziland Action Group
Against Abuse (SWAGAA] provide some recourse for
women experiencing abuse,*”their effectiveness is
often limited by women’s low social and legal status
and the limitations of civil law.

In 2005, Prime Minister Dlamini announced that he
had instructed the Minister of Justice and Constitu-
tional Affairs to draft a bill offering victims of domestic
violence civil legal remedies.®” Certain provisions of
the draft bill on sexual offenses and domestic violence
raised concerns about human rights, including those of
PLWA. For example, the draft bill labeled the failure to
disclose HIV status to one’s sexual partner as fraud.”
Given that women are more often aware of their HIV
status than men, this provision put women at increased
risk of violence as a result of the disclosure require-
ment.*” The bill also prescribed the death penalty for
cases in which HIV/AIDS is an aggravating factor. This
could discourage men from learning their HIV status.”’
In the past, rapists had been able to avoid prosecution
by marrying their victims.**In addition to legal hurdles,
women’s economic vulnerability often makes them
reluctant to report abuse.®”” There is a new version of
the bill which addresses some of these concerns, but
the Minister of Justice has not acted on it to-date.”®

Socio-Economic Status

Swazi women are economically disadvantaged as com-
pared to Swazi men. In 2004, Swazi women earned an
estimated PPP (purchasing power parity) of US$2,576
peryear, 29 percent of men’s income.””" However, some
Swazi women are assuming control over their eco-
nomic destinies. A 2003 study by Swaziland’s Ministry
of Enterprise and Employment indicated that over 70
percent of small businesses are owned by women.”"
Due to restricted land laws, however, while businesses
can be registered in women’s names, the land upon
which they operate can only be owned by men.”®
Women are typically relegated to the informal sector,
such as produce markets, or to small enterprises, such
as hair salons, tailors and restaurants.’® A third of
Swazi households are headed by females.”
Education levels are comparable between Swazi
men and women, with men enjoying a slight advantage
over women. Approximately 59 percent of men attend
primary and secondary school and tertiary institution
compared with 57 percent of women.”® Literacy rates
reflect a similar relationship, with just over 78 percent
of women over the age of 15 being literate, compared to
more than 80 percent of men in the same age group.””’

Health Indicators and Access

While women’s health in Swaziland is neglected, their
cultural status as caregivers compels them to tend to
others even when they themselves are ailing.” Seventy
percent of pregnant Swazi women give birth in the
presence of skilled health personnel.”” The adjusted
maternal mortality ratio for Swaziland was 370 mater-
nal deaths per 100,000 live births in 2000”"° and the
total fertility rate, or the number of lifetime births per
woman, was 3.7 in 2005."" In 2005, the teen pregnancy
rate was 36 births per 1000 women ages 15 to 19 years
old; this data only accounts for live births.”'? Swaziland
has no statutory law on abortion.” The practice is gen-
erally governed by principles of Roman-Dutch law
which preclude abortion except in cases where the
woman’s mental health or the life of the mother or
child is in jeopardy.”"

General Gender Policy

Since the United Nations Fourth World Conference for
Women held in Beijing in 1995, Swaziland has taken a
number of steps to place women’s issues on the
national agenda, though to date Swaziland has not for-
mally approved a national gender policy.”” In 1996, the
Government created a Gender Coordination Unit (GCU)
in the Ministry of Home Affairs.”” The GCU is charged
with mainstreaming gender into all sectors of national
development.”” The government also appointed a
“gender focal point” for each sector of the executive
and established the Swaziland Committee on Gender
and Women'’s Affairs, a group of government, non-gov-
ernmental and private sector representatives who are
responsible for drafting a gender program.’”'® The
United Nations agencies also contain gender focal
points.”" In 2001, UNDP, UNESCO, UNIFEM and the
World Bank created “An Integrated Approach to Gender
Equality in Swaziland,” an initiative intended to assist
the Swazi Government in “examining gender issues and
formulating a national gender policy.”’® The Gender
Consortium is a non-governmental organization that is
charged with mainstreaming gender into various gov-
ernment and non-profit sectors.”

Women accounted for just under 17 percent of par-
liamentarians in 2006.7% In 2003 the King appointed two
women as House members and seven as senators.’”
Five women were popularly elected to the House.”* A
Parliamentary Women’s Caucus has been created to
build the capacity of women representatives so that
they can better influence the policy-making process
and plan for gender equality throughout the country.”?
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There are several Swazi NGOs that address women'’s
issues. WLSA, a regional women’s rights NGO, has a
national office in Mbabane.”? WLSA conducts research,
advocacy and lobbying on women’s issues.” It also
provides gender-rights training and related educa-
tional materials.””® Umtapo Wa Bomake, also known as
the Women’s Resource Centre, began in 19927% but has
since closed. It provided enterprise skills training to

rural women and advocated for the repeal of discrimi-
natory legislation and cultural practices.”® FLAS was
founded in 1979 as a sexual and reproductive health
organization.” FLAS operates clinics targeting youth
ages 10-24 in Manzini and Mbabane.”™ These clinics
offer reproductive health services, information and
education.” FLAS specifically targets gender-sensitive
issues such as maternal mortality, unsafe abortion and
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VIl. SWAZILAND PHR STUDY FINDINGS

from the Swaziland community survey and PLWA
and key informant interviews. Key findings include:

1) Participant Characteristics: More women than
men surveyed reported food insufficiency, lower
incomes, lower education levels and having at least one
dependent. Of the PLWA interviewed, the majority
female, 48 out of 58 reported having experienced the
lack of food or water at some point. Fifty-two were car-
ing for 2 or more dependents and 40 had not completed
high school. The poverty of female PLWA in Swaziland
was also highlighted by key informants.

2] Knowledge of HIV: The majority of community sur-
vey participants correctly answered questions about HIV
prevention and transmission, with no statistically signifi-
cant sex differences. Gaps in knowledge, such as
attributing HIV infection to mosquito bites (34 percent of
participants), were also evident, however. PLWA cited
condom use as particularly subject to myths and stigma-
tization. Key informants reported that blaming women
for HIV/AIDS was prevalent in rural communities.

3) HIV Testing: 59 percent of those surveyed reported
access to HIV testing in their community, but 78 percent
had not yet tested. Being afraid or not ready to know
their HIV status was the most common reason for not
testing (43 percent), and wanting to know one’s status
the most prevalent reason for having tested (58 percent)
for those who had done so. Forty-one percent did not feel
they could refuse the test, though the majority had made
the decision to test, had a confidential test and received
pre- and post-test counseling. While more women had
tested than men, the most common barriers and facilita-
tors and testing experiences did not differ based on sex.
PLWA reported both gender-related barriers to testing
and financial and geographical barriers to access.

4) HIV-Related Stigma and Discrimination: 61 per-
cent of women and men surveyed held at least one stig-
matizing or discriminatory attitude toward PLWA. Many
expressed the fear of being stigmatized should they
test positive for HIV and have that status disclosed to
their partners, families, work or communities. Women
reported higher levels of fear of stigma than did men.
While most PLWA had disclosed their status to others

This chapter presents the most significant results

and reported positive consequences of that disclosure,
the majority also recounted experiences of stigma and
discrimination. Twenty out of 58 PLWA confirmed that
experiences of poor treatment were worse for women
than for men living with HIV/AIDS in Swaziland and
most key informants interviewed agreed.

5) Sexual Risk: Women surveyed lacked control over
the decision of when to have sex (40 percent) or use a
condom (18 percent) proportionally more than men (3
percent in each category]. Thirty-four percent of
women and 4 percent of men reported not using a con-
dom at least once in the past year because their part-
ner refused to do so. Eight percent of women and 39
percent of men reported having more than one sexual
partner in that time period. A majority of PLWA
reported a reduction in the number of partners and
more routine use of condoms after discovering their
status. However, 16 out of 45 women reported that they
lacked control over the decision of when to have sex, as
compared with none of the 13 men interviewed. Key
informants discussed the underlying socialization to
female subservience and the disempowerment of
women that underlie risky sexual practices.

6) Gender Discriminatory Beliefs: 97 percent of those
surveyed held at least one gender discriminatory belief
and the majority reported 3 or more such beliefs. The
majority also held beliefs in women’s rights and equality.
Holding either type of belief predicted sexual risk taking.
For example, women and men who felt that men should
control decisions in relationships with women had nearly
twice the odds of unprotected sex with a non-primary
partner than those who did not. Conversely, participants
who agreed that women should be able to end relation-
ships with men had 50 percent decreased odds of unpro-
tected sex as compared with those who disagreed.

7) Leadership on HIV/AIDS: Participants in the com-
munity survey found all leaders wanting on every domain
of inquiry, including spending on HIV prevention, setting
a good example in personal behavior, meeting the basic
needs of those infected and affected by HIV/AIDS, oppos-
ing poor treatment of PLWA and protecting women and
children from abuse. Chiefs and national political lead-
ers in particular were faulted. PLWA cited some accom-
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plishments by leaders, but criticized their failure to go
beyond rhetoric to action, as did key informants who
noted the detrimental failure to move from draft policies
to commitment and implementation.

Throughout this chapter, where sex differences are
statistically significant (p&0.05), the sex stratified data
are presented.

Characteristics of Study Participants

Community survey participants were 788 adult men
and women from all four regions of Swaziland.”™ Their
characteristics are reported in Table 1. Fifty percent
were women and the mean age for the total sample
was 29 years. Women were more likely to affirm than
men that they had problems getting enough food to eat
in the past year: 38 percent of women versus 29 percent
of men surveyed. Of these, 65 percent of women and

men reported that food or water shortages had affected
their health care decisions; 82 percent of women and
men said that these shortages had affected their ability
to support dependents; and 85 percent of women and
men reported that these shortages had made them
economically dependent on someone else.

Thirty-nine percent of women and 28 percent of men
were married and 25 percent of marriages were polyg-
amous.” Forty-six percent of women and 42 percent of
men lived with a sexual partner or spouse. Eighteen
percent of women and 19 percent of men were unmar-
ried and living with a sexual partner. Seventy-two per-
cent of women and 62 percent of men had one or more
dependents. Thirty-six percent of women, compared
with 48 percent of men, had completed Form 5 (high
school) or a higher level of education. Fifty-eight per-
cent of female participants lived in an urban area and

TABLE 1: Characteristics of Swaziland Community Survey Participants (N=788)**

Participant Characteristics

p value**

Mean age

Marital/Partner Status
Married
Unmarried, living w/ sexual partner
Ever Widowed

Having > or = 1 Dependent

Urban Residence
Rural Residence

Monthly Household Income
< 5,000 Emalangeni (approx. US$821)™*
> or = 5,000 Emalangeni

Monthly Household Income
< or = 1,000 Botswana pula (approximately US$220
> 1,000 Botswana pula

Receiving assistance from government
(money, food, supplies, etc.) to care for
PLWA or orphans

< High School (Form 5) Education’
> or = High School (Form 5)

Problems getting enough to eat, past 12 months

Seen by a medical doctor in the past 12 months

30 29 0.2578

157(39) 112(28)

73(18) 75(19) 0.003

26(7) 18(5)

286 (72) 240(62) 0.048

228(58) 196(50) 0.040
168(42) 194(50)

357(90) 327(84) 0.014

40(10) 62(16)

326(50) 242(39) 0.000
321(50) 371(61)

50(13) 31(8) 0.032
254 (64) 204 (52) 0.005
143 (36) 186 (48)

150(38) 111(29) 0.004
273(69) 191(49) 0.000

*The sex of one individual is missing; for sex-stratified data, N=787.
**P values refer to the statistical significance of the difference between women’s and men’s responses.
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42 percentin rural areas; male participants lived
almost equally in urban and rural areas.

In addition to being less educated than men, women
had lower incomes and were more likely to be receiving
assistance from the Government, such as money food or
supplies, to care for PLWA or orphans. Women reported
more frequent contact with medical care providers: 69
percent of women in contrast with 49 percent of men had
been to a medical doctor in the past year.”® This likely
reflects women'’s greater access to free or basic health
services, particularly through the antenatal care program.

PLWA Interviews

Fifty-eight women and men living with HIV/AIDS were
interviewed. Their characteristics are reported in Table
2. These individuals were VCT patients, support group
members or clients of HIV-related services. The major-
ity were women and urban residents.” Their mean age
was 34 years. Sixteen of those interviewed were mar-
ried and 3 were in polygamous marriages. Twelve of the
PLWA interviewed had ever been widowed and AIDS
was most commonly the cause of a partner’s death.
Fifty-three participants believed themselves to have
been infected by unprotected sex.

Indicating the difficulty many PLWA had in meeting
their basic needs and supporting family members, 48
out of 58 had been affected by the lack of food or water
at some point. Thirty-six reported hunger as a conse-
quence, 6 reported economic dependence, 5 individuals
said that they couldn’t farm and 1 reported that access
to health care was affected. Food insufficiency is a par-
ticularly salient issue for PLWA who are receiving ARV
treatment, as adequate calories and nutrition affect
both the ability to comply with the medication regimen
and the effectiveness of the drugs. One man, age 45,
described the typical situation:

Without food, the treatment alone is too difficult.
It demands that you eat. You get hungry quickly.
You need to have a decent diet. They give you the
ARVs without supplements, and there are people
who cannot even afford half a loaf of bread.

Forty-three out of the 58 individuals interviewed were
getting some type of care or treatment for HIV/AIDS; 14
were receiving no care or treatment. The most common
form was ARVs (33 people),”! followed by nutritional
foods or food supplements (17 interviewees) and med-
ication for HIV/AIDS-related conditions (6 individuals).
Two people said that they were receiving treatment from
a traditional healer, but both were also on ARVs.

TABLE 2: Characteristics of Swaziland PLWA
Interview Participants (N=58)

Participant Characteristics n

Age, mean 34 years

Women 45
Men 13
Marital/Partner Status
Married 16
Unmarried 42
Living w/ Sexual Partner (married or unmarried) 16
Widowed 12
Dependents, mean 4.5 12
Urban Residence 40
Rural Residence 17
< High School (Form 5) Education 40
> or = High School (Form 5) 18
Reported Hunger 36
Positive Screen for Depression’“’ 21

Women, with fewer economic opportunities than
men and, in most cases, primarily responsible for the
support of children, reported finding the associated
costs of the free ARVs prohibitive. As one 43 year-old
woman put it:

If you don't have sugar at home for the children, and
you need 20 rands [approximately US$3]™ for trans-
port to get ARVs, you will choose not to get ARVs.

Fourteen individuals were receiving some type of aid
related to food and 15 were receiving support or assis-
tance related to HIV including social support groups,
adherence support, hospice and other home visits.
Additional barriers to self-sufficiency include that
nearly all had dependents to care for in addition to
themselves” and 40 had not completed high school. Of
the 52 interviewees who completed a depression symp-
tom checklist, 21 screened positive for depression.”

Key Informant Interviews

Several key informants who work with PLWA com-
mented specifically on the poverty of female PLWA in
Swaziland. One women'’s support group leader said:

Most women living with HIV/AIDS are not working
and most are single mothers without support
from the father of the children. They are not
working because there are not enough jobs, they
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are brought up to be dependent on men and, if
they are sick, they can’t work.”®

HIV Knowledge

The majority of community survey participants cor-
rectly identified modes of prevention and transmission
of HIV. Responses did identify gaps in knowledge, how-
ever. For the most part, women’s and men’s responses
did not differ. PLWA and key informants interviewed
identified the persistence of denial, particularly by men,
and of HIV-related stigma as perpetuating myths and
other incorrect beliefs.

Community Survey

Despite low levels of formal education, and the lack of
comprehensive HIV/AIDS prevention and information
campaigns to-date in Swaziland, 81 percent of partici-
pants scored as having correct knowledge based on
their responses to survey questions, with no statisti-
cally significant differences overall between women’s
and men’s responses.’

In terms of specific knowledge of HIV transmission,
98 percent of women and men surveyed knew that you
can get HIV by having sex without a condom and shar-
ing used needles or instruments; 83 percent agreed
that a blood transfusion could transmit HIV; and 3 per-
cent believed witchcraft was a means of transmission.
Mosquito bites and sharing meals with an HIV-positive
person were thought to transmit HIV by 34 and 17 per-
cent of participants, respectively.

With regard to prevention, using a condom correctly
every time you have sex (96 percent of women and 90
percent of men), being faithful to one uninfected part-
ner (91 percent of women and men) and abstinence (93
percent of women and men) were identified by the
majority in the community survey as successful meth-
ods of protection from HIV. A significant minority also
agreed that praying (18 percent] or traditional medicine
(7 percent) could prevent HIV transmission.

PLWA Interviews

While they were not directly asked about HIV knowledge,
the PLWA interviewed were aware of the need for cor-
rect information to be widely disseminated at the com-
munity level as a key component of a comprehensive
approach to the HIV/AIDS epidemic in Swaziland. They
also pointed out that individuals may have adequate
knowledge of HIV but rely on myths about transmission
or prevention of the virus to avoid taking responsibility
for having exposed themselves or others to risk.

Condoms — and men’s refusal to use them — were
described as subject to misinformation about their role in
causing AIDS, stigmatized as something non-Swazi or not
masculine, and derided as decreasing enjoyment of sex.

They [men] believe that it’s not natural, that God
didn’t create condoms. The example they use is
that you can't eat candy in the candy wrapper. And
they say condoms cause HIV.

Some men say condoms are from white people,
that they spread HIV and that white men want to
spread HIV in Africa. When Mbeki [the President of
South Africal said that, it influenced people here.

Perpetuation of some of these myths was mentioned
by those interviewed as likely to stem as much from
men’s denial of their own suspected HIV-positive status
or wish to rationalize not testing in order to delay taking
responsibility for their own risk-taking behavior as
from active belief. The role of persistent high levels of
HIV-related stigma played a role as well. As was noted
by one 30 year-old woman:

They need to mobilize communities and tell them
about HIV/AIDS. They need to teach them what
does it mean to be HIV-positive and have AIDS —
teach them the difference between the two. Teach
that HIV-positive is like flu or a headache — it
doesn’t mean you are dead. Proper dissemination
of information to the communities can help.

Key Informant Interviews

One government official has suggested that the urban/
rural divide is a key gap in terms of HIV-related knowl-
edge.

Particularly in the rural areas, [the existence of]
HIV/AIDS is not accepted; it's taken as a mystery.
People are infected in towns and they go back to
the rural areas where they will be cared for,
where they will be terminally ill. We need cam-
paigns in the rural areas; in the towns we have
media and so much being said.”"’

HIV-related stigma in the rural areas was described
as particularly strong, fueled by traditional, conserva-
tive views on women’s roles.

In rural communities, men think women bring it,
because they are doing prostitution within the
community. [Men] forget that they are working in
the mines, at industrial sites and are careless.
Men don't disclose to wives.”*®
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Gaps in education, such as those seen in the com-
munity survey, and the persistence of stigmatizing
beliefs about the transmission of HIV have direct impli-
cations for testing.

HIV Testing

While the level of HIV-related knowledge among Swazis
surveyed was high, testing levels were low for a country
whose leader declared HIV/AIDS to be a national emer-
gency eight years ago and where the impacts of the dis-
ease can be seen in every community. Physical access to
testing was cited as a barrier for only a small proportion
of those not tested in the community survey, whereas
personal issues, such as readiness to test, illness and
self-perceived risk were most frequently reported.”’
Likewise, wanting to know one’s HIV status was the
most common facilitator to testing. While the majority
who tested found out their results, received counseling
and did not experience poor treatment as a result of
testing, 41 percent felt that they could not refuse the HIV
test. VCT was the favored method of personal testing
among survey participants, both tested and not.

PLWA interviewed discussed a number of barriers to
testing. They cited gender-related barriers, including
the lack of women’s empowerment and men'’s fear of
stigma and not wanting to change their sexual behav-
ior; financial and geographical barriers to access; and
lack of food support. Key informants agreed that men
were more reluctant than women to test, and that lack
of resources and fear of stigma were barriers to test-
ing. Routine testing was not seen by those interviewed
as an appropriate intervention to increase testing, given
the poor status of the health infrastructure and lack of
a scaled-up treatment program in Swaziland.

Community Survey

Twenty-five percent of women surveyed and 18 percent
of men had tested for HIV. Fifty-nine percent of partici-
pants reported that they had access to HIV testing in
their community. Sixty-six percent of respondents
reported that it is possible for someone to get a confi-
dential HIV test in their community.

Community Survey Participants Not Tested:
Barriers to Testing

The principal reasons for not yet testing are shown in
Chart 1.

For those not tested (616 individuals), the most com-
mon reason for not testing, given in response to an
open-ended question by 43 percent of participants, was

being afraid or not ready to know their status. Two per-
cent or fewer volunteered any of the following reasons
as being their most important in terms of not testing:
shame to be seen at the testing site; fear of being hit or
otherwise hurt by a spouse or partner; worry about dis-
closure of their test results without their permission;
not having access to ARV treatment if they were to test
positive; not wanting to change their sexual practices if
HIV-positive; or being advised by others not to test. Only
women reported fear of partner violence in retaliation
for testing, not being allowed to test by a spouse or
partner or being advised by others not to test as barri-
ers. Only men reported not wanting to change their
sexual behavior as a primary reason for not testing.
When asked a series of structured questions about
specific barriers, 14 percent of participants agreed that
they had not tested because they thought others would
treat them badly if they were to test positive and disclose
their status; 12 percent of respondents said that not
having testing facilities close to home or work kept
them from testing; 7 percent confirmed that knowing
they would have to change their sexual practices if they
tested positive had stopped them; 5 percent of women
and 2 percent of men reported that a spouse or partner
not allowing them had prevented their testing; 5 percent
said not having ARVs available prevented them; and 2
percent agreed that a lack of food was the cause.”™
Thus, even when asked directly whether their expe-
rience with testing had been influenced by any of these
other factors, a far smaller proportion acknowledged

CHART 1: Principal reasons community
survey participants who had not been tested
gave for not being tested (n=616)

Principal Reasons for Not Being Tested for HIV
Swaziland Community Survey*

(N+616)

Afraid or not ready to
know HIV status

I:l Not sick
. No risk of HIV infection

No testing site near
work or home

l:l Other

*Respondents could agree with more than one reason.
Sex differences were not statistically significant.
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their importance than did those who cited not being
ready or not being sick. This indicates the challenge
presented to health care workers and policymakers to
overcome psychological barriers and perhaps the per-
sistently held belief that HIV is equated with physical
illness ("being sick”) as a first step to encouraging
Swazis to test for HIV. Both are likely rooted in the
stigmatization of HIV/AIDS in Swaziland, in addition to
the very real challenges, for a significant portion of
those surveyed, of living with a life-threatening disease
with few financial resources.

Community Survey Participants Tested:
Facilitators to Testing

The most common facilitator for those who had been
tested for HIV (170 individuals) was the personal moti-
vation of wanting to know their status (58 percent of
those tested). The other principal reasons are listed in
Graph 1. Only women reported recommendation by the
PMTCT program.”

As with the barriers, while there were a number of
reported facilitators, none of the others were as com-
mon as wanting to know one’s HIV status. Three per-
cent of those surveyed had been influenced by
messages on television, radio or billboards to test and 2
percent were advised by their church or required by a

GRAPH 1: Principal Reasons* for Being Tested
for HIV, Swaziland Community Survey (n=170)

0% 10% 20% 30% 40% 50% 60% 70% 80%

Wanted to know status

Was sick

Worried about a sexual contact

Advised by a partner/friend/family member

PMTCT recommended

Doctor/nurse recommended

Knew ARV’s available

*Respondents could agree with more than one reason.
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job to test. No one reported that the knowledge that
treatment was available had encouraged them to test.
This may reflect the situation that in Swaziland there
have not been media campaigns around testing, nor is
there yet a scaled-up program of universal access to
antiretroviral (ARV] treatment.

With regard to testing sites, nearly half of the women
and men in the community survey tested at a public
hospital. Reported testing sites are shown in Table 3.

Ninety-four percent of those surveyed found out
their test results; 6 percent reported, however, that
someone learned their results from the testing center
or doctor without their permission. Thirteen percent
said that they did not make the decision to get tested
and 41 percent felt that they could not refuse the test.
The latter report is particularly troubling from a human
rights perspective, indicating that there may be some
element of coercion involved in the testing process.”

Eighty-four percent received pre-test counseling and
75 percent received post-testing counseling. Nearly 100
percent reported that they received useful information,
were treated with respect by counselors and had their
questions [(if any] answered. Some participants
reported negative consequences to testing: 5 percent
felt that they were treated badly by others in their com-
munity and 4 percent reported that they regretted get-
ting testing. Seventy-three percent reported that their
partner knew that they had tested; of these, 2 percent
(one woman and one man) reported being hurt in any
way or threatened on account of this disclosure. Eighty
percent of those tested agreed that their experience
with HIV testing had led them to encourage others to
get tested. Women'’s and men’s experiences did not dif-
fer in statistically significant ways.

TABLE 3: Reported HIV Testing Sites,
Swaziland Community Survey (n=170)

Type of Site Community Survey
n (%)

Public hospital 83(49]

VCT center 32(19)

Private hospital 31(18)

Other location 10(6)

NGO 8(5)

Antenatal clinic 6(4)

TB clinic



TABLE 4: Appropriate Forms of Testing for the Participant, Swaziland Community Survey

Testing Method

VCT
(“confidential testing at HIV testing and counseling centers”)

Couples Testing
(“testing men and women partners together for HIV and
giving them their results together”)

Mobile Testing
(“testing from a vehicle that moves around to different places,

close to where people live or work, such as markets or community

centers, and gives the test results on the same day”)

Routine Testing
(“testing everyone for HIV as part of a routine clinic or
hospital visit, unless they say no [opt-out testing]”)’®

Opinions on HIV Testing Programs

Several types of testing programs were described to
all community survey participants — both those who
had tested and those who had not — and they were
asked whether each of these would be appropriate for
them and which one would be best. Table 4 shows the
number/percentage of those who agreed that the
method in question was appropriate for them. Fifty-
nine percent of those surveyed reported that VCT would
be best for them, 27 percent favored couples testing
and 8 and 6 percent, respectively, chose mobile or rou-
tine testing. There were no statistically significant dif-
ferences between the responses of women and men.

PLWA Interviews

Women and men interviewed who were living with HIV
or AIDS expressed similar motivations to test as those
in the community survey and were likewise generally
positive about their testing experiences.

PLWA interviewed perceived themselves as self-moti-
vated to test rather than influenced by information or
advice that they received. For example, the two most
common reasons for testing were being sick (29 individ-
uals) and wanting to know their status (24 intervie-
wees).”” VCT centers (22 individuals) and public
hospitals (19 individuals) were the most common testing
sites.

Gender-Related Barriers

Forty-three interviewees felt that barriers to testing
were different for women and men. In particular, the
interview participants emphasized that men are less

N n[%]

781 737(94)
780 593(76)
771 435(56)
777 369(47)

likely than women to want to know their HIV status.
Women and men interviewed attributed this to factors
including men’s misunderstanding of transmission of
HIV and their refusal, often willful, to believe that it
causes AIDS; men’s lower emotional capacity to face
the diagnosis; their greater reluctance to undertake
changes in sexual behavior if they were to test positive;
and their higher levels of fear of stigma, all of which are
interrelated to some degree. The statements of two
young women were typical:

For some men, they just don’t know that they can
get HIV at all. That’'s common among men; they
believe they're healthy.

Many men deny that there is HIV — and then they
don’t see any reason why they should test. The
men think they know everything.

Several of respondents felt that men were more
fearful and less responsible than women.

Men fear the truth because the truth is painful.
Women want to know their status. They have
more courage.

Men are scared to get the HIV test; women think
of the children and get tested.

Men prefer not to know. Once they know, their
world is shattered.

A 36 year-old man explained men not testing in
terms of sexual norms for men’s behavior and not
wanting to change that behavior.
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Women get tested when pregnant. Men want to
engage with other ladies, we are encouraged to
have many girlfriends. Men don’t get tested
because they don’t want to change their practices
like their number of partners or using condoms.

One 20 year-old woman cited fear of stigma as a pri-
mary barrier to testing for men.

For men, stigma stops them having a test. For
women, it is fear of reprisal from [their] husband
or partner.

Women's empowerment — and control over sexual
decision making — was also identified as an essential
component to getting men to test. As one woman, age
20, put it:

Wives and girlfriends need to encourage men to
go for an HIV test. They need to say, ‘No condoms,
no sex.” They need to say, ‘This is my body.” The
one who controls your body is you. Women lack
that control.

A 29 year-old man agreed that lack of women'’s
empowerment was a key barrier to testing for both sexes.

Women are afraid of their men; that is the main
barrier for women. If they test, they can be hurt by
their men who will blame them for the HIV. For
men, it is pride that prevents them from testing.
Men know that they can do whatever they want
without consulting their wives. So they don’t need
to test if they don’t want to.

Physical and Financial Access

Twenty-eight of 58 PLWA felt that physical access to
testing was a problem in Swaziland. Twenty-five men-
tioned the long distance that rural residents had to travel
to get to a VCT as a barrier to HIV testing. Distance was
seen as a barrier both because rural people did not know
where to go for testing as well as for the prohibitive costs
of transport needed to get to the test sites from rural
areas. The following two responses were typical:

There are not enough testing centers. Many peo-
ple are waiting in line for the testing facilities. No
one likes to wait in line. Even if you wanted to test,
when you are in line, many things could come into
your mind no matter how prepared you were to
test. Then you would have time to think about your
fears, and will not keep waiting in line.

In some areas there is only one VCT for many
people, and the times of operation are not con-

venient. People travel long distances only to be
turned back, and then they lose interest.

Lack of food and income were also cited as barriers.
One woman interviewed was often sought out by others for
advice because she was formerly a teacher. Her husband,
who drank excessively and had other sexual partners, died
of AIDS and left her with 11 dependents; many family
members had also died. She emphasized the importance
of nutritional and monetary support to convince people to
test, in an environment of persistent stigma fueling their
fears of the consequences of having HIV:

If financial and food support can be available, test-
ing may increase. After testing, who will take care
of my family? Why should someone be tested if
they risk losing their job or facing discrimination?

Key Informant Interviews

Gender-Related Barriers to Testing

Several key informants identified similar differences
between women’s and men’s testing behaviors in Swazi-
land as the PLWA interviewees. They also suggested
that men should be the focus of testing interventions.

A health services provider summed up some of the
differences, also highlighting that women face barriers
to disclosure after testing, stemming from their
dependence on men, whereas testing at all is the chal-
lenge for male partners:

We have to create some aggressive strategies to
bring in males. Males don't like waiting and they
don’t like queues, but they should know their sta-
tus. ...[1]t’s difficult for women to report to their
partners that they're positive, because then they
are blamed and may be rejected, as if he himself
is negative.”

Concerns Regarding Routine Testing

Several key informants suggested that Swaziland is
not ready or in need of routine testing, primarily
because they fear that proper counseling would be neg-
lected due to lack of human resources, and/or that the
health care delivery system, already overburdened by
the existing ARV caseload, lacked the ability to expand
in order to meet increased demand for treatment, at
least in the short term.

For example, one PLWA educator stated:

The problem with routine testing is that the health
system is not ready for it. Three weeks ago | went
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to one community to mobilize them. The following
day, lots of people came in for testing, but there
were no testing kits. So the infrastructure isn’t
there. It requires pre-test and post-test counsel-
ing, and | don't think these structures are ready.”®

One AIDS official described the current treatment
situation in Swaziland as running at capacity.

If you had routine testing, and a massive enroll-
ment of ARVs, you would create a situation where
‘can you really cope? Now the enrollment rate is
so consistently high, | would think that we should
let it continue. If uptake is not what it should be,
than promoting VCT more or introducing routine
testing would make sense. ... | don’t want to raise
expectations and dash them. If you are going to
tell people to test, but we [can’t] treat them,
what’s the point?™’

Lack of Resources to Meet Basic Needs

At least one Government official suggested that lack
of support and assistance, in the form of economic
resources and food assistance for example, was one
factor discouraging people from testing, beyond the
question of personal readiness and regardless of test-
ing innovations.

Some people prefer to remain not knowing their
status because they will need tangible measures
in place to address [being HIV-positive] — they’ll
need ARVs but there is the issue of nutrition,
poverty. If there was a cure [this wouldn't be the
casel], but there isn't.”®®

Stigma

Others at international agencies explicitly suggested
that fear of stigma, in part created and maintained by
the segregation of testing and treatment services for
HIV and AIDS, was the chief barrier to testing. When
stigma was prevalent, or perceived as such, privacy
concerns became even more fundamental and para-
mount. As one PLWA community activist stated:

My point of view is that the main obstacle [to test-
ingl is the lack of confidentiality. You go to the hos-
pital, you get treated for an HIV-related ailment,
and a lot of people know about it. | think it's that
Swaziland is too small—if you tell one person,
you've already told the whole world. People are
still blaming HIV-positive people for everything.”

HIV-Related Stigma and Discrimination

The study results demonstrate that HIV-related stigma,
fear of being stigmatized for suspected HIV-positive
status and discriminatory attitudes toward PLWA are
widespread in Swaziland and frequently resulted in
poor treatment for those living with HIV or AIDS,
notably for women. For a minority in the community
survey, stigmatizing beliefs concerning PLWA trans-
lated into attitudes stripping those with the virus of
their rights to marry, work or go to school, seek politi-
cal office or own property on the same basis as unin-
fected individuals.

At the same time, in response to a generalized
inquiry, women and men surveyed nearly universally
believed that they had a duty to treat every person with
dignity and respect. Nearly all the PLWA interviewed
had disclosed their HIV status, and most reported posi-
tive consequences from doing so. Still, hurtful and
inequitable treatment at home, in the community, at
work and other public places was also prevalent and
coexistent with experiences of acceptance and support.

Community Survey

Sixty-one percent of the women and men surveyed in
the community held at least one stigmatizing or dis-
criminatory attitude towards people living with
HIV/AIDS.7

Certain discriminatory attitudes may reflect incom-
plete knowledge about the transmission of HIV and the
mistaken belief that HIV is transmitted through food or
casual contact. For example, 30 percent of participants
in the community survey would not share a meal with
someone they suspected of having HIV or AIDS. Other
discriminatory attitudes exhibited by participants
revealed the underlying belief that fewer fundamental
rights should be held by those with the virus or disease.
For example, 19 percent of women and men did not
believe that PLWA should be able to marry or have an
equal opportunity to participate in Parliament. Other
discriminatory attitudes are shown in Table 5.7

Fears of Stigma and Discrimination

Women in the community survey exhibited a higher
level of projected fears of being stigmatized and experi-
encing discrimination than men should they test posi-
tive for HIV.7¢? Participants were asked to project their
expectations of negative consequences of testing posi-
tive and disclosing their status to others. These are
shown in Graph 2. The proportion of those surveyed
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TABLE 5: Stigmatizing or Discriminatory Attitudes Toward PLWA, Swaziland Community Survey

Statement of Attitude N n(%)
Would not share a meal with person believed to have HIV or AIDS 770 230(30)
Would not buy food from shopkeeper or food seller believed to have HIV 756 205(27)
People with HIV/AIDS should not be able to marry 750 146(19)
People with HIV/AIDS should not have the same chance as others to be in Parliament 761 143(19)
People with HIV/AIDS should not have the same chance as others to have a job 771 78(10)
A teacher with HIV but not sick should not be allowed to continue teaching 777 62(8)
Not willing to care in household for a relative sick with HIV/AIDS 764 61(8)
People with HIV/AIDS should not be able to own property 772 60(8)
A student with HIV but not sick should not be allowed to continue attending school 776 48(6)

GRAPH 2: Projection of Stigma and
Discrimination, Swaziland Community*

0% 20% 40% 60% 80%

Loss of friends

Treated like a social outcast by community/village

Break-up of marriage or relationship**

Bad treatment at work or school

Physical abuse by spouse or partner(s)**

Family would not provide care if sick

. Women (N=373)
Men (N=376)

Loss of job

Disowned from or neglected by family**

Treated badly by health professionals

*Respondents could agree with more than one reason.
**These sex differences are statistically significant.

100%

predicting that they would be stigmatized by their
friends, communities and sexual partners ranged from
more than a third to nearly two-thirds of participants.
Discrimination at work or school was expected by over
one-third of those surveyed. Women had higher projec-
tions of stigma and discrimination by partners and
other family members, for example, 27 percent of
women versus 8 percent of men predicted intimate
partner abuse from disclosure.

At the same time, the majority of those participating
in the community survey (86 percent) projected that
they would disclose their status to their sexual partner
should they test positive for HIV. The difference
between women’s and men’s responses was not statis-
tically significant. One interpretation is that the need,
whether physical, emotional or ethical, to discuss sta-
tus may trump the fear of stigma or negative conse-
quences in intimate relationships. Alternatively, the
participants may have been responding by articulating
ideally how they would act, or would like to be able to
act, given that only less than a quarter of them had
actually been tested and a significant percentage
reported sexual risk-taking, feeling themselves at risk
due to the behavior of their partners or lacking control
over sexual decision making.

Nevertheless, the persistence of HIV-related stigma
in Swaziland, or at least the ongoing fear of stigma and
its consequences, is demonstrated by the finding that
48 percent of those participating in the community sur-
vey would want the status of an HIV-positive family
member to remain a secret. Yet, perhaps reflecting the
very visible crisis in Swaziland that has left few families
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untouched by the devastating economic effects of the
AIDS epidemic, 98 percent affirmed that the Govern-
ment should provide PLWA with food or other basic
assistance. Thus, though stigmatizing and discrimina-
tory attitudes continued to be factors driving behavior,
these appeared to be coexisting with knowledge and
compassion for those infected and affected by
HIV/AIDS, and perhaps with self-interest as well.

PLWA Interviews

Stigmatizing and discriminatory attitudes continued to
be significant factors in the everyday realities for PLWA.
Despite increased public discourse in Swazi society on
HIV/AIDS, and frequent disclosure of their HIV-positive
status among those interviewed, both women and men
reported that they faced significant stigma and discrim-
ination in private and public spheres. Twenty of 58
Swazi PLWA interviewed expressed their opinions,
based on their own lives, that experiences of poor or
unequal treatment were worse for women than for men
in Swaziland.

Voluntary and Involuntary Disclosure of
HIV-Positive Status and Reported Consequences
Fifty-five of those interviewed said that they had told
someone of their status, whether a sexual partner, par-
ent or some other relative or close friend. The identity
of the recipient of the disclosure varied, as did whether
or not spouses or sexual partners were told immedi-
ately, after a delay or not at all. Failure to disclose was
most often due to fears of violence or abandonment.
Nearly half of those interviewed reported that someone
had revealed their HIV-positive status to others without
their permission. One 30 year-old woman told how a
nurse had disclosed her status to a village teacher:

My daughter is friends with the daughter of the
teacher. My daughter came to me one day and
asked me about my status, she said her friend
told her. She was very upset. | tried to calm my
daughter down, she was crying. | told her | am liv-
ing, like others with the disease, and that things
would be okay.

Others felt that their status was exposed even with-
out their active disclosure. One 29 year-old man who
had told his girlfriend that he was going to test but had
heeded her request not to tell her the results, felt that
she and others knew anyway. He had been sick with
pneumonia and skin infections and attended a health
clinic, as well as a support group near Manzini.

By looking at me, people are able to tell I'm HIV-
positive. They're running away from me. | haven't
told my friends, but they know.

This man reported that he and his partner had not
had sex in over a year.

Most reported positive consequences from telling
others their HIV status. Fifty of the 58 said that disclo-
sure had provided them with a sense of emotional
relief. One 29 year-old man said:

I love sharing my status with others. | feel relieved
when | tell people. Some ignorant people asked
me why did | tell others, they thought | should
keep it a secret. | tell them | have nothing to hide.

A 52 year-old woman said:

When | first told three members of my church
about my status, they accepted and embraced me
in a way that made me feel honored and blessed.

The majority of those interviewed received support
from their family as a positive consequence of disclo-
sure, though this may have been achieved piecemeal or
taken some time. One 27 year-old woman whose family
members joined a PLWA support group for rural
women and families described the difficulties she ini-
tially faced:

It took some time to feel relaxed, but it was killing
me to keep my status to myself. My mother was
very hurt when | told her — she couldn’t believe
it. After a while, she supported me. My brothers
didn’t want to accept it. They didn’t say anything,
but | could read their expression.

Others routinely disclosed their status as part of
participation in community education programs and
advocacy for their own needs and those of other PLWA.
Forty-five out of 58 interviewees reported that by dis-
closing their status they had convinced others to get
tested for HIV. These efforts were framed as actively
countering stigma. One 30 year-old woman explained:

| told my family and community. We used to visit
homesteads with terminally ill people and tell
them our own status: You can see that | am alive
and okay. You can take medications.” People may
gossip, but it doesn’t matter.

Nevertheless, there were negative consequences of
disclosure for a significant minority of those inter-
viewed. Sixteen individuals lost friends upon disclosure.
Fifteen PLWA reported that they had experienced poor
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or unequal treatment due to telling others their HIV sta-
tus. Five individuals reported job loss. Violence or forced
sex was experienced by two people. Discrimination took
the form of being harassed on the job or even fired.

My boss has been checking my work more vigor-
ously, he said maybe I'm not really working
enough. | told him because | just wanted to be
clear with him and there might be days | was very
sick and couldn’t work. Sometimes | have to go to
the hospital, and he says | don’t have enough time
to do my job.

[ told my boss my status. He fired me. His excuse
was that | am too sick, but really he did not want
to work with someone who is HIV-positive.

Experiences of HIV-Related Stigma and
Discrimination

While many said they had told people without inci-
dent, 32 individuals reported that once their status
became known, they had been stigmatized by family
members, friends, neighbors, acquaintances, col-
leagues, or health care workers by being rejected,
shunned, gossiped about or pointed out to others. One
woman said this was particularly the situation in areas
like the one she lived in, a rural part of the region of
Hhohho. Another woman, 49 years old, described the
general reception for PLWA, especially those experi-
encing physical illness:

There is stigma both for men and women. When
you are sick, people don’t want to approach you or
comfort you. They just look at you and don’t give
you any help.

More than half felt there had been changes in their
relationships with family, friends or colleagues because
of their HIV status. One woman, age 41 at the time of the
interview, initially experienced rejection from her in-
laws who had tried to send her back to her parental
home when she became a widow, assuming that she
would die and should do so with her natal family. This
woman had tested because she had tuberculosis; she
was not surprised to be HIV-positive, as her husband
had a child with another woman and drank alcohol and
stayed away from home at night. She described the sol-
ace and support she received from other PLWA.

After | tested, | just wanted HIV-positive friends. |
get support from them. And from support groups.
Information gives me strength. Knowledge is
power. HIV-negative friends moved away from me.

Others also told stories of family rejection, at least
initially. Several women told of experiences similar to
this 43 year-old’s:

A cousin of mine told me to stop cooking. He said
don’t touch the pots or anything in the kitchen. He
said | could not even wash my dishes in the sink —
this hurt me so much. That same cousin is now HIV-
positive. | have forgiven him. He did not know better.

In terms of experiences with providers for HIV-
related care and the quality of medical care since they
tested positive for HIV, individuals interviewed reported
positive experiences overall. About the same number
felt there was no change in their care before and after
diagnosis (23 interviewees] or that they were now
receiving better medical care (21 individuals); only 3
people reported that the care they were given was
worse now than before.

Discriminatory treatment at work, school, hospitals
or other public places was reported, nonetheless, by 14
of the 58 of PLWA interviewed. For example, some said
they were treated unequally at medical clinics or other
health care facilities because of the HIV status.

| experienced bad treatment from a clerk at the
hospital. She was rude and was discussing my
status loudly in front of others.

Once the nurses discover you are HIV-positive you
are treated badly and neglected. You also get ver-
bal mistreatment.

Doctors [are] fine. Nurses have attitudes. [They]
undermine people who are HIV-positive. Quarrel
with them. They talk sometimes. [Nurses] build
stress, but [PLWA] have to put up with it in order
to get drugs.

Stigmatization of Women and Sex Discrimination

Twenty of the PLWA interviewed believed that there
were differences in the experience of stigma and poor
treatment for HIV-positive women and men in Swazi-
land. Stigmatization of women, and discrimination
against them based on their HIV-status, was linked by
those interviewed to normative assumptions around
sexual practices and gender roles that ascribed HIV-
positive status to “bad women” and blamed and con-
demned them for “spreading” the virus.

For example, women and men reported that many
people assumed that women with HIV had had multiple
sexual partners and treated them badly on that
account, rather than ascribing their status to the far
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more common unfaithful behavior of boyfriends and
husbands. One 26 year-old man described this:

Women tend to be discriminated against because
it is assumed they became infected because they
are promiscuous. But in men promiscuity is con-
doned in most circles.

As previously described, many women were blamed,
for these or other reasons, by in-laws for introducing HIV
into the family and subsequently rejected or otherwise
mistreated by them. This is particularly consequential
because many Swazi families, especially in rural areas,
follow the traditional custom of a woman moving to her
spouse’s home and community upon marriage, thus giv-
ing power over her and her children’s well being and
control over her access to resources to her in-laws.”®

When a woman is HIV-positive she is called ‘prosti-
tute’ by her in-laws. They say, You are the one who
brought the disease into the home.” The woman
comes from outside, and is not part of the family.

Key Informant Interviews

Stigma, Disclosure and Gender

Key informants reported that, though the scope and
dimensions of stigma may have changed over time, and
acceptance of PLWA increased, stigmatizing attitudes
and fears of stigma figure strongly for many in Swazi-
land. HIV-related discrimination persists as an unjust
and demoralizing fact of life for PLWA, particularly for
women.

Several experts from both government and the
PLWA community believed that stigma was lessening in
Swaziland, though they disagreed regarding the extent
of this decrease:

The more you focus on the issue of stigma, the
more of a problem there will be. While | think
stigma was an issue in the past, | think it is less-
ening. Now, when you go to communities, | see an
outpouring of support for the sick, | have not seen
stigma. | think we are beyond the point of people
avoiding contact with others who are believed to
be HIV-positive.*

Stigma is still a great problem. It takes a lot of
shapes, but it’s still there. Sometimes you know,
because you live with people, but you have no
proof. There's self-stigma, social stigma, family
stigma, business stigma. The environment has
changed since | first tested positive [in 1992] —

there is more support rather than rejection. But
we need to look at family stigma. And in the work-
place: it’s very difficult to take treatment publicly,
so you don't take it if you don’t have the opportu-
nity [for privacy at work].”®

A representative of the national network of PLWA
suggested that cases of discrimination in the work-
place were prevalent and as yet scarcely documented,
especially for women, who are the majority of workers
in several of the most abusive workplaces and indus-
tries, such as textile factories.”®

A lot of women have approached us with the fact
that they are discriminated against. They test
through a workplace program and are encouraged
to disclose—but once the company retrenches,
they're the first to go. | think we really have to have
a place where you can report such cases.”’

The majority of key informants interviewed agreed
that stigma and discrimination are worse for women
than for men in Swaziland. As the PLWA network coor-
dinator described it, echoing the PLWA interviews:

Stigma is worse against women, especially
because women are usually blamed for it, for giv-
ing HIV both to her partner and her child. She’s
blamed for the whole thing.”*®

The injustice of the persistence of HIV-related
stigma and discrimination, and particularly its gender
bias, is underlined when taking into account the sexual
risk-taking observed among Swazi men and the lack of
control over decision making, in sexual and other mat-
ters, among Swazi women.

Sexual Practices: Risk-Taking and
Risky Circumstances

Differences in the experiences of women and men were
pronounced in the community survey and PLWA inter-
views. The results paint a clear picture for women of
lack of control over sexual decision making in the con-
text of known HIV risk, inability to control male sexual
partners and lack of economic, social and psychologi-
cal empowerment. Men’s situation is described by
social values encouraging multiple sexual partners and
the influence of myths and taboos, personal denial of
the threat of HIV and a lack of strong prevention mes-
sages discouraging condom use.

Twice as many women (23 percent) as men (11 percent)
surveyed perceived themselves to be at high or 100 per-
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cent risk of becoming infected with HIV. Forty percent of
women and 3 percent of men lacked control over the deci-
sion of when to have sex. Similar dynamics can be seen in
decision making over condom use. While the majority of
community survey participants expressed willingness to
use abstinence at some point in the future to prevent the
transmission of HIV, 20 percent of women and 17 percent
of men reported having no sexual partners in the past
month, and smaller proportions reported abstinence in
the past year. Interviews with PLWA amplified the finding
that women'’s lack of autonomy and control persists for
many HIV-positive women, despite increased knowledge
and motivation to change their sexual behavior. A third of
those interviewed reported lacking control over when or
whether to have sex; economic dependence and fear of
violence were cited as the primary reasons.

Community Survey

Women's Lack of Control Over Decision
Making in Sexual Relationships

Women'’s lack of control over whether and when to
have sexual intercourse, and whether or not to have
unprotected sex, comes through clearly in the survey
results. Forty percent of sexually active’® women, as
compared with 3 percent of men, affirmed the state-
ment that “my partner only decides when | have sex.”
Conversely, 47 percent of men, and 5 percent of
women, agreed that “l alone decide when | have sex.” In
regression analyses, married people had more than
twice the odds of lacking control when compared with
their unmarried counterparts’’® and those with a high
school or greater education had less than half the odds
of lacking control.”’" This speaks to the increasingly
acknowledged risk of married women and the benefits
of education as a route of escape from discriminatory
gender norms or economic dependence.

Eighteen percent of women, compared with 3 per-
cent of men, reported that their partners had sole deci-
sion-making authority with respect to condom use. In
contrast, while 19 percent of women reported that they
alone made the decision to use a condom, 37 percent of
men reported this level of control.

Exposure to HIV through Multiple Sexual
Partnerships

Eighty-eight percent of the participants in the commu-
nity survey had ever had sexual intercourse. Eight percent
of women compared with 39 percent of men in the com-
munity survey reported having more than one sexual
partner (serial or concurrent) in the past 12 months. Of

those sexually active in the past year, 1 percent of women
and 21 percent of men reported having more than one
partner (serial or concurrent] in the past month.””? In
regression analyses, those who were unmarried and liv-
ing with a sexual partner had twice the odds of having
multiple partners in the past year as those married or
unmarried and not living with a partner.””

Condom Non-Use

For sexually active participants, 78 percent of women
and 67 percent of men reported not using a condom at
some time over the past year for a variety of reasons,
listed in Table 6. Two percent of women and 13 percent
of men surveyed said that they had engaged in unpro-
tected sex with a non-primary partner in the past year.””*

While it may be expected that some portion of those
married or living with partners did not use a condom
because they were seeking to become pregnant, 3 per-
cent gave that as a reason in the community survey. The
reasons most commonly reported by women were
trusting a partner and not being permitted to use con-
doms by a partner. This indicates that women'’s deci-
sions, though in the majority reported as their own
choices, still implicitly relied and were dependent on
the behavior of partners. Men’s reasons for not using
condoms were most commonly their trust of their part-
ner, followed by inconvenience and the belief that con-
doms decrease sexual pleasure. While men’s trust may
be more rightly placed than women’s in their sexual
partners, given the comparatively low percentages of
women in the community survey reporting multiple
partners, these answers also speak to the agency that
men have over condom use.

Abstinence

Abstinence was defined in the community survey as
“not having sex at all, as a way to prevent yourself or
others from becoming infected with HIV/AIDS.” Forty-
five percent of women surveyed and 40 percent of men
reported that they were currently practicing abstinence
in order to prevent HIV transmission. However, of those
who had ever had sex (88 percent of participants), 19
percent of women and 7 percent of men reported hav-
ing no sexual partners in the past year and 20 percent
of women and 17 percent of men reported no partners
in the past month. Knowledge of the efficacy of absti-
nence, in contrast to the actual experience of not being
able to practice it, due to lack of control or other fac-
tors, may underlie this response. Assimilation of absti-
nence messages from churches or other sources,
embarrassment to admit stigmatized sexual practices,
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TABLE 6: Reasons for Not Using Condoms in the Past Year, Swaziland Community Survey (n=424)

Statement of Reason*

| trust my partner

My spouse or partner(s) does (do) not want to use condoms
Condoms are inconvenient

Condoms decrease sexual pleasure

| believe that | am in a monogamous relationship
with an HIV-negative partner

| use other birth control methods
I/partner trying to get pregnant
Condoms are not available to me
Condoms do not prevent HIV/AIDS
| do not know how to use condoms
Condoms carry HIV

| cannot afford condoms

75(35) 88(42) 0.126
19(9) 38(18) 0.005
17(8) 38(18) 0.002
13(6) 17(8) 0.402
9(5) 10(5) 0.766
10(5) 4(2) 0.115
7(3) 15(7) 0.069
3(1) 7(3) 0.185
3(1) 6(3) 0.292
3(1) 6(3) 0.292
0(0) 2(1) 0.151

*Participants were asked an open-ended question and could give more than one response.

or desire to please researchers with a “correct”
response may also explain this discrepancy.

In this same context, 83 percent of women and 75 per-
cent of men reported that they would consider using
abstinence some time in the future to decrease their risk
of HIV infection. Ninety-seven percent agreed that they
have a duty to avoid putting others at risk for HIV/AIDS.

PLWA Interviews

PLWA interviewed echoed the lack of control women
have over sexual decision making in Swaziland, both
anecdotally and in reporting their own experiences.
They highlighted the role of economic dependence and
food insufficiency in compelling women to have sex or
multiple sexual partners. They discussed the social
norms that encouraged multiple partnerships among
men. At the same time, their testimony of experiences
and sexual behavior change after discovering their HIV-
status suggests that some HIV-positive individuals in
Swaziland were able to make changes in their personal
behavior that could reduce the transmission of HIV.

Women's Lack of Control and Vulnerability to HIV

PLWA interviewed reported that women often have
little power to refuse sex to their partners, even in the

context of long-term relationships, or to demand the
use of condoms from a husband or boyfriend, even
when they knew or suspected that he had multiple
partners. Women who refused sex were accused of
being unfaithful or prostituting themselves. As one 27
year-old explained:

Sometimes you don't feel like having sex. Some-
times you have to compromise; otherwise, the
man will say, ‘If you are saying no to me now, you
must be having sex with someone else.”

Twenty-two out of 45 women reported that a sexual
partner had hurt them or forced them to have sex when
they did not want to in their lifetime, emblematic of
their lack of control. One 30 year-old woman'’s husband
died in 2002 from AIDS, having hidden his HIV-positive
status from her; she tested for HIV after his doctor told
her the cause of his death.

My husband forced me to have sex. He would also
beat me for nothing. When he came from his
other girlfriends he would beat me.

Compulsion or coercion to have sex could be more
indirect than pressure from a partner. As one 49 year-
old woman explained:
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Women are having sex because they are hungry.
If you give them food, they would not need to have
sex to eat.

The link between women’'s lack of economic
resources and sexual partnership choices came
through clearly in the interviews. For example, one
woman, age 38, explained:

Lack of income is the major factor. You need
money — the kids are expecting something from
you. You are vulnerable. You decide you can have
sex once or twice. You know there is risk, but you
say to yourself, I won't die from HIV today.’

Three men reported giving women money or
resources in return for sex. One, a 36-year-old man, said:

The lady that | stay with. She was in Mbabane to
sell some brew. She lacked a place to sleep. She
fell in love with me to get a place to sleep. During
the day, | proposed love and offered her a place to
stay. She had nowhere to sleep. That is how our
relationship started.

Multiple Partnerships

As noted earlier, 53 of the 58 PLWA interviewed sus-
pected they had become infected with HIV through sex-
ual intercourse with an HIV-positive partner. Five
women and 10 men reported having more than one sex-
ual partner at the time that they believe they became
infected. Thirty-seven out of 45 women reported ever
knowing that a primary sexual partner had had more
than one partner concurrently, as did 10 out of 13 men.

Interviews made it clear that the reasons for multi-
ple sexual partnerships for women and men, given the
socio-economic environments in which Swazis live.
Thirty-eight reported that there was social pressure for
men to have multiple sexual partners. As one 45 year-
old man put it succinctly:

Women have multiple partners because they
need money. With men, it’s Swazi pride, that you
can get any woman you want.

Both women and men ascribed men’s sexual behav-
ior towards women — multiple partnerships, in partic-
ular — to the pressure to adhere to gender norms that
value women for fertility and childbearing and men for
virility and sexual prowess. One man interviewed, 29
years old and a former bus conductor who found many
sexual partners through that line of work and rarely
used condoms, explained:

You look like a failure if you only have one girlfriend.
They say it is like only having one tooth. If you bite
with one tooth and it breaks, it is dangerous.

Four of those interviewed blamed the polygamous
marriage of the current King, Mswati lll, for setting a
poor example, or being an excuse for men’s behavior.
One young woman interviewed articulated this: “Swazi
men have a feeling that if the King can have so many
wives, so can they.”

Persistent Vulnerability of Female PLWA Despite
Sexual Behavior Changes

Two themes stand out in the interviews with PLWA,
in terms of respondents’ sexual practices. One-third of
women interviewed living with HIV/AIDS reported lack-
ing of control over decision making in sexual relation-
ships. At the same time the majority of those
interviewed reported having made changes to reduce
risk-taking in their sexual practices.

First, the persistent lack of autonomy experienced by
women was clear from the discussion of current sexual
practices among the PLWA interviewed. This was true
for a sizeable proportion of the women interviewed
despite their acute awareness of the relationship of
women'’s disempowerment to their vulnerability to coer-

TABLE 7: Lack of Control in Sexual Decision Making by PLWA

Statement Response

Lack control over the decision of when to have sex

Partner(s) only or mostly partner(s) decide whether or not to have sex 15 24 0 11

Lack control over the decision of whether or not to use a condom

Lack control over childbearing decisions

12 29 1 10
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cion, and despite their own empowerment as revealed
in the interview testimony on other topics, such as test-
ing. Sixteen out of 45 female PLWA, and none of the
males, reported that they did not have control over the
decision of when to have sex. Other responses indicat-
ing lack of control are shown in Table 7.

Second, many women and men interviewed had been
able to make changes in the number of their sexual
partners and the nature of their intimate relationships.
Fifty of those interviewed reported that learning of their
HIV-positive status was a catalyst for a number of
changes they deemed positive, including reducing the
number of sexual partners and more routine use of con-
doms. Three women and 3 men reported having more
than one partner at the time of the interview, compared
with 12 women and 13 men interviewed who had ever
had more than one sexual partner at the same time.
However, women also reported losing interest in sexual
relationships or not being able to find a partner — or a
partner with whom they felt comfortable disclosing their
HIV-status or could successfully insist on condom use.

One 39 year-old man described how his relationship
with his girlfriend changed after she tested positive
when seven months pregnant. At the time of the inter-
view his child was a few weeks old (and HIV-negative)
and the interviewee had just received his own positive
test results.

We trust each other more in our love. I've grown
up. I'm living a healthy life now — no cheating. As a
man, | used to cheat. She didn’t know before this.

Both men and women reported choosing abstinence
based on a sense of moral responsibility to themselves
and/or others.

| feel like being celibate is best. You could re-
infect yourself, or the condom can break and you
can infect someone else. | haven't had sex since |
got tested.

When | tested positive, | made it my duty not to
infect others, so | chose abstinence.

While abstinence might be an ideal choice for
some, however, it was not always an actual, prac-
tical one.

When I'm about to have sex, it reminds me of my
HIV status. | wouldn't want to have sex at all, but |
can’'t refuse my husband. But | told my husband, if
we don’t use a condom, then no sex.

We are not allowed in our culture to say today |
don’t want to have sex...If | refused to have sex,
my husband would beat me.

The compulsion for sex exchange derived from eco-
nomic dependence affected the women interviewed,
even more so perhaps than before the HIV-positive
diagnosis, given the restrictions their health and HIV-
related illness could place on their ability to earn an
income or receive support from their families. Whether
or not she wants to remain abstinent, a 29 year-old
man explained,

A woman will be forced to sleep with men for food
and a place to live.

Key Informant Interviews

According to most key informants, women'’s lack of
control over sexual decision making is prevalent in
Swaziland. This resulted in sexual practices that place
women and men at risk for HIV infection. This lack of
control, and men’s refusal to use condoms, were
socially sanctioned and rooted in the power imbalance
between women and men.

Women are vulnerable to contracting HIV
because they don’t have the power to control their
own bodies. Men... think about themselves, and
society applauds them. ... They say condoms have
worms, or they have HIV. It's just an excuse so
they don't have to use condoms.””

Others agreed that failing to use condoms was less
about misinformation than about gender and sexual
relations, which were driving the HIV epidemic in ways
very resistant to change.

There's awareness and information of HIV/AIDS
that doesn’t translate to an improvement in the
infection rate because attitudes are difficult to
change. ...People hear the campaigns but do
something different. Collecting condoms is one
thing, but using them is a private affair, a grey
area, a challenge.”’

Coupled with masculine ideologies precluding behav-
ior change was the economic dependence of women
unable to insist on safe, respectful and responsible
behavior from men. Several key informants described
the need for both women and men to migrate to find jobs
in urban areas or “company towns” (industrial estates in
peri-urban or rural areas) and the lack of affordable and
available housing for workers who do so as a key factor
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in creating an environment of temptation and exploita-
tion. As a result, women and men who were strangers to
each other share housing, and women (often with hus-
bands at home) “paid in kind” for a place to live.””’

Many people in Mbabane moved here from rural
areas. It's a group that doesn’t have the means to
survive city life. The women want accommodations,
but it’s not easy to get accommodation if you're not
employed. They stay with the men and permit them
to do what they want. ...She’s like a beggar.””®

The risks that people took through their sexual prac-
tices were derived from their socialization and eco-
nomic circumstances and enforced by expectations and
norms. The latter can only change when the social
structures underlying attitudes and practices change.

Gender Norms and Beliefs and
Perceived Vulnerability to HIV/AIDS

Ninety-seven percent of community survey participants
held at least one gender discriminatory belief. Propor-
tionally more men than women held such beliefs. For
example, 22 percent of women and 33 percent of men
agreed that it is more important for a woman to respect
her spouse or partner than itis for a man to do so.
Regression analyses demonstrated the associations
between attitudes accepting and reflecting women’s
inferior legal, cultural and socio-economic status in
Swaziland and the unsafe practices and circumstances
that render both women and men vulnerable to
HIV/AIDS. For example, participants who held the belief
that it is a woman'’s duty to have sex with her spouse or
partner even if she does not want to had over 2 times the
odds of unprotected sex in the past year with a non-pri-

CHART 2: Gender Discriminatory Beliefs Held
by Women, Swaziland Community Survey (n=397)

Prevalence of Women’s Gender Discriminatory Beliefs

3%

D 2 beliefs held

- 3 or more beliefs held

mary partner as those who did not hold that belief. On
the other hand, the majority of community survey partic-
ipants, particularly women, endorsed statements of full
and equal human rights for women. Decreased odds of
sexual risk were associated with holding these beliefs.
For example, women and men who agreed that women
should be able to hold the same jobs at the same pay as
men had half the odds of multiple sexual partnerships in
the past year as those who disagreed with that state-
ment. PLWA interviewed confirmed the prevalence of
gender inequality and discrimination against women in
families, communities and workplaces and its associa-
tion with women'’s, and men’s, vulnerability to HIV. Key
informants similarly explained HIV/AIDS in Swaziland as
an epidemic rooted in unequal relationships, social
norms and legal structures disempowering women.

Community Survey

Belief in Gender Discriminatory Norms

Swaziland community survey participants were asked
to agree or disagree with statements expressing beliefs
about men’s and women’s roles in society in order to
assess the prevalence of gender discriminatory norms
and support for women’s equal rights with men.”” Persis-
tent discriminatory beliefs’®® were held by a majority of
those surveyed and more commonly by male participants.

Ninety-seven percent of community survey participants
held at least one gender discriminatory belief. Sixty-one
percent of women and 80 percent of men held three or
more discriminatory beliefs. Charts 2 and 3 show the pro-
portions of women and men in the community survey
holding gender discriminatory beliefs. Twenty-four per-
cent of women and 44 percent of men held 6 or more, indi-
cating widespread entrenchment of such views.

CHART 3: Gender Discriminatory Beliefs Held
by Men, Swaziland Community Survey (n=390)

Prevalence of Men’s Gender Discriminatory Beliefs

2%

. 3 or more beliefs held
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TABLE 8: Selected Individual Gender-Discriminatory Beliefs, Swaziland Community Survey*

Statement of Belief

n

A woman is expected to have children if a man pays lobola 384 183(48) 385 228(59)
[bride pricel to marry her

It is a woman’s duty to care for the sick 394 138(35) 385 151(39)
Women should not insist on condoms if their partner refuses 381 104(27) 379 132(35)
It is more important for a woman to respect her spouse/partner 396 87(22) 388 130(33)
than it is for a man to respect his spouse/partner

Men should control decisions in relationships with women 389 73(19) 386 129(33)
(whether to marry, whether to have sex, how many children to have)

It is OK for a man to take another wife if his current wife 380 63(17) 379 137(36)
does not bear children

It is a woman’s duty to have sex with her spouse/partner 391 49(13) 380 76(20)
even if she does not want to

A man may beat his spouse/partner if he believes she is having 389 40(10) 385 67(17)
sex with other men

A man may beat his spouse/partner if she disobeys him 393 21(5) 388 47(12)
It is OK for men to have more than one sexual partner at one time 396 11(3) 388 45(12)

*All responses in the table show statistically significant differences (p<0.05) between men and women.

In terms of specific beliefs, a picture emerges of
men and women endorsing social expectations of
women’s role as subservient to male sexual partners,
ceding power in relationships to men and being prima-
rily valued by childbearing as a measure of their worth
in families. Selected individual beliefs are listed in
Table 8. Approximately one-third of the men in the com-
munity survey held the following beliefs: 1) that men
should control significant decisions in relationships; 2
that it was more important for a women to respect her
spouse or partner than for a man to do so; 3] that
women should not insist on condom use if their partner
refused; and 4) that a man could marry a second wife if
his current spouse does not bear children. Seventeen
to 27 percent of women held these beliefs.

The influence of traditional cultural beliefs concern-
ing women and women’s social devaluation is evident
in these attitudes, and demonstrated most clearly by
the fact that more than half of surveyed men and
almost half of women agreeing that a woman is
expected to have children if the traditional practice of
bride price (lobola) was part of the marriage.”' The

potential consequences of these practices, in the con-
text of women’s poverty and lack of autonomy, were
demonstrated by the strongly held belief among male
participants that a man should marry another wife if
he has paid lobola and there are no children. Likewise,
about equal proportions of women (35 percent) and
men (39 percent) affirmed that it is a woman’s duty to
care for the sick, a traditional division of labor that has
become even more burdensome on women and girls in
the era of HIV/AIDS.

At the same time, however, social change was
clearly at hand, perhaps more rapidly and profoundly
influencing the minds of women than those of men.
Compared with the other discriminatory statements,
for example, fewer women and men agreed that it is a
woman'’s duty to have sex with her partner even if she
does not want to, though more men (20 percent] than
women (13 percent) held this view. Changes in atti-
tudes, however, do not appear as yet to be widely
reflected in the private and public sphere experiences
of women, as discussed elsewhere in this chapter.
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Support for Women's Rights

Support for women’s rights was articulated by the
majority of those surveyed. Responses are listed in
Table 9. In light of the prevalence of gender discrimina-
tory beliefs among those surveyed, attitudes that
demonstrate support for women’s rights are possible
indicators of the potential for acceptance of the socio-
cultural change and legal reforms necessary to enable
women to achieve equality with men in intimate rela-
tionships as well as the public sphere.

More women than men surveyed endorsed women'’s
equality and empowerment. The majority of participants
showed support for increasing women's control over their
own lives through property ownership, inheritance rights
and other measures to promote autonomy, eradicate
inequality and address the inferior legal status of women
in Swaziland. For example, women and men supported
women’s non-discriminatory access to employment and
ownership. Seventy-five percent of women and 61 percent
of men agreed that a woman should be able to end a rela-
tionship with a man, suggesting an endorsement of
women’s autonomy and decision making on equal footing
with male partners. The minority who disagreed repre-
sents the persistence of discriminatory views, however.

Holding men responsible for children and recognizing
the need to protect women and acknowledge their rights
were also supported by community participants. Both
women and men felt nearly universally that men should
financially support the children they have from all relation-
ships. Similarly, 91 percent of women and men felt that a
woman’s in-laws should protect her if her husband hurt or
mistreat her. These beliefs stand in contrast to the status
quo, where many women have experienced social and
legal barriers to obtaining financial support from spouses,
and disempowered outsider status and abuse from in-
laws, particularly if they are HIV-positive or have AIDS.

Associations of Gender Discriminatory
Beliefs and Support for Women's Rights with
Sexual Risk-Taking

There is a predictive relationship between holding
gender discriminatory beliefs and sexually risky prac-
tices or circumstances. Those surveyed who held six or
more discriminatory beliefs (34 percent of participants)
had twice the odds of having multiple sexual partners
as those who held fewer discriminatory beliefs.”®

Holding certain specific discriminatory beliefs pre-
dicted having multiple partners or unprotected sex with
a non-primary partner, increasing the odds of doing so
anywhere from nearly 1.6 to 4 times. These associa-
tions are shown in Tables 10a and 10b. Those who
endorsed men having multiple sexual partners had 4
times the odds of reporting this practice and 3.5 times
the odds of unprotected sex with a non-primary partner
as those who did not. Participants who felt that men
should control decisions in relationships with women
had more than 1.5 times the odds of having multiple
sexual partnerships and nearly twice the odds of having
unprotected sex with a non-primary partner. Con-
versely, beliefs in women’s rights decreased the odds
of sexual risk; these associations are shown in the
shaded boxes in Tables 10a and 10b. Participants who
thought that women should hold the same jobs at equal
pay as men had 51 percent lower odds of having multi-
ple sexual partners and 42 percent lower odds of sex
without a condom with a non-primary partner as those
who did not. Women and men who agreed that women
should be able to end relationships with men had 50
percent decreased odds of having unprotected sex with
a non-primary partner than did those who disagreed.

PLWA Interviews

In the interviews, women and men living with HIV/AIDS
described the association of prevalent gender norms

TABLE 9: Support for Individual Rights, Swaziland Community Survey*

Statement of Belief

Women should be able to hold the same jobs at the same pay as men

Women should be able to own property in their own name

A woman should be able to end a relationship with a man

Women should have their own houses and land when they marry 387

(% agree)

(% agree)

331(85) 381 286(75)
385 307(80) 381 240(63)
381 284(75) 384 236(61)
282(73) 382 202(53)

* All responses in the table show statistically significant differences (p<-0.05) between men and women.
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with women’s and men’s risk of HIV in Swaziland and
their own experiences as PLWA with gender-based
inequality and discrimination.

Discriminatory Institutions and Behaviors

PLWA interviewed confirmed the strong influence in
women'’s and men’s lives of customary law and tradi-
tional practices. Swazi women’s contemporary situa-
tion as dependent on others for resources and status is
rooted in many of the traditional elements of southern
African tribal culture, such as bride price and wife
inheritance, according to those interviewed. For exam-
ple, as discussed earlier, the payment of lobola to the

bride’s family was viewed as granting the husband and
his family absolute rights over a woman'’s sexual activ-
ity and childbearing.”® Thus there is very little legal or
social support for women to refuse to follow the wishes
of her in-laws, as custom dictates. One HIV-positive
woman interviewed described her own experience with
wife inheritance:

When you have lost your husband, you have to
take another husband in the family. For example,
my husband died of HIV. | am supposed to marry
his brother. | got a good counselor, and she
advised me not to marry his brother.

TABLE 10A-B: Selected Specific Gender-Related Beliefs as Predictors of Sexual Risk-Taking
in the Swaziland Community Survey, Total Sample by Outcome Variable

A) Associations of Beliefs and Multiple Sexual Partners in Past Year

95%

Confidence
Statement of Belief* Interval
It is OK for a man to take another wife if his current wife does not bear children 741 2.57 1.71-3.87
A woman is expected to have children if a man paid lobola to marry her 751 1.84 1.25-2.73
Men should control decisions in relationships with women
(whether to marry, whether to have sex, how many children to 756 1.56 1.04-2.32have)
Women should be able to hold the same jobs at the same pay as men 752 0.51 0.33-0.78

B) Associations of Beliefs and Unprotected Sex with a Non-Primary Partner in Past Year

95%
Confidence

Statement of Belief* Interval
It is OK for men to have more than one (sexual] partner at one time 751 3.50 1.61-7.61
It is a woman'’s duty to have sex with her spouse/ partner even if she does not want to 738 2.25 1.16-4.35
A woman is expected to have children if a man paid lobola to marry her 736 1.98 1.03-3.78
Men should control decisions in relationships with women (whether to marry, 741 1.87 1.02-3.43
whether to have sex, how many children to have)

Women should not insist on condom use if their partner refuses 726 1.89 1.02-3.50
Women should be able to hold the same jobs at the same pay as men 737 0.42 0.24-0.83
A woman should be able to end a relationship with a man 731 0.50 0.28-0.90

* A separate model was created for each belief.

** The odds ratio is a relative measure of risk, predicting the likelihood of the outcome at issue if a certain characteristic (described
by the independent variable) is present. The adjusted odds ratio is the odds ratio adjusted for the possible confounding effects of the
other variables included in the models. For all models, the odds ratio was adjusted for sex, age, education level, monthly household
income, food insufficiency, marital status, residency location, HIV knowledge, HIV-related stigma and fears of HIV-related stigma.
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Fortunately, her in-laws accepted her refusal and,
because she owned the home in which she lives, could
not legally evict her and her five children.

Others described how in-laws and other members of
the husband’s family would seek to take advantage of
the dependent status of women who were widowed.
They also reported women'’s difficulties in establishing
rights to inherit their marital property under Swazi civil
law, a time-consuming process of accessing the over-
burdened legal system. Most women had left their own
family homesteads and had no property in their own
names. Estate determinations pending, in-laws evicted
women and children from their homes or insisted on
their return to the wives’ natal families.

While such situations might be overcome if women
were able to earn incomes to support themselves
financially, gender discrimination in the workforce was
described as commonplace by the PLWA interviewed.
Not only was it more difficult for women than men to
find employment, salaries were low and women usu-
ally had families to support. Moreover, women living
with HIV or AIDS would often be battling ill health and
needing to satisfy increased nutritional and medical
needs, in addition to the resource inequalities that all
women endured. Employment discrimination often
took the form of sexual harassment, including
demands for sex in exchange for work, closing the cir-
cle of vulnerability.

Before being employed, if you don't agree to have
sex with managers, you will not get the job. When
an advertisement is placed for a job, sleeping with
the manager is a pre-requisite. It happened to me
one time ... They told me | would have to have sex
with the manager.

One woman was blamed by her in-laws for bringing
HIV into the family even though her husband had had an
extra-marital relationship and child with another
woman and both she and the child died of HIV. Later the
husband reconciled with the interviewee and subse-
quently tested HIV-positive himself. In the interview,
this woman pointed to the powerlessness of women in
a patriarchal society. She commented on the difficulty
of changing this entrenched dynamic, so embedded in
social and political structures.

Only the law can help. The law must be revised
and amended. Even Parliament, it is run by Swazi
men. They don’t want to change the laws because
the laws serve them, they benefit from the laws.

The new Swaziland constitution contains a passage
allowing women to refuse to follow customs to which
they are opposed. It remains to be seen whether
women will feel empowered to defy their families and
tribal leaders and, moreover, how this provision — or
any of the Constitution — will be implemented through
law and public education and subsequently enforced.

Women'’s Vulnerability

PLWA were nearly unanimous in their view that
women’s unequal position in the family and community
resulted in women’s vulnerability to harm, including
the high risk of HIV transmission. One woman
explained how men’s control of women’s lives trans-
lated into HIV infection:

Here in Swaziland, the husband is the one that
bosses you around so there is nothing you can do
without him. My rights lie with my husband. He
decides whether we use condoms. | don’t have a
choice about prevention.

She was 30 years old at the time of the interview and
had tested when she was pregnant with her second
child, because her husband had had children with
another woman.

For those interviewed, men’s multiple sexual part-
nerships were clearly linked to women'’s vulnerability.

Women are vulnerable because men can have as
many wives as they want. And he dictates what to
do. He can say no to condoms, and she can't refuse.

Nearly all of those interviewed agreed that lack of
income and inability to hold title to property placed
women at risk by forcing them to depend on casual and
long-term male partners as financial providers. One 28
year-old woman was a widow whose husband, like his
previous wife, had died of AIDS, leaving her with five
dependents. She summed up the intersection of women’s
responsibility and disempowerment in this way:

Lack of income is the primary problem that puts
women at risk for HIV. Men force their wives to sleep
with them without protection. Unemployment, being
poor, having to feed and take care of kids.

Fifty-one of the 58 individuals interviewed identified
violence against women as a problem in their commu-
nity, reflecting women’s low status and men’s power
and control which often led to coerced unprotected sex.

There was a time when | had a boyfriend dragging
me to his house when | did not want to have sex.
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He would lock me up and force me to have sex.../
would end up sleeping with him for fear that he
would beat me up.

Men’s Vulnerability

Those interviewed described men’s risk of getting
HIV as rooted in men’s own behavior of sexual risk-tak-
ing, including having many sexual partners, excessive
alcohol consumption and refusal to use condoms. It
was recognized that this behavior was itself influenced,
or even dictated, by social and cultural pressures, and
the erosion of traditional limitations. As one 52 year-old
woman put it, “A real man is expected to have many
girlfriends and wives.” Men’s vulnerability was under-
stood as the flipside of women’s: men’s control, coer-
cion and exploitation of women’s dependence, allowing
men to insist on unprotected sex, likewise left men vul-
nerable to HIV transmission.

Social expectations put pressure on men to be patri-
archs. One unmarried 30 year-old man living with a
sexual partner and responsible for supporting five
dependents, including his four children, said:

Your family expects you will produce children.
Your children will expect an income from you
since women are not expected to work. If she
works she doesn’t belong to you, she belongs to
someone else.

Key Informant Interviews

Key informants viewed HIV/AIDS as “a gender issue.”
They understood women's vulnerability as rooted in
inequalities of power between men and women: fostered
by civil and customary legal institutions of marriage,
property and inheritance and maintained at the individ-
ual level in domineering or coercive relationships. A gen-
der expert with a local NGO summed up the situation:

784

Men always dominate in our society... . Males and
females don’t share the same amount of power.
Females are not respected by society. Our poli-
cies, our laws, are betraying women and favoring
men. That is the problem. HIV will be there as
long as women are subordinate to men.’®

The challenge presented by this structural and nor-
mative gender inequality was also recognized in the
expert interviews, including obstacles presented by
women themselves. Women, like men, were members of
Swazi society socialized into its norms and constricted
by its customs and laws in their beliefs and actions. As
an AIDS services agency representative explained:

Women don't want to be empowered, they want
to subordinate. Always when something is
launched, on the radio there will be a woman dis-
cussing empowerment strategies negatively,
smearing them. For example, CEDAW [UN Con-
vention on the Elimination of All Forms of Dis-
crimination Against Women, acceded to by
Swaziland in 2004] caused a lot of discord, there
were men and women both for and against. It is
very difficult to break the barriers and harness
the situation.”™

Several key informants commented on the entrench-
ment of gender discrimination in the rural areas in par-
ticular:

Seventy percent of the country is rural, and they
are very traditional. Young boys are turning out
like their fathers. There is not enough change.”®’

At the same time that traditional practices which
keep women subordinate persisted, the formerly pro-
tective elements of unwritten, customary law — such
as the registry of marriages with chiefs who granted
each wife and her children their own land’® and the
safe haven that could be found for the vulnerable in the
house of the senior grandmother in the homestead’® —
disappeared.””® As people migrated to urban areas in
search of work and families were fractured, the extent
to which the benefits of the old ways had been lost has
became evident to progressives and conservatives
alike. Yet these were not replaced by protective and
empowering structures and politics to ameliorate the
hardships of the modern society and economy. As
explained by a researcher at WLSA, PHR’s field partner
for the Swaziland study:

In the money economy...the elders are depend-
ent on the young rather than the other way
around ... and they don’t have the power to
enforce [beneficial and protective] norms and
traditions. Culture is dynamic and it changes —
but the problem for women is that culture is
frozen, whereas men have changed. They can’t
accept that women can do the same, that things
have changed and women also need to lead the
modern life.””’

Interview testimony was clear that achieving mean-
ingful equality at the individual and household levels
required reform of the gender discriminatory norms and
institutions, both locally and nationally in Swaziland.
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Leadership on HIV/AIDS in Swaziland

The need for mobilization of political will by the leadership
in Swaziland to reform discriminatory legal and social
structures, address the effects of poverty on vulnerable
populations, educate the general public (and men in par-
ticular] and, by their personal actions, set a good example
to address the HIV/AIDS crisis in Swaziland came through
clearly in the surveys and interviews. Forty to 89 percent of
survey participants faulted national leaders, chiefs,
church leaders and the King in every domain on which
they were questioned, including not setting a good exam-
ple in their personal behavior or sexual practices. For
example, 73 percent agreed that national leaders had not
spent enough money on HIV prevention and 72 percent felt
that chiefs had not done enough to oppose bad treatment
of PLWA. Aside from educational campaigns generally, no
one strategy for closing the gaps in policy was endorsed
by community survey participants when asked an open-
ended question, suggesting the need for a range of strate-
gies coupled with enhanced dissemination of information
concerning them. PLWA and key informant interviews
were also mainly critical of leaders, particularly for failing
to take the initiative of concrete actions to speak out about
HIV/AIDS, change their own behavior, educate their con-
stituencies and implement policies to address the socio-
economic conditions of Swazis that create barriers to
access for testing and treatment.

Community Survey

Inadequacy of Leadership Addressing HIV/AIDS
in Swaziland

Study findings reflected the large gaps in national
and local policy and programs addressing the HIV/AIDS

epidemic in Swaziland. Participants in the community
survey were asked their opinions of the response of
Swaziland’'s leaders to the HIV/AIDS crisis in five
domains: spending on prevention; personal behavior
and sexual practices; assistance to PLWA and those
affected by HIV/AIDS; opposing HIV/AIDS-related
stigma and discrimination; and domestic violence pro-
tection for women and children. Their responses are
shown in Table 11.

Nearly half of participants voicing an opinion found
fault with each category of leader in every domain, and
national political leaders and chiefs were found lacking
across the board by the majority of those surveyed.
Criticism was levied in particular on national leaders
and chiefs for not spending enough on HIV prevention’
and on all leaders for not setting a good example by
their personal behavior.

In contrast to the poor marks given to leaders in
terms of providing assistance to PLWA and others
affected by HIV/AIDS, as mentioned previously, nearly
all of those surveyed agreed that PLWA should receive
food or other assistance from the Government (98 per-
cent). They also universally supported income genera-
tion projects for HIV-positive women to decrease the
impact of HIV/AIDS in Swaziland (98 percent).

Whereas 90 percent of participants in the community
survey agreed that violence’ was an important con-
tributor to the spread of HIV in Swaziland, more than
half believed that chiefs, national leaders and the King
had not done enough to protect women and children
from abuse and two-fifths agreed that church leaders
had not done so.

In addition, 31 percent of women and men participat-
ing in the community survey reported that the way gov-

TABLE 11: Opinions on Leadership in Swaziland on HIV/AIDS, Swaziland Community Survey "

Chiefs

Church
Leaders

National
Political

Statement of Opinion
Not spent enough money on HIV prevention 689

Not set a good example in their personal 704
behavior/sexual practices

Not given survival basics (food, water, shelter, 698
land) to people infected or affected by HIV/AIDS

Not done enough to oppose bad treatment of PLWA 686

Not protected women and children from abuse 708

T | v o] v | v T

Leaders

614(89) 688  504(73) 679  325(48) 704  444(63)
554(79) 677  542(80) 701  538(77) 720  342(48)
447(64) 691 387(56) 700  294(42) 716  297(41)
496(72) 685  455(66) 670  359(54) 698  327(47)
473(67) 706  418(59) 691  397(57) 725  290(40)
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ernment works in Swaziland prevented them from hav-
ing a say in the way HIV/AIDS is addressed in the nation.
The centralized decision making of the Swazi monarchy
and the lack of opportunities for civic participation may
underlie these views.

The heavy criticism of chiefs may reflect their per-
ceived high level of influence on the daily lives and atti-
tudes of their constituents and, therefore, their actual
ability to affect the transmission of HIV and its impacts.
National political leaders were also criticized by half or
more of respondents in every domain. This assessment
was likely for the same reasons as those reported for
chiefs, given their responsibility for national policies and
their visibility in Parliament and the ministries. In con-
trast, church leaders were assessed comparatively less
harshly; their actions were judged wanting, though, by
40 percent or more of the sample in each category.””

Given the cultural significance of and high regard for
the royal family in Swaziland, and the potential negative
consequences of critiquing the King, during most of
Swaziland's history rebuke of the King's actions or poli-
cies was rare, private or indirect. Whether a measure of
increased openness, the confidential nature of the sur-
vey, the current level of dissatisfaction with his lack of
leadership on HIV/AIDS, the magnitude of the AIDS cri-
sis itself or some combination of these, community
survey participants were critical of the King. Only with
regard to spending for prevention measures was the
King judged less negatively than the other leaders, yet
48 percent of participants still felt that he had not done
enough in that arena. Funding is an area of Swazi policy
where the King has great power, both as a political
leader and in his role as a direct donor to social causes
and to the needs of individuals such as AIDS orphans.

Strategies for Going Forward and Closing
the Gaps

When community survey participants were asked in
an open-ended question for their opinion about what
could be done in Swaziland to prevent further spread of
HIV, the only answer given by more than 50 percent of
participants, as shown in Table 12, was educational
campaigns. This category was inclusive of campaigns
on a wide range of HIV/AIDS-related subjects.

The value of information and public education on
topics ranging from prevention to testing, treatment
and stigma was recognized by 60 percent of women and
men. When asked directly, 94 percent of participants
said that they would support HIV education directed at
men as a prevention strategy. Seventy-three percent of

TABLE 12: Preventing the spread of HIVin
Swaziland, Swaziland Community Survey (N=787)*

Statement of Intervention n(%)
Educational campaigns 471(60)
Increasing the availability of condoms 173(22)
Supporting people to get tested 86(11)
Providing resources 59(8)
If the King would set an example or speak out 54(7)
Making treatment, including ARVs, 52(7)
more available**

Addressing domestic and sexual violence 44(6)
Increasing availability of testing 43(5)
If people had access to good or better 39(5)
quality medical care

If there were more HIV/AIDS support groups 34(4)
Increasing confidentiality at testing sites 32(4)

*Participants could give more than one answer.
**The difference between women’s (5 percent] and men’s
responses (8 percent) was statistically significant (p=0.000).

women and 63 percent of men agreed that promoting
abstinence could contribute “extremely” or “quite a lot”
to changing sexual behavior in Swaziland.””® As dis-
cussed in the section on sexual practices, this opinion
may reflect recognition of the efficacy of abstinence to
prevent HIV without taking into account the barriers to
its successful practice, such as women'’s lack of control
over sexual decision making.

The second most common response, given by 22 per-
cent of those surveyed, was to increase the availability of
condoms. As mentioned previously, only 4 percent of
those surveyed affirmed that unavailability or lack of
affordability of condoms was the reason they did not con-
sistently use them over the past year. This response may
speak, therefore, to the need for increased distribution of
condoms or better coverage in certain areas, given that
they are already widely available.”” It also highlights the
importance of education around the preventive value of
condoms. Finally, it suggests a perceived need for the
imprimatur of endorsement by peers and community,
church and national leaders in order to demythologize
condoms and normalize their use.

Despite the small proportion of community survey
participants who reported having tested for HIV, in open-
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ended questions only 11 percent suggested that support-
ing people to get tested would assist in HIV prevention
and 5 percent mentioned increasing availability of testing
as a prevention strategy. In addition, 7 percent claimed
that increasing the availability of ARVs was a key preven-
tion measure. This may reflect the fact that, at this point
in the HIV/AIDS epidemic, Swazis were more aware of the
impact of education and condom availability on HIV pre-
vention, and had not yet been made cognizant (through
campaigns, for example] of the effects of expanded
access to testing and treatment as prevention measures.

PLWA Interviews

Women and men living with HIV/AIDS interviewed for the
study were asked an open-ended question about whether
and how leaders have addressed the HIV/AIDS problem in
their communities. They were also asked what the King
has done to address the epidemic in Swaziland and their
recommendations for what he should do.

Praise and Criticism for Leadership

Feelings about the actions of leaders among PLWA
were mixed. Some reported that they had made an
effort to disseminate information and establish and
expand testing and treatment access.

They've increased educational campaigns, estab-
lished VCT centers and have concentrated on HIV
in the workplace.

Some recognized the important role PLWA needed to
play to educate leaders in the first instance.

We need to train community leaders, chiefs, key
people: HIV doesn’t mean that life is over. We
need teaching by people in the community. We
need to empower leaders first, and fix miscon-
ceptions in key people.

Leaders were criticized for being merely rhetorical
and not delivering concrete action in their approach to
the epidemic, including changing their own behaviors.
Twelve out of 58 individuals interviewed charged that
the King in particular was a poor role model for other
Swazi men because he was polygamous and has so
many wives. They said that other men justified their
own behavior by referring to the King, and that the
King's behavior therefore undermined HIV education
efforts aimed at reducing multiple sexual partnerships.

They have not done anything. What they did is just
lip service. They don't walk the talk. They use HIV
programs for their campaigning only so that they

can win our support. But then they do nothing.
And the King is a bad role model. If | am a young
man, | want to imitate the King. | would also love
to have many wives.

On the other hand, 16 interviewees praised the King,
in particular for declaring the epidemic a national dis-
aster in 1999, speaking publicly about HIV, funding
orphan care programs and appealing to foreign leaders
for financial assistance, particularly for the distribution
of ARVs in Swaziland.

He has asked every Swazi to help in any way. He
has said it’s a disaster.

The King has asked donors from overseas to sup-
port Swaziland.

Strategies to Increase Testing and Treatment

One of the most direct recommendations for leader-
ship stemmed from the identification of leaders as influ-
ential role models for other Swazis: the King and chiefs
should get tested for HIV and announce their test results
publicly. Those interviewed suggested that the King's
actions in particular would have a significant effect on
the willingness to test of the general Swazi population.”®

He [the King] should get tested. And all his wives.
It would have a big impact. Maybe if he was posi-
tive, more people would test. He has to take a
step in order for everybody to take it.

Likewise, leadership was deemed wanting around
treatment. In particular, interviewees urged leaders to
provide accurate information about the nature and effi-
cacy of the ARV regimen.

There needs to be more teaching about ARVs. There
are rumors that the medicines which have been
donated are poor quality — that they want us to die.
We need more information to empower people.

Other barriers to treatment discussed by the PLWA
interviewed suggested the need for a coordinated lead-
ership effort at the national level. Barriers included
costs of transport and non-ARV drugs, the lack of dis-
pensaries outside of the 6 located in major towns,
inconsistent supply of medications and an unmet
demand for trained health workers.

The problem is you have to wait in long lines. You
can wait five hours. The whole work day is gone.
Once | was too sick to come in. But you have to try
to get here. Your life depends upon it.
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The problem is the distance from clinics. People
who are suffering cannot travel. There is a short-
age of doctors, so people must wait for one doctor
to prescribe to many people.

The urgency of the situation was discussed by more
than half of PLWA interviewed, speaking as they were
from the center of a pandemic in a very small country in
aregion subject to the “triple threat” of AIDS, food inse-
curity and poverty,””” for which dire predictions
loomed.? As one 31 year-old man, whose girlfriend
died in 1998 and who himself started exhibiting symp-
toms in 2002, lamented:

| think the whole African nation will be cut in half
by this. Of course I'm worried about the Swazi
nation—the nation will die.

Key Informant Interviews

Several key informants criticized the political nature of
the response to the HIV/AIDS crisis in Swaziland and
felt that the disease itself had been politicized to the
detriment of the national approach. Both Government
officials and PLWA activists pointed out that national
policies related to the crisis — the AIDS and gender
policies — remained in draft form for long stretches of
time, yet to be formally approved, let alone imple-
mented.

There is a slogan: ‘it's everyone’s problem.’ But
the King said that, too. What is the real meaning?
It’s just a political statement that everyone has to
mention. When | see action, | will appreciate the
Government talking about AIDS. We should be
talking about amending policy, but in our case we
[still] have to develop one, fast®"

Inaction of Leadership

Like the PLWA interviewed, many experts in Swazi-
land criticized leaders for failing to follow words with
deeds in the area of HIV/AIDS, including as role models
for behavior change. A few questioned the influence
leaders could have on the general public, given the
effects of poverty, food insufficiency and other socio-
economic factors constraining individuals’ choices.

There isn't much commitment, but there’s a lot of
lip services. ...Just talking and not doing. | don’t
think public figures will make people change.
Their lives are different — they have everything
you may not have, money to buy food and so
forth.®

One coordinator for an association working on AIDS
and workplace issues suggested a prescription that
summarized many key informants’ critiques and rec-
ommendations for the national leadership:

If the country leadership could change and be seen
to do something: first, to talk openly about HIV; sec-
ond, act what they talk; third, support policies and
legal instruments ... especially those trying to
amend laws to include HIV/AIDS and fourth, [to
comply] with the [human rights] conventions Swazi-
land has signed, to include budget implementation
provisions. This impacts how people behave,
because they look at the budget priorities of the
Government and then say, okay this is a problem.®®

In terms of individual leaders, many key informants
from the spectrum of Swazi service organizations, gov-
ernment, international agencies and PLWA groups
were highly critical of the King — though for the most
part “off the record” — indicating, perhaps, the precar-
ious status of the lessening of that particular taboo.
They criticized his polygamy, his declaration and sub-
sequent violation of the revival of umcwasho (signifying
a ban on sex with girls under the age of 18), his enor-
mous material wealth and spending, and his failure to
raise the issue of gender in his speeches on HIV/AIDS.
One NGO representative explained the reaction of com-
munities when she goes to educate them:

They will say, we don’t understand why you say
there is HIV/AIDS when ‘someone’ [the King]
behaves as if there is no HIV/AIDS .2

Chiefs, as a category of leadership, were faulted for
shirking their traditional role:

If the chiefs were living a true chiefly life, they are
supposed to protect you [as a woman], there
would be more protection in the Swazi way than in
the civil law.2%®

Church leaders were criticized for missing opportu-
nities to influence their many parishioners through their
Sunday sermons, and particularly for having come so
late — or not at all — to accept and encourage condom
use or acknowledge the HIV risks of married individuals.

In the church, our priests and bishops are not tak-
ing HIV seriously enough ... they just talk about it
in a passive way. They should be allocating more
time to it because every Friday they're having
mourning services and every Sunday they're
burying people. They're all saying, abstain and be
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faithful. But they also need to talk about condoms
in churches. Even in churches, people are failing
to abstain, and failing to be faithful ®

Public health and medicine were additional areas of
leadership singled out for criticism by key informants.
Those responsible for failing to address the inadequate
health infrastructure were cited as lagging in their
response to HIV. Moreover, key informants interviewed
repeatedly cited the burden on the public health system
that treatment provision and the increasing numbers of
people identified as living with AIDS was exacting in
Swaziland. The perspective of the national director of
Swaziland’s AIDS coordinating agency was typical:

Our system could not cope with a more aggres-
sive program to get more people on treatment
right now. Until the Ministry of Health increases
the number of sites, and gets more doctors, we
don’t have the capacity to increase enrollment.”

Health professionals were criticized by one key
informant for not “taking the initiative” to learn about
HIV/AIDS and for the fact that training and other pro-
grams failed to keep pace with increasing caseloads of
HIV-infected and AIDS patients.

Capacity is the challenge. The whole country is
not ready. The slow pace of putting in a system.
There’s brain drain.... Another issue is ...HIV is
like any other disease — you have the capacity as
anurse to learn. ... Doctors also — they don’t read
— there are guidelines ..."%®

Need for Diverse, Grassroots Strategies

As one donor agency AIDS coordinator noted, in
terms of leadership, “[Swaziland] needs to use what-
ever resources they have: rural health motivators, tra-
ditional healers, chiefs.”® Key informants recognized
that participation from the ground up was essential to
holding everyone, leaders and individuals alike,
accountable to successful strategies for change.

We need to ask people in their constituencies,
regionally — how would you prevent HIV as an
individual, as a group? Stop pointing fingers at
someone else. ...How would you like to see
women respected in life? If we can individualize
the problem, | think we can bring about behavior
change. It should come from the people them-
selves. If it comes from the top, they won't pay
attention.®

Education, both formal and popular, was identified
as crucial to changing the beliefs and practices that
maintained HIV-related stigma and discrimination at
high levels, continued to entrench gender inequality
and discrimination, and preserved the harmful mythol-
ogy and silence around HIV/AIDS.

At the end of the day it is attitudes. Take a multi-
pronged approach. Get young ones at a tender
age through the education system curriculum.
Traditional authorities — whenever they have
meetings with constituents they should talk about
[HIV/AIDS], at every funeral occasion. We need
more testimonies from PLWA — I'm not under-
mining the current situation, but in the rural
areas, it’s still a taboo.®"

PLWA advocates pointed out that interventions need
to comport with the realities of people’s lives in Swazi-
land. Food aid needs to recognize that PLWA had fami-
lies who were likewise food insufficient and thus they
would share their ration with their relatives and run out
of food before the end of the month’s allotment. Income
generation programs needed to supplement credit
given with food aid so the resources doled out would not
be used for immediate needs. Moreover,

...income generation should be meaningful, not
worsen the situation of the women. An example is a
project where there were 100 women to watch over
20 chickens. Women need access to resources,
skills to do what women think would be meaningful
livelihoods for them ...start up funds and advice on
what to market.. and support at home "

Conclusion

Findings from the Swaziland study highlighted several
important themes concerning the HIV/AIDS epidemic in
Swaziland: 1) the cross-cutting negative impacts of
food insufficiency and economic dependence, particu-
larly for women; 2] fear of knowing one’s HIV status,
high levels of HIV-related stigma and fear of being stig-
matized should one test positive for HIV; 3) women'’s
lack of control over sexual decision making; and 4]
prevalent gender discriminatory beliefs associated with
sexual risk-taking.

Female community survey participants were more
food insufficient, less educated and had lower incomes
than male participants. For women and men experienc-
ing food or water shortages, the majority reported that
they became economically dependent and that their
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health care decisions were affected. The majority of
PLWA had also been affected by the lack of food or water.

The majority of those surveyed correctly answered
questions about HIV prevention and transmission
despite the lack of a national educational campaign.
Certain incorrect beliefs persisted, however. For exam-
ple, that mosquito bites and sharing meals could trans-
mit HIV, and praying and traditional medicine could
prevent it. PLWA testimony suggested that men in par-
ticular might have correct knowledge, but relied on
myths to avoid responsibility in preventing the trans-
mission of the virus to themselves or others.

The lack of scaled-up HIV/AIDS-related infrastruc-
ture in Swaziland was reflected in the finding that 25
percent of women and 18 percent of men surveyed had
tested for HIV. The chief barrier to finding out one’s sta-
tus was fear or lack of readiness to test. PLWA and key
informants also discussed the existence of gender-
related barriers to testing. More than half of Swazi
community participants who had tested cited personal
motivation to know their status; for PLWA that reason
was second only to testing because they were sick.
While overall experiences with testing were positive,
the question of voluntariness was raised by the com-
munity survey results: 13 percent reportedly had not
made the decision to test and 40 percent felt that they
could not refuse the test.

Stigmatizing and discriminatory attitudes toward
PLWA were reported by over 60 percent of Swazi com-
munity survey participants. The persistence of these
attitudes, and the greater burden borne by HIV-positive
women, was consistent with the reported experiences
of the PLWA interviewed. Moreover, Swazi women
reported more fears of being stigmatized should they
test positive than did Swazi men. This appears to be in
line with actual experiences, as reported by PLWA of
poor treatment in the family, work and community as
being more common among women. At the same time,
PLWA interviewed report near universal levels of dis-
closure and its positive consequences.

Nearly 90 percent of those surveyed had ever had
sex. Differences between women and men surveyed
were stark. Forty percent of women and 3 percent of
men lacked control over the decision to have sex. Eight
percent of women and 39 percent of men reported hav-
ing more than one sexual partner in the past year. The
majority of sexually active participants reported not

using a condom at some point in the past year; 18 per-
cent of women and 3 percent of men agreed that they
had no control over the decision of whether or not to
use a condom. Interviews with PLWA discussed
women'’s lack of autonomy in relationships with part-
ners in the context of their economic dependence on
men, as rooted in social, cultural and legal inequalities.
Many PLWA reported reducing their number of part-
ners and increasing condom use after testing positive
for HIV. However, one-third of female PLWA lacked con-
trol over sexual decision making despite knowledge of
the risks of HIV transmission and re-infection.

Nearly all Swazis surveyed held at least one gender
discriminatory belief and the majority held 3 or more.
Twenty-four percent of women and 44 percent of men
held 6 or more such beliefs. The content of specific
beliefs held illustrated the strong influence of tradi-
tional culture and the norm that women should be sub-
servient to men.?"® The majority of those surveyed, and
more women than men, also supported women's
rights. Gender discriminatory beliefs predicted sexual
risk-taking (have multiple sexual partnerships or
unprotected sex with a non-primary partner) for both
women and men. Conversely, holding beliefs in
women'’s rights had a protective effect, decreasing the
odds of risky sexual practices or circumstances. Inter-
views with PLWA and key informants elaborated on the
findings regarding the prevalence of gender inequality
and discrimination in all facets of women'’s lives and its
association with women'’s vulnerability to HIV/AIDS.

When asked extensive questions in terms of assess-
ing the country’s leadership around HIV/AIDS, commu-
nity survey participants affirmed failures and gaps in
the national response. Nearly half faulted both local
and national leaders on every domain in the survey:
spending on HIV/AIDS, role modeling, assisting those
infected and affected by HIV, opposing HIV-related
stigma and discrimination and taking action to protect
women and children from domestic abuse. PLWA had a
mixed assessment, noting the need to move beyond
rhetoric and their own role in educating the leadership.
Key informants condemned the passivity of leaders and
cited the need to reform laws, prioritize spending, build
capacity within the public health system and address
widespread food insufficiency and poverty that affect
individual sexual behavior.
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Notes

738 Currency conversion at the Interbank Rate for May 4, 2005 (1 US dol-
lar = 6.14 Swaziland lilangeni). FXConverter. Available at:
http://www.oanda.com/convert/classic. Accessed on February 13, 2007.

% This represents a 92 percent response rate, taking into account
subsequent exclusions from the sample of surveys with missing data
on key predictors or outcomes.

" Participants who were currently married were asked whether there
was more than one wife in their marriage.

"8 Thirteen percent of women and 19 percent of men reported having
visited a traditional healer in the past year. The fact that participants
in both the community survey and the PLWA interviews infrequently
admitted to visiting traditional healers is likely a result of the prohibi-
tions and shaming around such consultation from public health and
medical sources early in the crisis.

7 This is likely due to the urban locales of the recruitment for the
investigation sample, in addition to the overrepresentation of women
among the population of individuals being tested and treated for HIV
in Swaziland and the higher prevalence of HIV in women.

740 N=52. Symptoms of depression were measured using the 15-item Hop-
kins Symptom Checklist for Depression (HSCL-D). People were consid-
ered to screen positive for depression if their score was —=1.75 on this
scale. Derogatis LR, Lipman RS, Rickels K, Uhlenhuth EH, Covi L. “The
Hopkins Symptom Checklist (HSCL). A measure of primary symptom
dimensions.” Mod Probl Pharmacopsychiatry. 1974;7(0):79-110; This
screen has been validated previously in a number of international settings
in Africa and elsewhere. Bolton P, Wilk CM, Ndogoni L. “Assessment of
depression prevalence in rural Uganda using symptom and function crite-
ria.” Soc Psychiatry Psychiatr Epidemiol. Jun 2004;39(6):442-447.

41 Of the 23 PLWA not receiving ARVs, 16 reported that they had CD4
counts too high to qualify for treatment and one said that s/he was
“not sick”. Of the 6 others not receiving ARVS, 4 expressed concerns
about the side effects or the efficacy of the treatment, and 2 of the 4
had made the decision to focus on a healthy diet or other behavior
changes to maintain or improve their health. Two also expressed con-
cerns about the difficulty in taking the medications as prescribed and
feared getting worse if they forgot to take them on time.

™ Currency conversion at the Interbank Rate for May 4, 2005 (1 South
African rand = 0.164 US dollar]). FXConverter. Available at:
http://www.oanda.com/convert/classic. Accessed on February 13,
2007; The Swazi lilangeni is pegged to the value of the rand.

743 Fifty-two interviewees had two or more dependents; 5 had over 10
people they were supporting.

4 This is equivalent to 40 percent, similar to depression prevalence
estimates in HIV-positive populations in the US, which is 36-37 per-
cent. Bing EG, Burnam MA, Longshore D, et al. “Psychiatric disorders
and drug use among human immunodeficiency virus-infected adults
in the United States.” Arch Gen Psychiatry. Aug 2001;58(8):721-728;
Asch SM, Kilbourne AM, Gifford AL, et al. “Underdiagnosis of depres-
sion in HIV: who are we missing?” J Gen Intern Med. Jun
2003;18(6):450-460.

5 Interview with Albertinah Nyathi, Women Together, March 14,
2005, Mbabane, Swaziland.

74 Participants were asked 11 questions about their knowledge of HIV
transmission and prevention, based on questions modified from the
UNAIDS General Population Survey and the DHS (demographic
health survey) AIDS module. See http://www.emro.who.int/gfatm/
guide/tools/dhsaids/dhsaids.html. Using the UNAIDS knowledge
indicator scoring system, individuals were scored as having HIV
knowledge if they correctly identified the two most common modes of
HIV prevention in Swaziland (consistent condom use and abstinence).

7 Interview with Gideon Gwebu, Ministry of Home Affairs, Gender
Unit, May 16, 2005, Mbabane, Swaziland.

78 Interview with Siphiwe Hlophe, Swaziland for Positive Living
(SWAPOL), September 23, 2004, Manzini, Swaziland.

7% Though it should be noted that those who have not tested, may, by
definition, not have attempted to test and therefore may be less aware
of potential barriers to access, such as lack of infrastructure in rural
areas.

" Participants could agree with more than one reason.

7' PMTCT Plus is provided in Swaziland; HIV testing is available at the
sites for male partners. See The Elizabeth Glaser Pediatric AIDS
Foundation Annual Report. 2004. Available at: http://www.
rhap.org.za/resources/208.pdf. Accessed May 24, 2006.

52 While those that tested because they were sick may have felt, in
the broad sense, that they “had no choice” because their physician
needed to determine the cause of their illness, that proportion of
respondents does not account for the larger group that reported not
being able to refuse the test. In this group, some may have felt a per-
sonal imperative to find out the cause of their illness and thus that
they could not, in that sense, refuse the HIV test.

3 This definition was based on the routine testing policy in Botswana,
and used in the companion study.

75 Participants could give more than one answer.

%% Interview with Janet Khumalo, The Family Life Association of
Swaziland (FLAS), May 24, 2005, Manzini, Swaziland.

7% |nterview with Thembi Nkambule, Swaziland National Network of
People Living with HIV and AIDS (SWANNEPHA], May 24, 2005, Mba-
bane, Swaziland.

57 Interview with Derek von Wissell, National Emergency Response
Council on HIV/AIDS (NERCHAJ, May 23, 2005, Mbabane, Swaziland.

758 |nterview with Gideon Gwebu, Ministry of Home Affairs, Gender
Unit, May 16, 2005, Mbabane, Swaziland.

77 Interview with Thembi Nkambule, Swaziland National Network of
People Living with HIV and AIDS (SWANNEPHA], May 24, 2005, Mba-
bane, Swaziland.

7€ Respondents were asked 7 questions adapted from the UNAIDS
general population survey and the DHS (demographic health survey)
AIDS module. Following the UNAIDS scoring system, any participant
who reported a stigmatizing/discriminatory attitude on any of 4 prin-
cipal questions was categorized as having such attitudes.

78! The sex differences, though statistically significant are not shown
here, given that they were small, in most cases less than 1 percent,
and overall in the range of less than 1 to 4 percent.
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762 Based on survey responses, PHR created a 9-item index on “pro-
jected HIV stigma” with higher scores on a continuous scale of 0-9
associated with a greater number of reported adverse social conse-
guences associated with testing positive. The mean score for women
was 2.80 (plus/minus a standard deviation of 2.07) and for men it was
2.46 (+/-1.86), a statistically significant difference.

763 Even where families no longer live together or are separated, for
example by urban migration, by law women married in community of
property have minority legal status and cannot register property in
their own names; in practice any property in a marriage is often
retained by the husband’s family.

764 Interview with Derek von Wissell, National Emergency Response
Council on HIV/AIDS (NERCHA), May 23, 2005, Mbabane, Swaziland.

785 Interview with Vusi Matsebula, March 12, 2005, Mbabane, Swaziland.

76 Interview with Makhosazana Hlatshwayo, Business Coalition on
HIV/AIDS, Federation of Swaziland Employers (BCHA), April 29, 2005,
Mbabane, Swaziland.

77 Interview with Thembi Nkambule, Swaziland National Network of
People Living with HIV and AIDS (SWANNEPHA), May 24, 2005, Mba-
bane, Swaziland.

788 1d., Interview with Thembi Nkambule, May 24, 2005.

7% Defined as having had at least one sexual partner in the past 12
months.

770 Adjusted odds ratio (AOR): 2.07, 95% confidence interval (Cl) (1.19-
3.63). In regression models “lack of control” was defined as your
partner usually or always deciding when you have sex. All logistic
regression models reported included the variables of sex, age, edu-
cation level, monthly household income, food insufficiency, marital
status, residency location, gender discriminatory attitudes (aggre-
gate or individual), HIV knowledge, HIV-related stigma and fears of
HIV-related stigma. The associations described in the text have been
adjusted for the possible confounding effects of these other variables.

7" AOR: 0.45, 95% CI (0.25-0.81).

72 The percentages for women may in part reflect underreporting by
women due to the cultural taboo for women in having more than one
sexual partner.

3 AOR: 1.91, 95% CI (1.17-3.11).

7% The latter is traditional indicator or predictor of high-risk sexual
practice (a practice likely to lead to HIV transmission], given that a
non-regular sexual partner is also likely to be non-monogamous and
HIV status is less likely to be disclosed between such partners.

"5 Interview with Janet Khumalo, The Family Life Association of
Swaziland (FLAS), May 24, 2005, Manzini, Swaziland.

77¢ |nterview with Gideon Gwebu, Ministry of Home Affairs, Gender
Unit, May 16, 2005, Mbabane, Swaziland.

7 |nterview with Makhosazana Hlatshwayo, Business Coalition on
HIV/AIDS, Federation of Swaziland Employers (BCHAJ, April 29, 2005,
Mbabane, Swaziland.

778 Interview with Thulisile Dladla, SEBENTA National Institute, May
20, 2005, Mbabane, Swaziland.

7% |nterview with Makhosazana Hlatshwayo, Business Coalition on
HIV/AIDS, Federation of Swaziland Employers (BCHA), April 29, 2005,
Mbabane, Swaziland.

78 This variable was constructed from responses to 22 statements,
including affirmative responses to 12 items expressing discrimina-
tory beliefs, negative responses to 6 items endorsing women'’s rights
and 2 pairs of variables expressing contradictory views concerning
the roles of women and men.

78! Additionally, more than three times as many men (22 percent) as
women (6 percent) believed that women should prove their fertility
before marriage (p=0.000).

782 AOR: 1.99, 95% CI (1.17-3.39) for the whole sample (N=768) and AOR:
2.40, 95% Cl (1.29-4.47) for men only (N=386). In multivariate models
odds ratios are adjusted for sex, age, education level, monthly house-
hold income, food insufficiency, marital status, residency location, HIV
knowledge, HIV-related stigma and fears of HIV-related stigma.

78 Additionally, more than three times as many men (22 percent] as
women (6 percent) believed that women should prove their fertility
before marriage (p=0.000).

8 |Interview with Janet Khumalo, The Family Life Association of
Swaziland (FLAS), May 24, 2005, Manzini, Swaziland.

7 |Interview with Janet Khumalo, The Family Life Association of
Swaziland (FLAS), May 24, 2005, Manzini, Swaziland.

78 |nterview with Thandi Nhlengethwa, The AIDS Information and
Support Centre, March 17, 2005, Manzini, Swaziland.

87 |nterview with Derek von Wissell, National Emergency Response
Council on HIV/AIDS (NERCHAJ, May 23, 2005, Mbabane, Swaziland.

88 |nterview with Zakhe Hlanze, Women and Law in Southern Africa
Research Trust — Swaziland (WLSA), March 14, 2005, Mbabane,
Swaziland.

8 Interview with Alan Brody, UNICEF, April 28, 2005, Mbabane,
Swaziland.

70 |nterview with Zakhe Hlanze, Women and Law in Southern Africa
Research Trust — Swaziland (WLSAJ, March 14, 2005, Mbabane,
Swaziland.

" Interview with Zakhe Hlanze, Women and Law in Southern Africa
Research Trust — Swaziland (WLSAJ, March 14, 2005, Mbabane,
Swaziland.

772 The only statistically significant difference between the opinions of
women and men was regarding whether chiefs have set a good exam-
ple; 82 percent of women answered no versus 75 percent of men.

73 |t has been pointed out, however, that chiefs do not have their own
budgets for expenditures. Personal communication at meeting to
review preliminary study data, November 2, 2005, Mbabane, Swaziland.

7% This was defined for participants as threatening or hurting some-
one or forcing them to have sex when they do not want to.

%5 For some participants this may reflect the partial success of local
social programs, the strong faith and confidence in the church felt by
many Swazis or a judgment that the church is unwilling or unable to
affect the AIDS crisis, having failed in many quarters to acknowledge
it as something other than punitive until recently. See Rev. Vitillo RJ.
“HIV and AIDS: The Challenge and the Context. Why Should Churches
Respond to Issues of Stigma and Discrimination in Reaction to HIV
and AIDS?” UNAIDS. A Report of A Theological Workshop Focusing on
HIV and AIDS Related Stigma. December 8-11, 2003: 22-29. Available
at: www.e-alliance.ch/postercd/resource/UNAIDSConsultantReport_
english.doc. Accessed June 27, 2006.
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7% As mentioned above, the endorsement of abstinence appears to
stand in contrast to the actual practice of it. For example, of those
surveyed who were sexually active, only 19 percent of women and 7
percent of men reported having no sexual partners in the past year.

77 Avert.org. “Condoms: History, Testing, Effectiveness and Availability.”
May 10, 2006. Available at: http://www.avert.org/condoms.htm.
Accessed May 25, 2006.

%8 According to the AIDS coordinator of one donor government’s pro-
gram in Swaziland, the King has been quoted in the press as saying
that he tests every 6 months for HIV, but the results have not been
made public. Interview with Julie Cory, US Embassy, March 9, 2005,
Mbabane Swaziland.

%7 “Triple Threat in Southern Africa.” [UNICEF website.] Available at:
http://www.unicef.org.uk/campaigns/campaign_pages.asp?page=25.
Accessed May 8, 2006.

80 For example, see de Waal A and Whiteside A. “New Variant Famine:
AIDS and Food Crisis in Southern Africa.” Lancet. 2003; 362:1234-
1237; See also UNAIDS (2005). AIDS in Africa: Three Scenarios to
2025. Available at: http://www.unaids.org/unaids_resources/images/
AIDSScenarios/AIDS-scenarios-2025_report_en.pdf. Accessed May
8, 2006.

801 |nterview with Vusi Matsebula, March 12, 2005, Mbabane, Swaziland.

82 |nterview with Thembisile Dlamini, UNAIDS, May 19, 2005, Mbabane,
Swaziland.

83 |nterview with Makhosazana Hlatshwayo, Business Coalition on
HIV/AIDS, Federation of Swaziland Employers (BCHA], April 29, 2005,
Mbabane, Swaziland.

84 Interview with Makhosazana Hlatshwayo, Business Coalition on
HIV/AIDS, Federation of Swaziland Employers (BCHAJ, April 29, 2005,
Mbabane, Swaziland.

805 |nterview with Zakhe Hlanze, Women and Law in Southern Africa
Research Trust — Swaziland (WLSA], March 14, 2005, Mbabane,
Swaziland.

80 Interview with Janet Khumalo, The Family Life Association of
Swaziland (FLAS), May 24, 2005, Manzini, Swaziland.

87 Interview with Derek von Wissell, National Emergency Response
Council on HIV/AIDS (NERCHAJ, May 23, 2005, Mbabane, Swaziland.

88 |nterview with Thembisile Dlamini, UNAIDS, May 19, 2005, Mbabane,
Swaziland.

89 Interview with Julie Cory, US Embassy, March 9, 2005, Mbabane,
Swaziland.

0 Interview with Janet Khumalo, The Family Life Association of
Swaziland (FLAS), May 24, 2005, Manzini, Swaziland.

81 Interview with Gideon Gwebu, Ministry of Home Affairs, Gender
Unit, May 16, 2005, Mbabane, Swaziland.

812 Interview with Gcebile Ndlovu, International Community of Women
Living with HIV/AIDS, March 15, 2005, Mbabane, Swaziland.

813 As the key informant interviews and the country background chap-
ter point out, it is important to understand the complexity of culture
which includes the erosion of traditionally protective norms that put
women at risk. For example, traditional Swazi culture did not accept
rape and intimate partner violence per se, as illustrated by the saying
“indvuku ayiwakhi umuti” (violence does not insure family unity). Per-
sonal communication with WLSA, September 26, 2007.
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Vill. SWAZILAND RECOMMENDATIONS

To the Government of Swaziland:

I. Comprehensively Advance Women’s Human
Rights and Address Violations, including:

A. Legal and Policy Reform to Eliminate
Gender Discrimination

¢ Systematically end discrimination in marriage, inher-
itance, property and employment laws, and harmo-
nize laws with international human rights
instruments, to ensure that women and men enjoy
equal status under civil law and to enable women to
have equal access to economic resources, such as
credit, land ownership and inherited property.

e Work with civil society organizations to draft laws
called for by the Constitution, such as legislation
conferring inheritance rights on surviving spouses.

¢ Build capacity in the Attorney General’s office to
fast track reforms and domestication.

¢ Enact domestic and sexual violence legislation to end
impunity for gender-based violence and ensure
women recourse and protection from violence in all
its forms, including marital rape.

B. Dissemination of Information and Assistance
Regarding Recourse for Rights Violations

¢ Collaborate with civil society organizations to facili-
tate community dialogues in each chiefdom to edu-
cate the populace on women’s rights and equality
under the Constitution.

¢ Increase knowledge of and access to legal remedies
and victims’ services, including providing legal aid
and sensitizing law enforcement agencies and the
judiciary through training programs.

e Support short-term safety nets for women who are
the victims of violence, abandonment, disinheritance
or other acute abuses through the provision of post-
exposure prophylaxis for HIV, shelter and other
emergency services and care, in partnership with
civil society organizations.

C. Popular and Civic Education to Change
Gender Norms

e Incorporate comprehensive sexuality education, gen-
der and human rights awareness into basic educa-
tional curricula with the goal of changing norms and
expectations and promoting equality regarding male
and female social roles, including in intimate rela-
tionships.

¢ Conduct outreach to radio, print and television media
to:

e Reinforce positive messages and marginalize
stereotypes;

¢ Challenge gender-discriminatory attitudes;

¢ Broaden the public health discourse to include dis-
cussion of relationship power dynamics and
healthy sexuality (i.e., targeting social norms that
sanction men'’s behavior, challenging gender roles,
increasing risk perceptions, presenting supportive
male and empowered female role models).

D. Building and Creating Institutional
Capacity to Address Gender Issues

e Build capacity and resources in the Gender Desk at
the Ministry of Home Affairs.

e Appoint gender-balanced representation to all com-
missions embedded in the Constitution of Swaziland,
including those that will consider gaps related to
gender, such as citizenship restrictions, and monitor
implementation of provisions that promote and pro-
tect women’s rights, such as the right not to comply
with a customary practice to which a woman objects.

Il. Mitigate Poverty and Meeting Basic Needs By:

In the Short-Term:

* Mobilize donors, local organizations and farmers to
assist vulnerable populations, in particular PLWA
and poor women, to meet basic needs for food suffi-
ciency, potable water and irrigation, and shelter.

¢ Food should meet the needs of HIV-positive persons.



¢ Programs should feed the whole family of a vulner-
able person.

e Home-based care programs, schools, workplaces,
treatment centers, PLWA support groups and
other service sites and organizations should be
assisted to provide food aid, including appropriate
training and resources for staff.

In the Medium- and Long-Terms:

e Address the underlying causes of food insufficiency
and failure to meet other basic needs, and recognize
that women and girls disproportionately experience
poverty and the burdens of care-giving, by providing
skills training and sustainable programs directed at
creating economic opportunities particularly for
women, PLWA and families affected by HIV/AIDS.

e Ensure access to loans, credit and training (e.g.,
marketing, entrepreneurship, business skills)
through microfinance projects.

¢ Create local employment and educational/training
opportunities, particularly for and led by women,
such as community-based income-generation
projects.

e Undertake efforts to strengthen rural livelihoods,
including providing land for communities and
PLWA for both subsistence and commercial farm-
ing to improve nutrition and raise resources.

¢ Legislate and promote equity in wages for factory
workers to decrease co-habitation; create legal
protections for women in the informal economy.

lll. Eradicating HIV/AIDS-Related Stigma and
Discrimination Through:

A. Leadership and Legal/Policy Reform for Sup-
port and Protection of Affected Persons

¢ The King, national politicians, chiefs, community lead-
ers and church leaders should publicly test for HIV
and encourage people to test at every opportunity.

¢ The King should propose, and Parliament enact, com-
prehensive legislation and policy addressing
HIV/AIDS and discrimination, and strengthen
enforcement of prohibitions, with particular attention
paid to employment practices.

o All sector ministries should set, fund, monitor and be
held accountable for meeting gender equality objec-
tives as part of the national HIV/AIDS strategy.

e Church leaders should end complicity in stigmatiza-
tion and play educational roles to support gender

equality and end discriminatory customary practices
in marriage and other areas.

e Traditional leaders should endorse programs that pro-
mote gender equality; ensure access by community to
testing and treatment; and denounce, discourage and
call for transformation of harmful customary practices.

B. Challenging Prejudices and Closing Information
and Services Gaps

With Regard to Information/Education:

e Incorporate anti-stigma education at the community
and primary and secondary school levels and support
linkages between grassroots peer educators.

e Create a coordinated media campaign, including tele-
vision and radio messages on prevention and testing.

* Disseminate real people’s stories of living with HIV.

e Address risk, vulnerability and fear of stigma
directly and integrate gender concerns into pre-
vention messages [i.e. forced sex, power in rela-
tionships).

e Target people’s misperceptions concerning HIV
transmission, the equation of HIV with physical ill-
ness, condom effectiveness and other topics.

* Work with PLWA groups and other civil society organ-
izations to create or adapt and widely disseminate
information on testing, prevention and treatment.

With Regard to Testing and Health Services:

e Ensure the “three Cs” are implemented with respect
to all forms of testing: confidentiality, counseling and
informed consent.

e [dentify and close other services gaps, including:

* Meeting reproductive and sexual health needs for
HIV-positive women.

e Collaborating at the level of NERCHA, local gov-
ernments and the Ministry of Health to create a
“supermarket” of comprehensive health and social
services around the provision of VCT.

e Strengthening referral systems from testing to
treatment.
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To the US Government:

I. Expand HIV/AIDS Aid Programming and
Promote Women'’s Rights:

* Require that a gender focus be incorporated into US-
funded programs.

 Foster integration between HIV/AIDS programs
and development programs focused on health,
education, poverty reduction and respect for
women’s rights.

¢ Increase the US Government’s investment in pro-
grams that promote women'’s and girls” access to
income and resources, support primary and sec-
ondary education for girls and strengthen women'’s
legal rights.

e Coordinate US-funded programming with other
bilateral and multilateral development programs
promoting gender equality.

e Invest in locally produced television and radio public
education messages that focus on the availability of
voluntary and confidential HIV testing and treatment.
Assure that all public education campaigns promote
women’s rights and empowerment.

e Invest in the local development of programs that
eliminate discriminatory attitudes toward women
and promote gender equality.

e Mandate that the Government of Swaziland ensure
that the “3 Cs” (confidentiality, counseling and
informed consent) are implemented and monitored in
all HIV testing programs; provide technical assis-
tance as necessary.

e Contribute to the formation of a national plan for
identifying and establishing best practices for scaled-
up HIV testing. This plan should be developed with
substantial local input from PLWA and women who
are particularly vulnerable, such as poor women or
those experiencing food insufficiency.

e Foster participation of women in national AIDS policy
making and implementation.

e Fund women’s and PLWA organizations and facili-
tate the establishment of networks to strengthen
organizational capability and contribute to a corps
of skilled women leaders, especially women living
with HIV/AIDS.

Il. Contribute to Food Sufficiency, Particularly
for Women and PLWA:

e Increase funding to the World Food Programme.

e |nitiate and support programs that address the link
between food insufficiency and women’s vulnerability
to HIV infection.

¢ Support the expansion of existing programs to help
PLWA and poor women obtain food, shelter, and
potable water.

e Adopt policies and legislation oriented toward pro-
moting the population’s capacity for self-sufficiency
in food production, including:

® Encourage local purchase rather than shipping of
foodstuffs; require minimum percentages of
locally purchased food in US farm aid laws.

To AW Donors:

l. Build Gender Reform Capacity in the Govern-
ment and Civil Society Organizations:

e Provide training, technical assistance and financial
resources to women’s organizations and other civil
society actors to create collaborations and undertake
civic education, political advocacy and popular cam-
paigns relating to women’s rights.

e Provide technical assistance to draft legislation,
such as marriage and administration of estates
bills, in compliance with international human
rights instruments, to use for lobbying government
to review these acts.

e Mobilize resources and identify cases for test liti-
gation, with the goals of judicial education and cre-
ation of dialogue around these issues as a lobby
and advocacy tool.

e Building capacity in the Attorney General's office to
advocate for gender reform legislation and consti-
tutional and human rights commissions.

Il. Contribute to Food Sufficiency, Particularly
for Women and PLWA:

e Urge expansion of the World Food Programme crite-
ria for food aid to include all PLWA and affected fam-
ilies; provide food at the point of treatment; provide
school-based feeding for all children; and encourage
private employers to provide food for workers on site.

* Increase food aid and aid for other basic needs,
including the support of:
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¢ Farming cooperatives, extension schools and other e incorporate participation by affected populations in

agricultural initiatives to foster local capacities. design, evaluation and testing programs;
¢ Meals provision at school, work, training programs e focus on increasing readiness to test;
and treatment centers and through home-based

e facilitate access to treatment; and
care.

e ensure the “3Cs:" confidentiality, counseling and

e Legal aid projects to assist widows and orphans in informed consent.

securing productive land.

e Address people’s persistent fears of being stigma-
tized including support for PLWA organizations and
networks to increase their visibility and services by
funding the expansion of national networks, training

IIl. Assist the Government to Close Services officers for NGOs and supporting capacity building

Gaps and Support the Assurance of PLWA for PLWA in their community mobilization and sensi-
Rights: tization efforts.

e Implementation of nutritional monitoring in the
most vulnerable communities to promote care of
malnourished women and children.

e Assist the Government to expand and monitor current
testing and treatment programs that should:

122 EPIDEMIC OF INEQUALITY: WOMEN'S RIGHTS AND HIV/AIDS IN BOTSWANA & SWAZILAND



IX. HUMAN RIGHTS FRAMEWORK AND
APPLICATION TO THE FINDINGS

he promotion, protection and fulfillment of
Thuman rights are necessary to realize social,

economic, cultural and political conditions that
will decrease vulnerability to HIV infection, eliminate
HIV-related stigma and discrimination, and assure uni-
versal access to prevention, care and treatment for
affected individuals and communities. International
consensus on this understanding is reflected in the UN
General Assembly’s 2001 Declaration of Commitment
on HIV/AIDS:

... the full realization of human rights and funda-
mental freedoms for all is an essential element in
a global response to the HIV/AIDS pandemic ... *'"

Recognition of the human rights dimensions of the
AIDS pandemic has evolved over time, from a matter of
individual privacy rights®”® to include an understanding
of the centrality of the lack of women’s rights to the per-
petuation of HIV. This is evidenced, for example, by the
appointment in 2003 of a UN Secretary General's Task
Force on Women, Girls and HIV/AIDS in Southern
Africa.®” Despite this acknowledgement, however,
human rights obligations are rarely reflected in national
action plans or HIV/AIDS policies and programs.®'”

The findings from this study show a failure to comply
with human rights obligations on the part of the Gov-
ernments of Botswana and Swaziland. Both countries
have agreed to meet the requirements of international
human rights law; neither country has met these obli-
gations. An egregious result is women'’s continued vul-
nerability to HIV/AIDS.

While international law requires the promotion of
gender equality and non-discrimination, the study find-
ings describe the economic and social disparities that
persist for women in Botswana and Swaziland, the
existence of harmful cultural practices and the preva-
lence of gender discriminatory beliefs. These circum-
stances are the product of women’s unmet rights.
Moreover, women'’s lack of control over sexual decision
making stems from denial of equal rights to property,
employment and other resources and resultant
dependence on male partners. Violence against women

— which neither country has addressed through legis-
lation, remediation and prevention — also contributes
to women’s lack of control. Failure to address women'’s
diminished autonomy violates reproductive rights. The
resultant risk of HIV transmission impinges on the right
to health and the right to life for both women and men.

Discrimination against PLWA is prohibited under
international law. Neither country has created compre-
hensive legal, economic and social responses to
address the social stigma and discrimination docu-
mented in the study findings. The lack of adequate
information related to HIV transmission and prevention,
and the need for educational interventions around test-
ing and treatment access, suggest infringements of
rights guaranteed under the International Bill of
Rights. Moreover, gaps in testing programs in both
countries reveal that remedial actions need to be taken
to meet international policy guidelines, which should
guide a rights-based approach to HIV/AIDS.

Regional instruments, binding on Botswana and
Swaziland as signatories, reiterate the responsibilities
of these governments to promote, protect and fulfill
human rights in the context of the pandemic. Obliga-
tions to respect rights and not impede their realization
also extend to international assistance to Botswana
and Swaziland by donor states and international organ-
izations. This cooperation and aid are essential to
enable the two countries to meet their obligations
under international law.

Relevant Treaties

Swaziland and Botswana have acceded to,*'® signed®"’
or ratified® international human rights treaties and
conventions that safeguard human rights essential to
the prevention, care and treatment of HIV/AIDS and
prohibit the abuses and omissions documented in this
report. These are listed in Table 1.

The treaties are enforced by corresponding monitor-
ing bodies. The ICCPR is monitored by the Human
Rights Committee, a UN body of international experts
which receives state parties’ reports on ICCPR compli-
ance and hears individual and inter-state complaints
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TABLE 1: International Treaties Acceded to, Signed or Ratified by Botswana or Swaziland

Treaty Name Botswana Swaziland

International Covenant on Civil and Political Rights Ratified January 8, 2000 Acceded March 26, 2004
(December 16, 1966, entered into force March 23, 1976) (ICCPR) '

International Covenant on Economic, Social and Cultural Rights Acceded March 26, 2004
(December 16, 1966, entered into force January 3, 1976) (ICESCR)®?

Convention on the Elimination of All Forms of Discrimination against Acceded August 13, 1996 Acceded March 26, 2004
Women (December 18, 1979, entered into force September 3, 1981)%%
(Women'’s Convention)

Convention on the Rights of the Child (November 20, 1989, Acceded April 13, 1995 Ratified October 6, 1995
entered into force September 2, 1990) (Children’s Convention)®*

African “Banjul” Charter on Human and Peoples’ Rights Ratified July 17, 1986 Ratified September 15, 1995
(June 27, 1981, entered into force October 21, 1986) (ACHPR)®#

African Charter on the Rights and Welfare of the Child Ratified July 10, 2001 Signed June 29, 1992
(1990, entered into force November 29, 1999) (ACRWC)®%

Protocol to the African Charter on Human and Peoples’ Rights Signed December 7, 2004
on the Rights of Women in Africa (November 13, 2000, entered into
force November 25, 2005) (PPACHPR)®

regarding violations of the ICCPR.®® Botswana submit-  cern over the high HIV prevalence rate for childbearing
ted a report in 2006, five years overdue. Swaziland has ~ women, which it found was “compounded, in part, by
yet to report regarding compliance.®?”” Compliance with ~ inappropriate traditional practices, stigmatization and
the ICESCR is monitored by the UN Committee on Eco-  lack of knowledge on prevention methods."®¥

nomic, Social and Cultural Rights (ESC Rights Commit-
tee).? Swaziland did not submit an initial report and  Additional Human Rights Obligations
has not yet reached its threshold for periodic submis-
sion. The Women’'s Convention is monitored by the
Committee on the Elimination of Discrimination against
Women (CEDAW).®" Botswana has not reported on its
compliance with the Women’s Convention. Swaziland
did not submit an initial report and has not yet reached
its four-year threshold for periodic submission.®? The
Committee on the Rights of the Child (CRC]) plays a
similar oversight role for the Children’s Convention.®®
Botswana and Swaziland have submitted reports to the
CRC, in 2003 and 2005 respectively, each a number of
years overdue.®® The African Commission on Human
and Peoples’ Rights monitors the African Charter on
Human and Peoples’ Rights (ACHPR).®* Botswana has
never submitted a report, due every two years, to the
Commission. Swaziland has failed to submit reports
since an initial combined submission in 2000 of the first
two biannual reports.®®

One set of concluding observations that speak
directly to HIV/AIDS was made by the CRC in response
to Botswana’s report. The Committee expressed con-

As UN members, Botswana and Swaziland have com-
mitted themselves to abide by the principles and policy
norms of several declarations and conference docu-
ments issued or endorsed by the General Assembly
which are relevant to the abuses recounted in this report.
88 While these obligations do not legally bind states in
the same manner as treaties, they can be considered
evidence of the content of international law when they
are approved by a majority of states®’ and serve to elab-
orate on the rights set forth in treaty documents. More-
over, when such declarations create state monitoring
mechanisms, as in the case of the Declaration on Com-
mitment on HIV/AIDS, % they provide states with an
incentive to comply with the norms contained therein.®'
Relevant declarations include the Universal Declara-
tion of Human Rights (UDHR),#? the Declaration of Com-
mitment on HIV/AIDS, the Vienna Declaration and
Programme of Action®? and the Declaration on the Elim-
ination of Violence against Women.®#* Among conference
documents, the Programme of Action of the Interna-
tional Conference on Population and Development (Cairo
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Programme)®®® and the Beijing Declaration and Platform
of Action (Beijing Platform)®¢ are particularly significant.

With regard to the status of women in Botswana and
Swaziland, the Cairo Programme is instructive, declar-
ing that “[clountries should act to empower women and
should take steps to eliminate inequalities between
men and women as soon as possible ..." including
through political mechanisms; education, skills devel-
opment and employment opportunities “giving para-
mount importance to the elimination of poverty,
illiteracy and ill health among women;” elimination of
discriminatory practices and violence; the provision of
assistance for the realization of women’s rights; and
measures to ensure economic independence and pro-
vide for social security for women.%’

Key Rights and Application to the
Study Findings

Selected treaty-based rights most relevant to the find-
ings of the study are shown in Table 2 and described
briefly in the context of the study results.

Equality and Non-Discrimination
Based on Sex

International law requires the promotion of gender
equality in every aspect of life. The Women’s Conven-
tion directs that:

States Parties shall take in all fields, in particular
in the political, social, economic and cultural
fields, all appropriate measures, including legis-
lation, to ensure the full development and
advancement of women, for the purpose of guar-
anteeing them the exercise and enjoyment of
human rights and fundamental freedoms on a
basis of equality with men.%?

Legal equality,®* and legal capacity “identical to that

of men and the same opportunities to exercise that
capacity”®® are explicitly required, and the right to con-
tract, to administer property and to have equal access
to the justice system are singled out for special
notice.®® The Women'’s Convention also directs states
to eliminate discrimination against women and to
ensure their equal rights with their husbands “in
respect of the ownership, acquisition, management,
administration, enjoyment and disposition” of
property.®” The ACHPR protects the property rights of
all people.®®

The right to equality in marriage is explicitly stated in
the treaties. For example, in addition to equality,
including property rights, within the relationship, the
Women’s Convention®? and the ICCPR®”® accord women
and men equal rights concerning entry into marriage.
Reproductive rights are also firmly established in inter-
national law. The Women’s Convention protects the
rights of women to choose the number and spacing of
their children®' and to access family planning.?? It also
directs states to ensure gender equality in access to
health services.®” The Cairo Programme and the Bei-
jing Platform explicitly and in detail affirm these rights.

International instruments also address cultural fac-
tors that may promote gender discrimination. For
example, the Women’s Convention obligates party
states to modify their legal and cultural systems to
comport with the principle of gender equality.?’” The
ESC Rights Committee directs states to “ensure that
traditional, historical, religious or cultural attitudes are
not used to justify violations of women’s right to equal-
ity before the law and to equal enjoyment of all
Covenant rights.”®”* The Protocol to the ACHPR on the
Rights of Women in Africa stipulates that “States Par-
ties shall prohibit and condemn all forms of harmful

TABLE 2: Selected Human Rights Essential to Addressing the HIV/AIDS Epidemic

Right Treaty

Equal Protection and Non-Discrimination Norms

Right to Health
Right to Food ICESCR™
Right to Life ICCPR™

Right to Information

Right to be Free from Violence

ICCPR,*® ICESCR*?
ICESCR,®® Women'’s Convention,®' Children’s Convention,®? ACRWC,®** ACHPR®*

ICCPR,*” ACHPR,®® Children’s Convention®’

Women's Convention,®*® ACRWC,*' Children’s Convention®?
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practices which negatively affect the human rights of
women and which are contrary to recognized interna-
tional standards."®’

The ACHPR also vests states with the duty to protect
all people from discrimination.®’”” The same charter
extends the non-discrimination principle to women and
children specifically:*”® “[t]he State shall ensure the
elimination of discrimination against women and also
ensure the protection of the rights of the woman and
the child as stipulated in international declarations and
conventions.”®”*

In 1990, CEDAW issued a General Recommendation
that specifically spoke to the elimination of gender dis-
crimination in the context of national AIDS policy. The
Recommendation suggests that countries “intensify
efforts in disseminating information to increase public
awareness” of HIV/AIDS in women; incorporate
women'’s needs and rights into program planning and
“give special attention ... to the factors relating to the
reproductive role of women and their subordinate posi-
tion in some societies” and ensure women'’s participa-
tion in primary care. It directs countries to include in
their reporting the effect of AIDS on the national situa-
tion for women and actions taken to serve female PLWA
and prevent gender discrimination in the national AIDS
response.®®

As discussed in the country background chapters,
the dual legal systems in Botswana and Swaziland
grant women lesser legal status than men, and restrict
their capacity to contract and own property, among
other rights. Social, economic and cultural structures
create, enforce and perpetuate legalized gender
inequalities and support and allow discrimination in all
aspects of women’s lives. The study findings from
Botswana and Swaziland are replete with examples of
gender inequality and discrimination left unaddressed
by the Governments. For example, the unmitigated
effects of harmful traditional practices were noted by
PLWA interviewed in both countries, including the prac-
tices of wife inheritance and widow eviction, which deny
women access to family property and homesteads on
equal basis with men. In Swaziland in particular, the
role of customary law and practice in the creation and
maintenance of women'’s low social status was voiced
by nearly all the interview participants. This unequal
status was directly linked to the inability of women to
choose to be pregnant and to prevent HIV.

The demographic profile of survey participants illus-
trates the harmful disparate impacts of inequity and
gender discrimination. In the Botswana community

survey, female participants were poorer than male par-
ticipants, and food insufficiency and unemployment
were also more prevalent among women. Interviews
described the dependency and vulnerability created for
women by these conditions. Women in the Swaziland
community survey likewise had lower incomes and a
higher frequency of food insufficiency than their male
counterparts. Similar narratives of lack of autonomy
and sexual risk were told by Swazi women living with
HIV/AIDS. Neither country has addressed these dispar-
ities through property law or other reforms, nor incor-
porated measures to address the impoverishment and
subordination of women into HIV/AIDS program plan-
ning as directed by CEDAW.

The results present evidence of many women'’s lack
of control over matters of sexuality and reproduction,
including the decision whether to have sex, use con-
doms or bear children. This represents the Govern-
ments’ failure to secure reproductive rights for women,
including access to family planning, as required by the
Women’s Convention and the conference documents.
Testimony made clear that the diminished autonomy
experienced by women was in turn derived from patri-
archal norms and power dynamics in families and inti-
mate relationships which are underpinned by social,
cultural, legal and economic inequities which remain
unaddressed, in contravention to legal obligations.

The most striking evidence of unlawful gender dis-
crimination is the prevalence of gender discriminatory
beliefs among community survey participants in both
countries, and particularly in Swaziland, where a quar-
ter of women and nearly half of men held 6 or more
such beliefs. Agreement that “it is more important for
women to respect her spouse/partner than for a man
to,” that men should control decisions in relationships
and women should have sex with their partners against
their will reflect socially sanctioned subordination of
women’s rights to men’s prerogatives. Impunity for vio-
lence against women and other forms of discrimination
and disempowerment create the environments that
nurture and support these normative beliefs. Likewise,
beliefs in childbearing obligations based on customs
such as bride price and the permissibility of polyga-
mous relationships for men derive from customary law
and practices which discriminate against women. As
regression analyses establishing associations between
holding discriminatory beliefs and sexual risk-taking
demonstrate, the failure to address this form of dis-
crimination increases women’s vulnerability to HIV
transmission in both countries.
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On the other hand, beliefs in women’s rights had a
protective effect among Swaziland community survey
participants. For example, those who believed that
“women should be able to hold the same jobs at the
same pay as men” had 51 percent lower odds of multi-
ple sexual partners and 42 percent lower odds of
unprotected sex with a non-primary partner in the past
year. This suggests that women having work rights
equal to those of men could not only grant women eco-
nomic independence, but potentially perpetuate non-
discriminatory beliefs among women and men, in turn
promoting decreased risk-taking and women'’s
increased control over sexual situations. It is in
Botswana, however, and not Swaziland, where some
steps towards the gender equality required by the
Women’s Convention have been taken. The support of a
significant majority of community survey participants
for equality for women in property ownership, employ-
ment, marriage and decision making (in Swaziland) and
legal rights and inheritance (in Botswana) indicates the
failure on the part of the Governments to take advan-
tage of a widely held desire for the full panoply of rights
for women.

Non-Discrimination and Rights to Equal
Protection Based on HIV/AIDS Status

Discrimination based on any ground is prohibited under
human rights law, including “race, color, sex, language,
religion, political or other opinion, natural or social ori-
gin, property birth or other status.”®' The former UN
Commission on Human Rights (CHR) has explicitly con-
firmed that health status, including HIV/AIDS, is an
included ground.®? Furthermore, the CHR has noted
that this includes actual or presumed HIV-positive sta-
tus or AIDS, and applies to members of groups per-
ceived to be at risk for HIV/AIDS.®

The study findings demonstrate that discrimination
on the basis of HIV status exists in Botswana and
Swaziland. It appears that incorrect knowledge with
regard to HIV/AIDS has served to perpetuate certain
reported discriminatory practices, such as unwilling-
ness to share a meal with someone perceived to be
HIV-positive (27 percent in the Botswana survey, 30
percent in Swaziland), or to purchase food from a sus-
pected HIV-positive vendor (23 percent of Batswana, 27
percent of Swazis). In Swaziland, community survey
participants were queried as to their views on equal
rights for PLWA, and 19 percent agreed that PLWA
should not be able to marry or participate in Parliament

to the same degree as those who were HIV-negative. A
quarter of Swazi PLWA interviewed reported discrimi-
natory treatment at work, school, hospitals or other
public places, and a third agreed that women experi-
enced this to a greater degree than men. These human
rights abuses are clearly prohibited under the ICCPR
and must be addressed through the justice system to
hold both public and private actors accountable.

While proportionally fewer Batswana PLWA reported
experiences of discrimination, the persistence of stig-
matizing attitudes, particularly for female PLWA, was
noted in those interviews. The majority of community
survey participants in both countries (53 percent in
Botswana and 61 percent in Swaziland) held at least on
stigmatizing or discriminatory attitude toward PLWA.
Such attitudes potentially serve as an obstacle to the
exercise of equal rights. The perceived need for secrecy
and projected fears of being stigmatized and experienc-
ing bad treatment should an individual test positive for
HIV have clear implications for whether individuals will
take preventive measures and seek testing or care. As
with gender discriminatory beliefs, affirmatively
addressing these fears is the responsibility of states
parties charged with ensuring equality and promoting
the rights to life and health for those within its borders.
The absence of legislation in both countries specifically
protecting the rights of those living with HIV/AIDS,
in addition to the lack of anti-stigma education and
other preventive measures, speaks to the Govern-
ments’ failure to meet their obligations of promoting
non-discrimination.

Right to Health®®

In conferring the obligation to ensure the right to
health, the ICESCR states that, “[t]lhe States Parties to
the present Covenant recognize the right of everyone to
the enjoyment of the highest attainable standard of
physical and mental health.”®® Among other obliga-
tions, states must take steps to realize “[t]he preven-
tion, treatment and control of epidemic, endemic ... and
other diseases” and “[t]he creation of conditions which
would assure to all medical service and medical atten-
tion in the event of sickness.”®® Article 2 directs that
each party to the ICESCR:

... undertakes to take steps, individually ... to the
maximum of its available resources, with a view to
achieving progressively the full realization of the
rights recognized in the present Covenant by all
appropriate means, including particularly the
adoption of legislative measures.
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In General Comment 14 to the ICESCR, the ESC
Rights Committee explained that the right to health “is
closely related to and dependent on the realization of
other human rights ...” set forth in the Universal Decla-
ration of Human Rights and the two Covenants.®’ |t
“embraces a wide range of socio-economic factors that
promote conditions in which people can lead a healthy
life, and extends to the underlying determinants of
health,” such as access to food and water, sanitation,
housing, and health-promoting labor and environmen-
tal conditions.®®® Popular participation in all levels of
decision making regarding health is an aspect of the
right,®® which encompasses availability, accessibility,
acceptability and quality.®”® Accessibility is comprehen-
sive, including non-discrimination, physical access,
affordability and the right to seek, receive and impart
information with due confidentiality.

With regard to the right to the prevention, treatment
and control of diseases, General Comment 14 states
that this Article,

requires the establishment of prevention and edu-
cation programmes for behavior-related health
concerns such as sexually transmitted diseases,
particularly HIV/AIDS ... and the promotion of
social determinants of good health, such as envi-
ronmental safety, education, economic develop-
ment and gender equity.®”’

The ESC Rights Committee advocates a gender per-
spective that “recognizes that biological and socio-cul-
tural factors play a significant role in influencing the
health of men and women”®? and situates the need for
a comprehensive strategy to promote women’s health
in the obligation to eliminate gender-based discrimina-
tion.®” This includes the need to “undertake preventive,
promotive and remedial action to shield women from
the impact of harmful traditional cultural practices and
norms that deny them their full reproductive rights.”®"*

In many respects, for example the persistent food
insufficiency, economic deprivation and gender inequal-
ity described elsewhere in this chapter, Swaziland is not
meeting its right to health obligations. The survey and
the interviews describe a situation where a significant
proportion of participants, in particular women and
PLWA, lack access to sufficient food, safe living condi-
tions and a secure work situation, which translate into
elevated risk of becoming infected with HIV or being less
able to cope with positive status. Swaziland community
survey participants fault leadership across the board for
failing to support people infected or affected with

HIV/AIDS with subsistence levels of food, water, shelter
and land and to spend sufficient resources on HIV pre-
vention. When asked whether a particular category of
leaders had given the basic necessities to PLWA or oth-
ers affected, a substantial proportion agreed that
church leaders (41 percent) and the King had not done
so (42 percent) and the majority reported that national
political leaders (56 percent) and chiefs (64 percent) had
failed in this regard.

The failure to achieve universal coverage of compre-
hensive prevention education is particularly egregious
given the devastation of the epidemic. Nearly 20 percent
of Swazi community survey respondents demonstrated
incorrect knowledge of HIV prevention and transmis-
sion. Eighty-nine percent of Swazi participants agreed
that chiefs in particular had not spent enough on HIV
prevention such as educational campaigns and 73 per-
cent that national leaders had not done so. Swaziland’s
obligations under the ICESCR require that the Govern-
ment take such steps to implement its national
HIV/AIDS policy, and in particular, adopt a gender per-
spective in terms of both strategy and implementation.

Right to Food

National governments bear responsibility for ensur-
ing the right to food.?”® Specifically, food must be “in a
quantity and quality sufficient to satisfy the dietary
needs of individuals, free from adverse substances, and
acceptable within a given culture.”®* Food must be
available from either land or adequate distribution®” as
well as economically and physically accessible.?”® While
poor countries are not expected to fulfill this right on
the same level as rich countries, each must ensure the
right to food to the extent of its resources.®”

The findings demonstrate a high prevalence of food
insufficiency in Swaziland, where nearly a fifth of the
population is projected to receive direct food aid in
2007. Food insufficiency was particularly notable
among women: 38 percent of women surveyed in
Swaziland reported difficulty in getting enough to eat in
the past year. Sufficient food is necessary not only from
a nutritional standpoint, particularly for PLWA, but also
as a protective factor with regard to decreasing vulner-
ability created by dependence on others, particularly
for women. The majority of Swaziland community sur-
vey participants affected by food shortages reported the
direct effects of lack of food on their decisions about
health care (65 percent) and their standard of living,
including the ability to support themselves (85 percent)
and their dependents (82 percent]. At least half of

128 EPIDEMIC OF INEQUALITY: WOMEN'S RIGHTS AND HIV/AIDS IN BOTSWANA & SWAZILAND



PLWA interviewed in Swaziland clearly articulated the
influence of lack of food and economic dependence on
women'’s sexual decision making and resultant vulner-
ability to relationships where they lacked control over
sexual and reproductive choices. The failure to meet
the right to food with programs that promote long-term
food security for the population is thus particularly
harmful in the context of a generalized AIDS epidemic,
and contributes to the violation of economic and repro-
ductive rights for women.

Right to Life

The ICCPR states: “[elvery human being has the inher-
ent right to life. This right shall be protected by law. No
one shall be arbitrarily deprived of his life.”"® In General
Comment 6, the Human Rights Committee explicitly
states that the right to life “is the supreme right from
which no derogation is permitted ... . It is a right which
should not be interpreted narrowly.””®' Positive measures
to protect the right to life include interventions to reduce
infant mortality and increase life expectancy and “espe-
cially ... to eliminate malnutrition and epidemics.”"*

It should be evident that the drivers and impacts of
the HIV/AIDS epidemic detailed in the report fall
squarely within the mandate of the protection of the
right to life. In order to meet their obligations under the
ICCPR, affirmative measures must be taken by
Botswana and Swaziland to correct food insufficiency;
lack of access to correct information about prevention
and transmission; lack of access and literacy concern-
ing life-saving ARV treatment; and the persistence of
gender and HIV-related discrimination that increase
vulnerability to HIV.

While both countries, particularly Botswana in its
ambitions towards universal coverage, have taken
steps to address the epidemic, for example by estab-
lishing testing and treatment programs, the study find-
ings identified persistent gaps in these programs. Less
than a quarter of Swazis surveyed (25 percent of
women and 18 percent of men) and less than half of
participants in the Botswana community survey (52
percent of women and 44 percent of men) had tested,
despite acknowledged risk of HIV infection. Perceived
access to testing, and to confidential testing, among
community survey participants was less than universal.
In Swaziland, 59 percent agreed they had access to
testing and 66 percent that it was possible for a person
in their village to get a confidential HIV test. Fear of
knowing one’s status was the chief barrier to testing for
untested participants in both countries (49 percent in

Botswana, 43 percent in Swaziland). In order to fulfill
their obligations to promote and protect the right to life,
the Governments of Botswana and Swaziland need to
take a comprehensive and participatory approach to the
intervention of HIV testing. This includes identifying and
addressing underlying rights-related factors for not
testing, such as fear of stigmatization, HIV-related dis-
crimination and lack of access to services.

Community survey participants in both countries
identified their leaders’ failure to take positive meas-
ures, as required by the ICCPR, to address the life-
threatening AIDS epidemic. For example, asked a
general question about leadership of the HIV/AIDS
response, 46 percent of female and 38 percent of male
participants in the Botswana community survey did not
think that political leaders had done enough to address
the epidemic; 47 percent of all survey participants
reported that chiefs had not done enough.

Right to Information

The freedom to seek, receive and impart information
and ideas of all kinds is a right protected under Article
19 of the ICCPR.*® In General Comment 10, the Human
Rights Committee emphasizes the comprehensiveness
of this right and that it applies to all media.”™ General
Comment 12 highlights information concerning health
matters as a dimension of accessibility.””® The Special
Rapporteur on the promotion and protection of the right
to freedom of opinion and expression has particularly
highlighted that meaningful exercise of the right “is of
the utmost importance for ensuring effective education
and information campaigns to prevent HIV/AIDS."?%
Furthermore, that information should not only comprise
HIV prevention and transmission and sexual and repro-
ductive matters, but also include stigma, discrimination
and equality’ and explicit linkage to the right itself.”®

The results of the study indicate that potentially life-
threatening mistaken beliefs persist concerning both the
transmission and prevention of HIV in Botswana, despite
extensive national public education and mobilization
campaigns. As mentioned above, a similar situation
exists in Swaziland, where a national campaign is only
nascent. Moreover, as described previously, persistent
stigmatizing and gender-discriminatory beliefs were
expressed by a majority of participants in both countries;
many of these are rooted in a failure to educate commu-
nity members concerning not only the etiology of
HIV/AIDS, but women's rights and human rights gener-
ally. The lack of universal knowledge regarding the
modes of prevention and transmission of a deadly virus
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that infects over one-third to two-fifths of the popula-
tions of these countries clearly demonstrates the need to
assess and redress the messages and coverage of edu-
cational interventions to comport with international law.

Right to be Free from Violence

International law recognizes the right of all people,
particularly women and children, to be free from vio-
lence. According to the CEDAW, the Women’s Conven-
tion prohibits all forms of violence against women:
“[glender-based violence may breach specific provi-
sions of the Convention, regardless of whether those
provisions expressly mention violence.””” The Women'’s
Convention specifically forbids traditional practices
that may subject women to discriminatory violence®°
as well as the trafficking and prostitution of women.”"
The prohibition of gender-based violence is echoed in
the non-discrimination provisions of the ACHPR?'? and
the ICCPR’" and is further elaborated upon in the Dec-
laration on the Elimination of Violence Against Women,
which offers UN member states guidance on how to
promote women'’s right to be free from violence in a
national context. For example, it suggests that govern-
ments modify domestic laws such that “women who
are subjected to violence should be provided with
access to the mechanisms of justice and ... to just and
effective remedies for the harm that they have suf-
fered.””' The Declaration also advises governments to
draft national action plans to promote women's
safety’’® and to create prevention programs.”"

Neither Botswana nor Swaziland has taken actions
appropriate to meeting these obligations. This despite
the fact that, as described in the background research
and suggested by PLWA interviewees and key inform-
ants, violence against women in intimate relationships,
and sexual violence in general, are of particular con-
cern in the context of the HIV/AIDS pandemic. For
example, almost half of the female PLWA interviewed in
Swaziland reported being hurt or forced to have sex by
a partner in their lifetime. The failure of both countries
to condemn intimate partner and other forms of gen-
der-based violence, including the absence of criminal-
ization, violates the rights of women and contributes to
endemic HIV in those countries.

Relevant UN Guidelines

Over the past ten years, the UN system and inter-gov-
ernmental agencies have responded to the HIV/AIDS
pandemic with a series of guidelines and policy state-
ments.”'” For example, a 2001 Commission on Human

Rights resolution urged member states to reform laws
in response to the epidemic as well as to improve HIV
prevention, education and treatment programs.’”® While
the provisions of these documents do not have the force
of international law, they offer important, authoritative
guidance in the implementation of state action plans to
ensure an effective, rights-based response to HIV/AIDS.

Several UN bodies have issued guidelines pertinent
to the gender issues discussed in this report. The most
relevant guidance is found in the International Guide-
lines on HIV/AIDS and Human Rights jointly promul-
gated by the UN Commissioner for Human Rights and
UNAIDS.”" The International Guidelines offer govern-
ments specific suggestions in the areas of legal reform,
civil and private sector involvement and state capacity-
building as means of addressing the HIV/AIDS epi-
demic. The guidelines call upon states to take into
account the needs of women when planning a response
to the epidemic:

States, in collaboration with and through the com-
munity, should promote a supportive and
enabling environment for women, children and
other vulnerable groups by addressing underlying
prejudices and inequalities through community
dialogue, specially designed social and health
services and support to community groups.’

Swaziland community survey participants particularly
faulted national political leaders, chiefs and the King for
not have protected women and children from abuse or
done enough to oppose bad treatment of PLWA.

Of particular relevance to the findings in this study
related to HIV testing is the UNAIDS/WHO Policy State-
ment on HIV Testing.”” This policy reiterates the prereq-
uisite conditions for HIV testing that complies with human
rights principles, known as the “3 Cs:” confidentiality,
counseling and informed consent. The right to refuse the
test is one element of informed consent. The Policy dis-
tinguishes four different types of HIV testing: 1) VCT (a
client-initiated test provided through voluntary counsel-
ing and testing); 2] diagnostic testing (in response to
signs or symptoms consistent with HIV-related disease
or AIDS); 3) routine offer of HIV testing (a health worker-
initiated test offered to patients being seen under three
categories of circumstances, including those who are
asymptomatic seen in clinical and community-based
health services where HIV is prevalent and ARVs avail-
able); and 4) mandatory testing for blood or organ donors.

Significant gaps in compliance with the guidelines
appear to remain in each country’s HIV testing policy and
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its implementation. Forty-eight percent of participants in
the Botswana community survey and 22 percent of Swazi
community respondents had tested for HIV. Ninety-five
percent of tested Batswana reported overall positive
experiences with testing, including confidentiality, and
reported that they had made the decision to test; how-
ever, 68 percent did not believe they could refuse the
test. Among tested Swazi respondents, positive overall
experiences were also reported, though 6 percent
reported a breach in confidentiality, 13 percent had not
made the decision to test and 41 percent felt that they
could not refuse the test. This raises serious questions
regarding privacy and consent. Though in both surveys
the vast majority reported pre- and post-test counseling,
gaps in coverage were evident, particularly in Swaziland,
and for post-test counseling in both countries.

Regional Guidelines

Many international human rights obligations are reiter-
ated in regional human rights consensus documents. As
signatories to these documents, this further suggests
acknowledgement on the part of Botswana and Swazi-
land that accountability for the protection, promotion
and fulfillment of human rights, and particularly
women’s equality, is essential to an effective response
to the HIV/AIDS epidemic. Both Botswana and Swazi-
land are members of the Southern African Development
Community (SADC]J,’* which has issued a Code of
HIV/AIDS and Employment in SADC,’? the SADC Health
Protocol’® and the SADC Declaration on HIV/AIDS.?®
SADC has also issued an HIV/AIDS Strategic Framework
to guide member states in implementing policies and
programs to curb the HIV/AIDS epidemic.” In 2003,
several southern African NGOs drafted a code for SADC
to promote gender equality and reduce women'’s risk of
HIV transmission.” The purpose of the code is to guide
community and national policy makers in designing
HIV/AIDS prevention and treatment programs that take
women’s vulnerability into account.

The African Union, of which Botswana and Swaziland
are members,’”® has also issued several documents
prohibiting the abuses outlined in this report. These
include the Resolution on Regular Reporting of the
Implementation Status of OAU Declarations on
HIV/AIDS in Africa,’® the Tunis Declaration on AIDS and
the Child in Africa’ and the Abuja Declaration on
HIV/AIDS, Tuberculosis and other Related Infectious
Diseases.”™ The Abuja Declaration was issued with the
Abuja Framework for Action for the Fight Against
HIV/AIDS, Tuberculosis and Other Related Infectious

Diseases which offers governments suggestions for
how to implement the principles enumerated in the
Declaration.”™ For example, the Framework suggests
that governments improve access to PMTCT programs
and ensure access to voluntary counseling and testing
as strategies to curb HIV/AIDS transmission.”™ As a
means to realizing reproductive rights in an HIV-pre-
vention policy context, the Abuja Framework suggests
that states “strengthen existing legislation to address
human rights violations and gender inequities... .”"

Obligations of Donor States and
International Organizations

Under the human rights framework, donor states and
international organizations have minimum obligations
to respect rights in other countries and not to impede
their realization through their own actions. These
include policymaking and funding, whether in the con-
text of bilateral aid or membership in international
organizations. The ICESCR states,

Each State Party to the present Covenant under-
takes to take steps, individually and through inter-
national assistance and co-operation, especially
economic and technical, to the maximum of its
available resources, with a view to achieving pro-
gressively the full realization of the rights recog-
nized in the present Covenant by all appropriate
means ... (emphasis added).”®

The ESC Rights Committee has noted that this obli-
gation rests with all states under international law, and
is particularly the responsibility of more developed
countries.”

The US, through PEPFAR and other aid programs,
and the UN agencies, among other donors to Botswana
and Swaziland, are obliged under international human
rights law to assist Botswana and Swaziland to address
the failures detailed in this chapter. In particular, it is
incumbent on these third parties to encourage immedi-
ate measures to reform discriminatory laws and enact
protections for women and PLWA; to provide funds and
technical assistance for legal aid, sustainable food pro-
grams and the scaling-up of HIV testing and treatment;
and to facilitate capacity-building and cooperation
between the Governments and civil society in each
country and in the region. Without such efforts, frag-
mented and uncoordinated aid and policies may create
obstacles to good-faith efforts by the countries to
address the human rights abuses that perpetuate the
HIV/AIDS pandemic.
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Conclusion

Botswana and Swaziland have significantly different
country profiles, particularly when it comes to HIV/AIDS
policies and some gender indicators, yet both govern-
ments are accountable for failing to meet many of the
same human rights obligations. Each country has
bound itself to the rights articulated in the ICCPR, the
Women’s Convention, the Children’s Convention, the
ACHPR and the ACRCW. Both countries have failed,
however, to address discriminatory or harmful laws,
practices and circumstances that have led to human
rights abuses prohibited by these treaties.

The study findings describe the deleterious impacts
of gender inequality and discrimination, discrimination
against PLWA, failure to provide essential information
and life-saving access to HIV testing and treatment, and
the life-threatening consequences of the lack of ade-
quate food to meet basic needs, particularly for women.
Swaziland, moreover, though it acceded to the ICESCR,
has failed to fulfill its responsibilities to progressively
realize the right to the highest attainable standard of
health. Donor states and international organizations
could also do much more in this regard, to assist
Swaziland to develop and implement economic, social

and legal reforms regarding gender, HIV/AIDS and food
sufficiency, and indeed are obliged to do so under inter-
national law. Similar obligations are owed to Botswana,
which though a greater beneficiary of international aid
and attention than Swaziland, must still be assisted to
meet and be held accountable for long overdue reforms
and safeguards. These include legislation to guarantee
equal rights for women and protect them from violence,
the enactment of protections and provision of education
to eliminate persistent HIV-related stigma and discrim-
ination and the monitoring of the “3 Cs” in the national
HIV testing program.

In the struggle to prevent and alleviate the suffering
caused by the HIV/AIDS pandemic, realization of human
rights is imperative and essential, particularly for
women who bear the brunt of the global epidemic.
Human rights are not an alternative approach or a sug-
gestion, but legal obligations that bind Botswana,
Swaziland and donor states and international organiza-
tions to specific remedial actions. It is thus necessary,
as a matter of health and of human rights, that all
actors undertake to urgently address the human rights
abuses discussed in this chapter and to follow the rec-
ommendations outlined in this report.
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APPENDIX 1: BOTSWANA COMMUNITY SURVEY

Physicians for Human Rights
Botswana Community Survey
11.25.04

PHYSICIANS
Jfor
HUMAN
RIGHTS
1. Survey # (1-75)
2a. Date of interview - -2004

2b. Interviewer code (1,2,3,...)

3a. District code
3b Enumeration area code
3c¢. Locality code

4. Participation Outcome: [Circle ONE]
Survey Complete 1
Not Available (2 visits) _ 2
Refusal 3a=Lack Time; 3b=Fear Reprisal; 3c¢=Opposed to Study; 3d=Other
Unable to Complete 4a=Interrupted; 4b=Emotional; 4c=Safety; 4d= Lack of Privacy; 4e=Other

INTRODUCE YOURSELF

Was this household interviewed for BAIS II (Botswana AIDS Impact Survey)? IF YES, GO TO NEXT HOUSE.

1 am working with a non-governmental organization called Physicians for Human Rights (PHR) and the University of Botswana.
PHR is an organization that promotes the health and human rights of all people. We are conducting a health survey of as many
women and men as possible and would like to speak to one member of this household. The person we select to interview must be
between 18 and 49 years-old, speak Setswana or English, and be a resident of Botswana. With your permission, I would like to
know how many people like that live in this household; then using a statistics table I will randomly select one member of your
household and interview them in private.

LIST HOUSEHOLD MEMBERS AND CHOOSE PARTICIPANT

READ CONSENT FORM

5. Consent provided [Circle ONE]: No

PARTICIPANT CHARACTERISTICS

6a. Sex [Circle ONE] Male 0
Female 1

6b. I will begin by asking you for some information about yourself. What month and year were you born?
(month/year)
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6¢. Are you currently married or living with a man/woman with whom you have a sexual relationship? [Circle ONE]

Currently married, living with spouse

1 MRST

Currently married, living with other sexual partner

2

Currently married, not living with spouse or any other sexual partner

Not married, living with sexual partner

Not married, living with non-sexual partner

Not married, not living with sexual partner

NR

O NN AW

9

7. How many children or other people depend on you for support?

(number) NDEP

8. What is the highest year you completed in school? Not finished primary
Finished primary
Junior certificate
High school (form 5)
Post-secondary diploma
Tertiary

1 SCHL

[OX NNV NSV I )

9. What is your main occupation? [Circle ONE] Professional, non-health worker __ 1 OCUP

Professional, health worker

Clerical or office worker

Entrepreneur (public or private) ___-

Military/Police/Prison
Security Guard

Mining
Farming for Employer
Housewife

2
3
4
5
6
8

9

Cleaning Staff (non-domestic) 10

Domestic Work 11
Construction 12
Street Vendor 13
Subsistence Farming for Self 14
Retired 15
Student 16
Unemployed 17
Other (Specity) 18
10. What is your average monthly household income (total wages/income earned by all living with you)? (Show List) HINC
<400 Pula 1
P400-P1,000 2
>P1,000-P5,000 3
>P5,000-P10,000 4
>P10,000-P20,000 5
>P20,000-P30,000 6
>P30,000 7
11. In the PAST 12 MONTHS, have you had problems getting enough food to eat? [Circle ONE]

No 0 FOOD
Yes 1
DK 88
NR 99

12a. During a typical week, how many days a week do you consume alcohol?

(#days/week) ALDA

12b. On the days that you drink alcohol, how many drinks do you usually have?

(#drinks/drinking day) ALDR
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12¢. During a typical week, how often do you feel drunk?

(#times/drunk/week) AL.DK

13. How would you describe your overall health? |Circle ONE]

Very Good/Excellent. 1 HSTAT
Good 2

Fair 3

Poor 4

DK 88

NR 99

KNOWLEDGE REGARDING HIV/AIDS

14. I will now ask you some questions about what you know about HIV and AIDS. Based on what you know about AIDS, do you
think that a person can get HIV or AIDS from any of the following? [READ ALL: Circle YES or NO for 14a-14j]

Statement Yes No DK NR

a. Having sexual intercourse without a condom (For the purpose of this
survey, sexual intercourse is defined as vaginal or anal sex) 1 0 88 99
b. Using public toilets 1 0 88 99
c. Receiving a blood transfitsion 1 0 88 99
d. Sharing used needles or instruments 1 0 88 99
e. Sharing meals with an HIV-positive person 1 0 88 99
f. During childbirth from mother to baby 1 0 88 99
g. During breastfeeding from mother to baby 1 0 88 99
h. Getting bitten by a mosquito 1 0 88 99
1. Shaking hands 1 0 88 99
J. Kissing 1 0 88 99

15. Based on what you know of HIV and AIDS, which of the following do you think can help prevent someone from becoming

infected with HIV/AIDS? [READ ALL: Circle YES or NO for 15a-15¢] PREV

Statement Yes No DK NR
a. Using a condom correctly every time you have sex 1 0 88 99
b. Using traditional medicine 1 0 88 99
c. Being faithful with one uninfected partner 1 0 88 99
d. Praying 1 0 88 99
e. Not having sex at all 1 0 88 99
TESTING AVAILABILITY
16. Do you have access to HIV testing (VCT or’Tebelopele’)? [Circle ONE]
No 0 ACCT
Yes 1
DK 88
NR 99

17. Is it possible in your village for someone to get a confidential test to find out if they are infected with HIV? By confidential, I
mean that no one will know the test result, except you and your doctor, if you don’t want them to know? [Circle ONE]

No

O CNFT

Yes

1

DK

88

NR

99

TREATMENT AVAILABILITY

18. Is treatment for AIDS, known as Antiretroviral (ARV) therapy, available in or near your village? | Circle ONE]

No

0 AVAIL

Yes

1

DK

88

NR

99

APPENDIX 1:

BOTSWANA COMMUNITY SURVEY
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19. If you had HIV or AIDS, would ARV be available to you? |Circle ONE]

No 0 AVAILY
Yes 1
DK 88
NR 99
20. Do you think there is less discrimination (bad treatment) of people with HIV/AIDS since ARVs became available in
Botswana? [Circle ONE] No 0 STIGT
Yes 1
DK 88
NR 99
HIV TESTING

21. I will now ask you some questions about HIV testing. I will not ask you to tell me your HIV status. Ifyou were HIV positive,
would you tell your sexual partner(s) your status? [Circle ONE]

No 0 TELLP
Yes 1

DK 88

NR 99

22. If you were to test positive for HIV and told others your status, do you think any of the following may happen to you? [READ
ALL: Circle YES or NO for 22a-22j] FEARS

Statement Yes No DK NR
a. Break-up of your marriage or relationship 1 0 88 99
b. Physical abuse by your spouse/partner(s) 1 0 88 99
c. You would lose your job 1 0 88 99
d. You would be treated badly at work or school 1 0 88 99
e. Loss of your friends 1 0 88 99
f. Disowned from or neglected by your family 1 0 88 99
g. Treated badly by health professionals 1 0 88 99
h. Your community(village) would treat you like a social outcast 1 0 88 99
1. Your family would not care for you if you became sick 1 0 88 99
J. Other (please specify) 1 0 88 99

23. If your spouse or one of your partner(s) was HIV-positive, how would you react to their status? Please let me know whether
you agree or disagree with each of the following statements. |[READ ALL: Circle AGREE or DISAGREE for 23a-23h]

REACT

Statement Agree Disagree DK NR
a. You would get a test immediately 1 0 88 99
b. You would kick your spouse/partner out of the home 1 0 88 99
c. You would assume that your spouse/partner was having sex with other people 1 0 88 99
d. You would be grateful that he/she had told you 1 0 88 99
e. You may try to hit or hurt your spouse/partner 1 0 88 99
f. You would use condoms always if you continued to stay with him/her 1 0 88 99
g. You would not have sex anymore with your spouse/partner 1 0 88 99
h. Other (please specify) 1 0 88 99
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ROUTINE TESTING

24a. Have you ever heard of routine testing? Routine testing is a new approach to HIV testing announced in January 2004. It
means that almost everyone who visits a health clinic or hospital will get a number of tests, including an HIV test, unless they

say no to it. [Circle ONE]

24b. Now that you know what routine testing means, how much are you in favor of routine testing? [Circle ONE]

No 0 OPT
Yes 1

DK 88
NR 99
Extremely 1 OPT1
Very much 2
Somewhat 3

Not really 4

Not at all 5

DK 88
NR 99

25. We want to ask your opinion of routine testing. I will read you statements, let me know whether you agree or disagree.

[READ ALL: Circle YES or NO for 25a-25f]

Statement Yes No DK NR
a. Routine testing results in less discrimination (bad treatment) of people who are
iy 1 0 88 99
HIV-positive
b. Routine testing makes it easier for people to get tested 1 0 88 99
c. Routine testing makes it harder for people to get tested 1 0 88 99
d. Routine testing leads to more violence against women 1 0 88 99
e. Routine testing leads to less violence against women 1 0 88 99
f. Routine testing helps people get access to ARV treatment 1 0 88 99
g. Routine testing will cause people to avoid seeing the doctor or nurse for fear of 1 0 88 99
being tested

26. Have you ever been tested for HIV? [Circle ONE]

FOR PEOPLE NOT TESTED

No 0 [GO TO 27] TEST
Yes 1 [GO TO 32]

DK 88[GO TO 27]

NR 99 [GO TO 27]

27. People have different beliefs about their risks for getting HIV. In your opinion, how would you rate your chances of becoming

infected with HIV? [Circle ONE]

No risk 1 RISK
Low risk 2

Average risk, 3

High risk 4

100% chance 5

DK 88

NR 99
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28. Which of following prevented you from getting tested? I will read some statements, let me know if you agree or disagree.
[READ ALL: Circle YES or NO for 28a-28q] ROLE

Statement Yes No DK NR
a. You were afraid to know if you are HIV- positive 1 0 88 99
b. You were ashamed to be seen at the testing site and believe that it will cause
others to treat you badly (stigma) 1 0 88 99
c. Your spouse/partner(s) did not allow you 1 0 88 99
d. You were worried that your spouse/partner(s) would hit you or hurt you if
i 1 0 88 99
he/she found out you were positive
e. You had no reason to believe that you were infected 1 0 88 99
f. You were worried that other people would be told your test results without your 1 0 88 99
permission
g. There was no testing available close to where you live or work 1 0 88 99
h. You moved around so often, it was difficult to get tested 1 0 88 99
1. You knew that testing positive for HIV would force you to stop some of your 0 88 99
sexual practices
j. Other people advised you not to get tested 1 0 88 99
k. Because health care providers would treat you badly if you were HIV-positive 1 0 88 99
1. You did not have access to good quality clinics 1 0 88 99
m. Because you did not trust that the HIV test would give the correct result 1 0 88 99
n. You thought that there is no treatment for HIV that would be available to you so
o . 1 0 88 99
there would be no point in having a test.
0. You were more worried about lack of food than about getting tested 1 0 88 99
p. You were worried that you would not have social supports 1 0 88 99
q. Other (please specify) 1 0 88 99
29. What was the most important reason that made you not get tested? (# from 28a-28q; if OTHER, record response in
English (specify) ) PREVI
30. Do you intend to get tested for HIV within the NEXT SIX MONTHS? [Circle ONE]
No 0 PLAN
Yes 1
DK 88
NR 99

31a. Which of the following would help convince YOU to get tested? [READ ALL: Circle YES or NO for 31a-31m| CONV

Statement Yes | No | DK | NR
a. If you were tested together with your spouse or main partner 1 0 88 99
b. If you had more trust in your doctor 1 0 88 99
c. If you knew that no one would find out your test results without your permission 1 0 88 99
d. If there was better counseling at the testing sites 1 0 88 99
e. If your spouse/partner would support your decision to get tested 1 0 88 99
. If you knew that you could get treatment for HIV/AIDS (ARVs) 1 0 88 99
g. If health care providers would treat you well if you were HIV-positive 1 0 88 99
h. If there were better heath care facilities near you 1 0 88 99
1. If you could be tested and get the test results on the same day 1 0 88 99
. If there were testing sites closer to your home or work 1 0 88 99

k. If there were a National HIV Testing week when leaders in society such as politicians,
. iy 1 0 88 99

clergy, chiefs, celebrities and sports stars would get tested
. Ifyou had enough food to eat it would be easier for you to think about getting tested 1 0 88 99
m. Other (please specify) 1 0 88 99
31n. What is the most important thing that would convince you to get tested? (# from 31a-31m; if OTHER, record

response in English (specify) ) CONVM [NOW GO TO 36]
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FOR PEOPLE WHO HAVE BEEN TESTED

32a. Were you ever tested as part of routine testing? [Circle ONE]

No 0 PLAN
Yes 1

DK 88

NR 99

For people who were tested more than once, responses for 32b-35 refer to the MOST RECENT time they were tested.

32b. The following questions on HIV testing refer only to the MOST RECENT time you were tested. When were you last tested

Jor HIV? (month/year) LASTT
32c. Where were you tested? [Circle ONE] Public Hospital 1 WHERE
Private Hospital 2
TB Clinic 3
Pre-natal Clinic 4
Other Clinic 5
NGO 6
Private Laboratory 7
VCT Center 8
Other (specify) 9
DK 88
NR 99
32d Did you make the decision to get the HIV test? [Circle ONE]
No 0 WILLT
Yes 1
DK 88
NR 99
32e.Did you feel you could say no to getting the HIV test? |Circle ONE]
No 0 REFUS
Yes 1
DK 88
NR 99
32f. Did others treat you badly because you got tested? [Circle ONE]
No 0 DISCT
Yes 1
DK 88
NR 99
32g. Do you regret getting tested? [Circle ONE] No 0 REGR
Yes 1
DK 88
NR 99
32h. Did you find out the results of your test? [Circle ONE]  No 0 RES1
Yes 1
DK 88
NR 99
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321. Did anybody find out your HIV test results from the testing center or your doctor without your permission? [Circle ONE]

No 0 PERMI1
Yes 1
DK 88
NR 99
32j. Did your partner know you were tested? No 0 PKTS [GO TO 321]
Yes 1 [GO TO 32k]
No partner 2 [GO TO 321]
DK 88[GO TO 321]
NR 99[GO TO 321]
32k. Did your partner hit you, kick you, hurt you in anyway, or threaten you because you were tested? [Circle ONE|
No 0 TESTV
Yes 1
DK 88
NR 99
321. Did your experience with HIV testing lead you to encourage others to get tested? [Circle ONE]
No 0 CONVT
Yes 1
DK 88
NR 99

PRE TEST COUNSELING

33a. Did you receive counseling before being tested for HIV? [Circle ONE]

No 0 COUNB
Yes 1

DK 88

NR 99

POST-TEST COUNSELING

33b. Did you receive counseling after the HIV test? [Circle ONE]

No 0 COUNA
Yes 1

Did not go back for results 2

DK 88

NR 99
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34. What made you decide to have an HIV test? (READ ALL: Circle YES or NO for 34a-34r) FACT

Statement Yes No DK | NR
a. You did not decide, the test was done without your consent [if YES, GO TO 36] 1 0 88 99
b. The doctor/nurse recommended it to you 1 0 88 99
c. You knew that treatment (ARVs) was available 1 0 88 99
d. You were sick 1 0 88 99

e. You knew that the test result would be confidential (that no one would find out the
. . 1 0 88 99

test result if you did not want them to know)

. Your partner, family or friends advised you to have a test 1 0 88 99
g. TV or radio messages 1 0 88 99
h. People at church advised you to have a test 1 0 88 99
i. It was necessary for your job 1 0 88 99
J. It was necessary to donate blood 1 0 88 99
k. The prenatal (PMTCT) program advised you or your partner to have a test 1 0 88 99
L. It was required for military service 1 0 88 99
m. You were worried about a sexual contact 1 0 88 99
n. You heard that you can take the test and get the results in the same day 1 0 88 99
0. It was necessary to apply for health insurance or life insurance 1 0 88 99
p. You were encouraged and supported by someone who had been tested 1 0 88 99
q. Chiefs, religious leaders or political leaders got tested and this convinced you 1 0 88 99
1. Other (please specify) 1 0 88 99

35. What was the most important reason that you got tested?
(specify) )FACTI

STIGMA AND ATTITUDES TOWARDS PLWA

(# from 34b-34r; if OTHER, record response in English

36a. [ will now ask you some questions about people living with HIV or AIDS. Would you be willing to share a meal with a

person you believed had HIV or AIDS? [Circle ONE]
No

0 SHAR

Yes

1

DK

88

NR

99

36b. If a relative of yours became ill with HIV/ AIDS, would you be willing to care for him or her in your household? [Circle

ONE] No

0 RELM

Yes

1

DK

88

NR

99

36¢. If a student has HIV but is not sick, should he or she be allowed to continue attending school? [Circle ONE]

No 0 SCHLS
Yes 1

DK 88

NR 99

36d. If a teacher has HIV but is not sick, should he or she be allowed to continue teaching in school? [Circle ONE]

No 0 SCHLT
Yes 1

DK 88

NR 99
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36e. If you believed a shopkeeper or food seller had the AIDS virus, would you buy food from him or her? [Circle ONE]

36f. If a member of your family became ill with HIV/AIDS, would you want it to remain secret? [Circle ONE]

No 0 SHOP
Yes 1

DK 88

NR 99

No 0FSEC
Yes 1

DK 88

NR 99

37. Do you think that people with HIV/AIDS should have the same rights as people who do not have the disease? [Circle ONE]

HEALTH CARE EXPERIENCES

38a. [ will now ask you about your use of health care services.

No 0 RGHI
Yes 1

DK 88

NR 99

Where do you get most of your health care? [Circle ONE]

38b. How often in the PAST 12 MONTHS did you see a medical doctor? |Circle ONE]

38c. Do you have access to good quality medical services? |Circle ONE]

Public clinic 1 HEALT
Private clinic 2
Hospital 3
Traditional healer 4

Other (specify): 5

Never 1 OFTEN
1-2 times 2

3-4 times 3

More than 4 times 4

No 0

Yes 1

DK 88

NR 99

39. Have you experienced any of the following from a doctor or nurse over the PAST 12 MONTHS? [READ ALL: Circle YES or

NO for 39a-39¢]

Statement Yes No DK NR
a. Denial of care or treatment 1 