
















































































help to avoid the devastating impact of the disease on the South African population.

I concur with Meyer that the number of condoms distributed does not guarantee the
reduction of the spread of HIV or increased usage of condoms. I also argue this is an area
that still needs intense research in the South African context, as we still do not know how

condoms are used.

I have also discussed that black youth are a special category that is at risk of contracting
the disease, because of the socio-cultural and economic situations that shape their daily
lives. Sexual relations between males and females are often based on material gain and
peer acceptance. There have been unfounded myths about the origins of HIV/AIDS,
which could hinder the action that should be taken to prevent the spread of HIV/AIDS.
Blame and discrimination of certain racial groups have clouded the response to
HIV/AIDS. In South Africa people blame amakwere-kwere for the spread of the disease
instead of focusing on their own practices. In the next chapter I will discuss methods that
I have used in order to collect data and some of the problems that I encountered during

my six weeks in the field.
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Chapter Two

2.1 Research methods and data collection

In this chapter I discuss the methods that [ used to collect my data and the limitations and
difficulties that I experienced in the field. I collected my data through interviews with
STD clients, whilst they were waiting for the doctor in the hall as well as when they were
at their homes. I was unable to do participant observation, as most anthropological
research would require. I could not spend enough time to observe and or monitor my
respondents’ daily behaviour. Achola and Bless (1988:88) argue “there are many possible
ways of gathering information directly from participants if such information cannot be
obtained from observation.” I could only conduct interviews, which meant asking

questions directly from my informants.

Initially I planned on a systematic random mode of selecting my interviewees by
choosing each and every fifth person in the queue. I also wanted to achieve an equal
distribution of male and female participants. However, most females refused to be
interviewed, for reasons I thought had to do with my not being a doctor or a nurse. I felt
that they would have been willing to participate if I was a female, as males were willing
to take part in the study. Achola and Bless (1988:83) argue, “throughout the process of
data collection the problem of persuading participant to co-operate with the researcher is
ever present...participants have the right refuse épenly to take part.” I decided to
interview those that were available and willing to participate voluntarily because I did not

have enough time to try other approaches of soliciting for data.
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2.2 Sampling

I managed to interview 68 clients that consisted of 53 males and 15 females, some before
and others after they had been treated. I conducted the interviews in such a way that they
did not interrupt the normal flow of the clinic service. My sample size represented the
views of clients at the NY1 STD clinic. Although it was supposed to consist of
informants that were between the ages of 15 to 35. I also interviewed five that were
below 15 years, which shows that the youth contract STDs in the early stages of their

sexual activity.

2.3 Non —scheduled structured interviews

I conducted non-scheduled structured interviews with male and female clients.

The interviews took 20 —25 minutes and the answers were written down in Xhosa and
later translated into English at home. Since the respondents were approached from the
queue I had to finish before their consultation turn came. There was not enough time for
the interviews in the clinic during the busy hours which is one of the reasons that I
decided to conduct follow up interviews The reason that I also interviewed women was
because I wanted to use their views to compare with that of male. Achola and Bless
(1988:88) argue, “there is a need for more specific and detailed information which can
facilitate comparison of the reaction of different participants. In this case the interviewer
has a precise goal and the type of questions to be answered by all interviewees are fixed.”
The female interviews in my study also helped in determining similarities and differences

between male and female understanding of HIV/AIDS and STDs.
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3.4 Follow up interviews

In order to determine whether the clients understood the counselling and STD screening
that was provided by the clinic staff, the results were issued a week after the person had
been given treatment. I conducted interviews with 33 clients who agreed to be
interviewed for the second time. The interviews also served to establish whether there
could be any reported changes in their sexual behaviour and attitudes towards HIV/AIDS
and STD after they had obtained their results. The interviews involved asking
interviewees about their sexual behaviour after they have visited the clinic. The
interviewees reported to be using condoms during the taking of treatment period. After
the pain or discharge is gone they immediately revert to their old ways of unprotected

S€X.

3.5 Focus Group Discussions

The discussions were held in Xhosa and the key points were written down and translated
into English at home. I had two different sessions with my groups over two weekends and
each discussion lasted for three hours. I had discussion sessions with male clients whose
ages ranged frém the age of 15-30 to establish the socio-cultural factors behind their
sexual behaviour. I decided to divide the informants into two categories, the circumcised
and uncircumcised males. The reason for this was to establish which group was more
likely to contract STD and HIV and which group should be focused on for intervention.
This would help in determining the kind of information on sexual issues that is available

to those that have and have not been through initiation schools.
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I considered the following factors during the focus group discussion so as to obtain as

much information as possible

The demographics: age, sex, occupation and social status-whether the clients were (men
amadoda (men) or amakhwenkwe:” (boys).

The informants’ understanding and knowledge of HIV/AIDS and STDs and their ability
to translate that knowledge into practice.

I also considered my clients’ STD histories, number of partners they have had and the

type of relationship they were involved in.

I asked whether the clients discussed about STD and HIV/AIDS information with
parents, friends, teachers, health workers and community STD and HIV/AIDS

counsellors, and their clients’ preferred therapeutic mode of STD treatment.

The questions that I asked were to make sure that the informants were familiar with
issues of sex and sexuality before going into discussions. There were many other issues
that were raised in the discussions without losing the content and main purpose of the
study. I would have also collected enough information in the field but the six weeks was

inadequate.

7 Amadoda (men) and amakhwenkwe (boys), refers to circumcised and uncircumcised males respectively.
{A Xhosa way of determining the cultural status of an individual in the society).
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Chapter Three

3.1 HIV/AIDS and anthropology

In this Chapter I discuss the socio-economic, cultural and political factors that influence
risk to HIV. In agreement with scholars like Ralph Bolton (1986), Judith Head

(1992) and Paul Farmer (1990, 1992), I argue that poor people are more likely to be
affected by HIV/AIDS than wealthier people because of the lack of access to various
resources, drug treatments and living conditions that promote immune suppression. For
Gugulethu in particular, I argue that social forces and peer influence play a major role in
determining male and female youth behaviour, which puts them at risk of contracting
HIV. Sexual relations based on faith may lead to risk taking behaviour of the youth
characterised unprotected sex with multiple partners. Finally I argue that social institution
like families, schools and churches have failed adequately to educate and inform the

youth about HIV/AIDS and STDs let alone to instal! a strong sexual morality.

3.2 Literature review

Various multidisciplinary sources such as sociology, psychology and anthropology were
consulted for this research. These include MA theses by DaCruz (1999) and Maphekula
(1996), Government publications and AIDS policies documents, NGO pamphlets,

newspapers, magazines and Internet sources.
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The literature on HIV/AIDS mainly focuses on condom use or gender and power
relations. Most researchers present African women as passive individuals who have
neither agency nor shared understandings in relation to sex with men.

The anthropological literature has focused on exotic African culture and its peculiarities
as the cause of the spread of HIV/AIDS in South Africa and the rest of the continent

(Webb, 1997).

More political approaches have highlighted the effects of underdevelopment and poverty
as factors contributing to the spread of HIV/AIDS (Crewe (1992); Farmer (1990; 1992)).
In South Africa, anthropologist Lerclerc Madlala (2000), in her study in Durban
highlighted the socio-economic dependency of women on men and how this increases
women’s vulnerability to HIV/AIDS. I have explored all these anthropological
perspectives and support and contradict some of them, as they do not apply to my
context. My own thesis focuses on the shared sexual relations and categories used by
both males and females in Gugulethu that put them at risk of contracting HIV/AIDS. I
argue that these categories have specific meanings and obligations attached to them that

influence male and female youth behaviour.

I argue that male dominance in sexual relationships does not offer protection against
HIV/AIDS or even reduce the risk of infection. Whereas some women allow males to
dominate and dare not suggest the use of condoms, others do not use condoms because
they simply want to have children. My report presents the different understanding of
HIV/AIDS amongst my informants and shows how this knowledge is likely to be

translated into sexual behaviour,
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My starting point is that HIV/AIDS is a disease that is spread in relation to human
behaviour, driven by socio-economic and cultural conditions. By drawing the link
between these factors anthropologists are more likely to have insight on the reason

behind the spread of HIV/AIDS amongst a certain groups of people.

Poor people are mostly affected by HIV/AIDS, as some of their countries are
characterised by unstable nation-states where war, immigration, unemployment, poverty,
lack of adequate health care facilities and weak infrastructures are the order of the day. In
these countries people are also exposed to diseases like malaria, TB and STDs. Head
(1992:16) argues “malnutrition, bilharzia, malaria and measles, among other diseases of
poverty, all weaken the immune system and hence the individual’s capacity to fight off
new infections.” These diseases, which are a result of poverty and squalid living
conditions, are immune suppressants that make it easy for other infections to attack the

body.

The reality is that even with advanced technology and funds in rich countries, there is no
cure for HIV/AIDS. But unlike poor people, wealthier people have good food, clean
water and stronger immunity. In addition they have access to drug treatments that are
able to prolong their lives. These anti-retroviral drugs like (Zidovudine (AZT),
Didanosine (DDI) and (D4T) are used in cocktail therapy (Evian, 1993:202). They have
made HIV more or less a chronic illness for rich people living with HIV/AIDS. These
drugs are very expensive and unaffordable for people in many third world countries,

where the disease is expected to have devastating effects on their populations.
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