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ABSTRACT

The incidence of HIV cannot be separated from social relationships. Therefore
different forms of social relationships are bound to have different impacts; different
identities may result in varied degrees of spread of HIV (Kirumira, 2004:158).
Gender issues are increasingly being recognised as having a critical influence on the
HIV epidemic in southern Africa. Gender inequalities fuel the HIV and AIDS
pandemic, rendering females more vulnerable to HIV infection than males. This is
shown clearly by HIV prevalence which is reported to be higher among young

females than young males (Human Science Research Council, 2005:33).

This thesis concerns a three-phase study that I conducted amongst a group of

school-going boys and girls in Northern KwaZulu-Natal. The purpose of the study
was to conduct a gender-based life building skills programme to expose and sensitise
school-going youth to the complexities of gender, sexuality and cultural issues, sex
education, the language of sex, rights issues, gender equality and mutual respect,

sexual decision-making and HIV prevention.

I conducted the first or orientation phase, using a quantitative approach, to determine
baseline data prior to conducting the intervention phase of this study. Phase Two was
the intervention phase, conducted to collect data during the gender-based skills
building intervention programme. Action research is the qualitative research method
that guided the intervention programme, involving the youth in a process of gradual
change. Phase Three was undertaken using a quantitative approach, to collect data
from all the learners who participated in this study. This phase aimed to evaluate the

impact of the intervention programme.

The baseline study found that boys demonstrate their manhood by becoming sexually
experienced. They do so at an earlier age than females, thus making them more vulnerable to
sexually transmitted infections (STIs) including HIV infection. The results of this multi-
phased study confirmed existing knowledge about gender, sexual risk-taking and HIV

transmission and generated some surprising findings.



There was an increase in condom use of more than 90% of learners who reported they were
sexually active after the intervention. There was an increase in one-partner relationships.
After the intervention, girls better understood their sexual rights and were better able to
negotiate for condom use with their partners. Gender power imbalances remained but boys
understood better that girls had rights. They continued to believe in the importance of being
heterosexually active as a key constituent of their masculinity but it appears that they will be
more mindful of girls’ desires and rights. Recommendations for various stakeholders,

collaboration programmes, curriculum issues and for further research have been highlighted.
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CHAPTER ONE: INTRODUCTION TO THE STUDY

BACKGROUND TO THE STUDY

In 1988, as a health professional working in the field, I first encountered HIV and AIDS.
I heard rumours from people around my home who were saying that HIV and AIDS was
a disease brought to this country by people from overseas in order to reduce the African
population. Others saw AIDS as a disease resulting from a curse or a punishment from
God or witchcraft and it was named ‘ingculazi’.

Since 1999, the impact of HIV and AIDS on South Africa and especially on
KwaZulu-Natal has become the dominant theme in my life. Gugu Dlamini, for example, ,
a 36-year-old woman was beaten to death on 28 December 1998 after publicly disclosing
her HIV positive status over radio and television on World AIDS Day that year. She was
attacked by a mob in her home in KwaMancinza, an area in Eastern KwaZulu-Natal
province. They accused her of bringing shame on the community by revealing her HIV
status (McNeil and Donald, 1998:1). In my professional work as a midwife I had the
experience of seeing people becoming sick and dying of AIDS. Currently I see the
numbers of HIV-infected women increasing dramatically. I realize that my work as a
midwife, nurse-counsellor and researcher is no longer as fulfilling as it used to be. It has
become depressing over the last decade because of the numbers of young and old people
who are dying as a result of AIDS. I am one of many midwives and nurses, because of
this grave health concern, who is prepared to contribute to HIV preventative educational
work. Further, my concern about the vulnerability of youth to HIV and AIDS has
supported my desire to explore gender-based approaches to skills-building HIV
prevention interventions.

The need to target youth in my educational work became more and more obvious
to me. Prevention of HIV infection is the goal of many interest groups, as well as being
my own. Gender power relations are part ofsocialisation from early childhood and this
prompted me to target young people in my work on gender identities and HIV
prevention.

I am now (2008) a lecturer at the University of KwaZulu-Natal, in a province that

is the epicenter of the HIV and AIDS epidemic in South Africa. This thesis, I hope, will



be a small contribution to preventing this epidemic from claiming the lives of young
people and most of all young women, as HIV infects more women than men. I am a
mother, an isiZulu-speaking woman who was born, raised and socialized according to
socially-structured and gendered expectations based on Zulu culture in KwaZulu-Natal.
In pursuing this PhD study, my aim is to address the needs of young people through a
research-based intervention which will help young people to understand themselves, their
relationships, their sexuality and their sexual decision-making patterns. This research
may also contribute to addressing gendered norms that foster HIV infection in this
population. Thus this study may have implications for reducing HIV infections.

Throughout the programme of research on which this study is based, I was
registered at what was then the University of Natal. In January 2004, it merged with the
University of Durban-Westville to become the University of KwaZulu-Natal.References
in the text will therefore be to the University of Natal until the end of 2003, and thereafter
to the University of KwaZulu-Natal.

MOTIVATION FOR THE STUDY

My research arose from my experience as a nurse-counsellor involved in a study
conducted in one of the Primary Health Care (PHC) clinics in the Durban Functional
region of KwaZulu-Natal (KZN), now known as Ethekwini District (Figure 3: see
Chapter 3, Methodology). In 1999, I was employed by the Medical Research Council
(MRC) as a nurse-counsellor to conduct voluntary counselling and HIV testing of
pregnant women. This pilot study was conducted as part of the MRC project to test the
effectiveness of single-dose Nevirapine, an antiretroviral drug that was subsequently
found to diminish mother-to-child transmission of HIV (PTMCT). These women
received voluntary counseling on an individual basis in a comprehensive approach to
HIV counseling, testing and subsequent treatment.

Most women felt that they could not make decisions on matters pertaining to their
own and their babies’ health status, such as HIV testing, without the permission of their
male partners. Power inequalities related to gender in heterosexual relations were one of
the major impediments. These inequalities also play a major role in the spread of HIV

infection. One example of the inequalities influenced my views and pursuit of this



research: a pregnant teenager sought consultation for counseling and testing (VCT). She
told me of her background: she was 17 years old, pregnant for the first time, and single.
She had run away from home when she discovered her pregnancy because she was afraid
of her parents. She was staying with her male partner in an informal settlement house
near the clinic area. Having more than 20 years experience as a nurse and midwife and
almost a year as a nurse-counsellor and researcher in the HIV and AIDS field, I realized
as I was counseling, interviewing and observing her that there were many clues that this
woman had an abusive male partner. She stated that she wanted to be tested for HIV, but
that she was unable to sign the consent for HIV testing without the permission of her
male partner. She was fearful of increasing tension in their relationship which might
result in violence from her partner. She promised that she was going to come back after
discussing and obtaining his permission to be tested for HIV. The following week, she
came to the counseling room wearing dark sunglasses. She sat down, took her glasses off

and narrated the story as follows:

Buka iziyingi ezingasemehlweni ami zivuvukele. Ngishaywe ubaba
walengane engiyikhulelweyo ngesikhathi ngicela imvume yakhe
yokuhlolelwa isandulelangculazi. Uthe kusho ukuthi senginelinye isoka,
akasangethembi. Futhi kumele ngiyeke ukuza kulomtholampilo ngoba
akafuni ukuzwa lutho ngokuhlolwa kwesandulelangculazi.

[Look at the area around my eyes; it is swollen. I was beaten by the father
of the unborn baby when I requested his permission to have an HIV test.
He accused me of having another boyfriend; he no longer trusts me. He
told me to stop coming to this antenatal clinic because he does not want to

hear anything about HIV testing] (My translation").

I listened attentively to this young woman while she told me of how her partner had
reacted to her request. I then asked her whether they were using condoms during sexual

activity. She answered with her eyes full of tears:

! All translations within this thesis have been made by myself.



Cha. Ngamcela ukuthi asisebenzise i-condom ngaphambi kokuthi
ngikhulelwe. Wenqaba wathi akasoze ayisebenzise yena leyonto. Wathi
kusho ukuthi sengiqgome enye indoda esengiyifundise ukuthi ngisebenzise i-

condom. Waqala lapho ukungishaya, manje usephinda okwesibili.

[No. I requested that we should use condoms before I fell pregnant. He
refused and said he will never use that thing. He said it means that I have
fallen in love with another man that has taught me to use condoms. That is

when he started to beat me; now this is the second time].

I comforted her and gave her tissues to wipe her tears, and after a short time she was
quiet. I then asked her how she had managed to come to the clinic that day. She said:
“Ngize ngoba engekho ekhaya. Usebenza emini kulelisonto, ubuya sekuhlwile ntambama,
Juthi ubenginike imali yokuthenga ukudla esitolo . [I came because he is not at home. He
is working the day shift this week; he comes back late in the afternoon when it is dark
and he gave me the money to buy food from the shop].

I then asked her what she was going to do about her situation. She replied:

Ngizomhlonipha ngenze lokho akushoyo ngoba ngabaleka ekhaya futhi
ngaphuma esikoleni sengizokwenza ibanga leshumi. Ayikho into
engingayenza ngoba angisebenzi futhi uyena ongondlayo. Usethathe
ubuntombi bami ebenqizighenya ngabo njengentombi futhi sengizothola
ingane yakhe. Ngizobekezela, ngimlinde aze athathe isinqumo
sokuyokhokha ilobolo emndenini wami, ukuze ngikwazi ukubhekana
nabazali bami. Futhi nguyena nowenza izinqumo njengendoda, yize

nomangazi ukuthi unezinye izintombi,

[T am going to respect him and do what he says because I ran away from
home and dropped out of school before doing my Standard 10 (Grade 12

or matriculation). There is nothing I can do because I am not working and



he is supporting me. He has taken away my virginity that I was proud of as
a girl and I am pregnant with his baby. I am going to persevere, wait for
him until he makes a decision to pay ‘ilobolo’ (bridewealth payment), to
my family for me to be able to face my parents. And he is the one who
makes decisions as a man, even though I know that he has other

girlfriends].

Gender-power imbalances and gender-based violence were evident in this relationship.
The response of this teenager indicated her dependence on her male partner, even though
he was violent. These influences are pervasive in some areas of KwaZulu-Natal.

What happened in this encounter is similar to the findings of Johnson and Johnson
(1993: 20), which addresses the problems of pregnant women who seek voluntary
counseling and HIV testing but experience problems from their partners’ negative
responses. Leclerc-Madlala (1999: 25) finds that in KwaZulu-Natal in 1996, women were
often blamed for spreading HIV infection and confronted rejection and increased
violence from their male partners when they revealed their HIV-positive status.

As a Zulu woman from the province of KwaZulu-Natal, I understood the situation
of the pregnant teenager, because respect for men is one of the characteristics of
womanhood that our mothers taught us about from childhood. We were told to respect
our parents, brothers, and even more, our partners. I explained to the pregnant girl that we
were taught that males have the final say, especially on sexual matters and women are
often told not to question a male’s decisions. These norms however must be reconsidered

amidst the HIV epidemic. She also said:

Mina nomndeni wami sisonta esontweni lakwaShembe elivumela abesilisa
ukuba bathathe amakhosikazi amaningi njengokuthanda kwabo futhi lokho
kuhambisana nesiko lesiZulu. Kodwa akuvumelelkile kwabesifazane ukuba

bathandane nabesilisa abaningi.



[My family and I belong to Shembe church and their religion allows men
to have as many wives as they choose and this is part of Zulu culture. But

it is not acceptable for women to be in love with many men].

This teenager took it as a norm that men have multiple partners. Religion and culture,
including being Zulu, are part of a person’s socialization and play an important role in the
beliefs, gender stereotypes, inequalities and sexual norms of a particular culture.

Despite the traditions of patriarchy, the AIDS pandemic is rendering it necessary
that a greater degree of gender-balance be achieved in relationships so that partners can
avoid unsafe sexual behaviour. Of primary importance is the need to recognize that
culture is dynamic, shaped by the times we live in, but capable of being modified when it
is recognized that health and rights are affected. Despite the new South African
Constitution, which decrees gender equality and offers protection from exploitation and
abuse to vulnerable groups such as women and children, cultural change is slow, despite
the evolving needs of society.

In the example described above, I made the young woman aware that she was
responsible for her choices and the decisions that she made. She could make decisions
that she would be proud of or ashamed of for the rest of her life. I reminded her that she
was responsible for enjoying or enduring the consequences of each choice she made.

Towards the end of our conversation I made her aware that she would have to
make the decision as to whether she would spend the rest of her life in this type of a
relationship. Alternatively, she could find a way to protect herself and her loved ones
from sexually transmitted infections, including HIV and could seek her parents’ help. I
hugged her and told her to take good care of herself. She also hugged me and said:
“Ngiyabonga”, [thank you] as we parted. Our discussion gave her an opportunity to
reveal her feelings and be reminded about her rights as a woman. However, one thing that
disturbs me is that sexual behaviour cannot be transformed by simply giving people
information, because people do not change their behaviour in response to ‘being told’.

There were other scenes like this, where the power of men over women was
revealed during counseling and HIV testing sessions. Most women would not consent to

have the HIV test because they wanted to consult their men. Such attitudes became a



daily problem for me as a nurse-counsellor and made me see that gendered power
inequalities in Zulu culture play a major role in spreading HIV. I began to ask what could
be done to save the younger generation from these inequalities and to create respect in
both men and women for their partner’s views.

My study was also motivated by the history of feminism and key feminist
theoretical concepts in the module that I studied, in the year 2000, in the Centre for
Gender Studies at the former University of Natal, Durban, before registering for my PhD
study. These theories and stories revealed the harmful influence of a patriarchal system
for women’s self-esteem and the struggle of women across the world to challenge
gender-power inequalities. Reading in this area drew me towards the debate around the
causes of patriarchy and the possibilities for challenging it. Other studies in KwaZulu-
Natal (KZN) have raised these issues, but much work remains to be done.

In January 2001, I began to think about finding a group of young men and women
with whom I would interact and whom I could sensitise about gender-based HIV
prevention issues within a framework of participative action research. My first impulse
was to create this group at the antenatal clinic, but because of difficulties in making
contact with men and maintaining regular contact with the women who attended, I
decided to form groups in rural and peri-urban high schools. My research would focus on
the transfer of gender-based skills and would enable young people to make informed
decisions relating to HIV prevention.

Gender does not only refer to ‘women’ but also includes men. I realized the
importance of my intervention’s including both boys and girls since all are at risk of HIV
infection. In addition, I realized the importance of working on issues of femininity and
masculinity as these are implicated in unequal gender relations and are integral to high
HIV risk and approaches to prevention. Later in this introduction, I will address the issue

of why I decided to target both girls and boys.

GENDER AND THE HIV AND AIDS EPIDEMIC IN SOUTH AFRICA

South Africa has a population of approximately 47.4 million (Statistics South Africa,
2006:1) and currently has the highest number in the world (an estimated 5.3 million) of
people living with HIV and AIDS (Department of Health, 2004:6; the Joint United



Nations Programme on HIV and AIDS (UNAIDS), 2004 :190). By the end of 1999
approximately 3.6 million South Africans were estimated to be HIV positive and over
half of them were women (Roche, 2000:1).

The HIV situation has been compounded by the legacies of the past, where under
colonialism and apartheid, there were enormous economic differences between black and
white populations. This, and the need for black men to migrate to the urban areas for
employment, leaving behind their families, rendered the black population more
vulnerable to HIV infection. HIV infection rates however, cannot be explained by simply
referring to the ‘history’ of the country or to ‘poverty’.

In South Africa, as in other developing countries, the HIV and AIDS pandemic
threatens to erode the growth of the population, its economy and aspects of its social life.
The first AIDS cases reported in South Africa occurred among homosexual men in 1982,
In 1987, it was reported among heterosexuals, with a concurrent epidemic among
children infected through perinatal transmission (Abdool-Karim, 2000: 11). The growing
HIV and AIDS epidemic in South Africa is not just a problem of public health; it is also
primarily a social and cultural problem.

The absence of a vaccine against HIV infection or a cure for AIDS, has
influenced both the spread of the pandemic and the social response to it (Gilbert and
Walker, 2002: 651). Initially HTV and AIDS was dismissed as a ‘gay’ problem, or a
western conspiracy but now most people have encountered its deadly consequences
amongst family members or people they know.

According to the South African Department of Health, the HIV prevalence among
pregnant women reached its highest level (29.5%) in 2005. Among women aged 20-24,
almost one in three was infected with HIV (UNAIDS and World Health Organization
(WHOQ), 2005:21). Among pregnant women in their late teens (15-19 years), HIV levels
have remained at 15% to 16% since 2000, while among their 20-24-year-old counterparts
levels have remained between 28% and 31% between 2000 and 2004 (Department of
Health, 2005:2).

Attempts to intervene in the spread of HIV and AIDS in South Africa have not
been successful for a number of reasons. One of these is the inadequate political will

which characterized the Mbeki administration and caused the government to fail to



respond to epidemic in South Africa. Although the state acknowledged that AIDS cases
had been diagnosed in South Africa since 1982, its response to the reduction of the spread
of HIV and control of the disease was slow and it did not launch any educational
campaigns until several years later (Gilbert and Walker, 2002: 659).

My experience of the 2000 World HIV and AIDS Conference held in Durban
further shaped my thinking about HIV and AIDS because while I was focusing on gender
imbalances as a leading cause of HIV and AIDS, I realized that there was tension in the
South African government about the very existence of HIV in relation to AIDS. President
Mbekiand his team called into question the scientific evidence of HIV in relation to AIDS
upon which the entire 2000 World HIV and AIDS Conference was based.

Controversial debates took place between South African leaders, dissidents and
medical scientists over whether or not HIV causes AIDS (Newsletter of National Primary
Healthcare Network, 2000: 17, Press reports Sunday Times April 08, 2001: 1). Valuable
time and resources were spent on this debate, while South African citizens, including
young people who were already living with HIV and AIDS, were suffering and dying
because of a lack of proper preventitive methods, including proper teaching about the
nature and prevention of the disease as well as safe sexual practices such as the female
condom, antiretroviral therapy and above all, adequate funding.

Other factors which slowed down the country’s response to the pandemic
included the inability to merge the “paradigms of the medical and the political, the
scientific and the social” (Marais, 2000:10). There has tended to be a simplistic focus on
changing individual behaviour patterns, because of the early perception of HIV and AIDS
as an individual rather than a community health issue (Campbell, 2003: 1; Marais, 2000:
11). What was needed, in fact, was awareness of a number of factors that influenced the
sexual behaviour of individuals, such as gender inequalities, cultural norms and values.

A major challenge facing those who seek to ameliorate the problem of HIV and
AIDS in South Africa is to assess the extent of the pandemic and profile those who are
infected as well as the people impacted upon by the disease. Reliable figures are difficult
to obtain and many of the figures used to describe the pandemic are based on
extrapolations of small data sets. Reliable, but limited, sources of data are the annual

surveys conducted by the Department of Health. Data is obtained from public antenatal



clinics and used to determine the percentage of HIV-positive pregnant women who are
attending the clinics. Based on these figures, the estimate at the end of 2001 was that 4.74
million South Africans were living with HIVand AIDS, compared to 4.7 million at the
end of 2000 (Health Systems Trust (HST), Soul City and University of Natal, 2002:15).

UNAIDS and WHO (2002:23) support this view and estimate that approximately
one in nine, or over five million South Africans are living with HIV/AIDS. UNAIDS and
WHO (2002:23) further report that there may be indications that preventitive measures
are having some impact on the HIV prevalence rates among adolescents as these
appeared to have dropped slightly since 1998. This could be due to large-scale
information campaigns and condom distribution programmes. In contrast to this view,
according to the UNAIDS and WHO report (2005:4), “South Africa’s epidemic, one of
the largest in the world, shows no signs of relenting”.

In addition the Human Sciences Research Council (HSRC) (2005:33) reported
that the HIV prevalence estimates for South Africa increase with age from 3.3% in
children aged 2-14 years to 16.2% in youth and adults 15-49 years of age. The HSRC
further reported that HIV prevalence increases more dramatically among young females
than young males. It peaks at 9.4% in females, a higher level than 3.2% , the rate for
males, in the 15-19 age group. It also peaks at 23.9% for females in the 20-24 age group,
and at 33.3% for the 25-29 age groups. By contrast HIV prevalence in males of the same
ages appears to be at lower levels: 6.0% for males in the 20-24 and 12.2% in males in the
25-29 age groups. In individuals from the age group 35-39 onwards, HIV prevalence was
reported to be higher in males than in females (Human Sciences Research Council,
2005:34).

HIVand AIDS is a pandemic that, as I have shown, tends to be more prevalent in
certain age and gender groups. Gender issues are increasingly being recognized as having
a critical influence on the HIV epidemic in southern Africa (UNAIDS, 2000:5).
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Figurel. Estimated prevalence of HIV by sex and age, 2004 (Dorrington, et al., 2004:9)

The Human Sciences Research Council (HSRC) (2005:33) reported that the HIV
prevalence estimates for South Africa increase with age from 3.3% in children aged 2-14
years to 16.2% in youth and adults 15-49 years of age. The HSRC further reported that
HIV prevalence increases more dramatically among young females than young males. It
peaks at 9.4% in females, a higher level than 3.2%, the rate for males in the 15-19 age
group. It also peaks at 23.9% for females in the 20-24 age group, and at 33.3% for the
25-29 age groups. HIV prevalence in males of the same ages appears to be at lower
levels: 6.0% for males in the 20-24 and 12.2% in males in the 25-29 age groups. In
individuals from the age group 35-39 onwards, HIV prevalence is higher in males than in
females (Human Sciences Research Council, 2005:34; ¢f Dorrington, Bradshaw,
Johnson and Budlender, 2004:9). >

South Africa, following the new political dispensation which came into effect
from 1994, has been divided into nine provinces: KwaZulu-Natal, Gauteng, Western
Cape, Eastern Cape, Northern Cape, North-West, Free State, Mpumalanga and Limpopo.

Striking inequalities in HIV prevalence exist among the provinces as outlined below.

? As shown in Figure 1: Estimated prevalence of HIV by sex and age, 2004 (Dorrington, et al, 2004:9)
11



HIV AND AIDS EPIDEMIC IN KWAZULU-NATAL (KZN) AND GENDER

The Department of Health (2004:6) reported that KwaZulu-Natal had the highest rate in
the country (37.5%), across all age and gender groups, higher than the other eight
provinces of South Africa. In 2005, the South African Department of Health (2005)
statistics indicated that among young women (less than 20 years old) who attended
antenatal clinics, the prevalence of HIV infection was 15.9%. KwaZulu-Natal has 16.5%,
HIV prevalence, followed by two other provinces, Mpumalanga, 15.2%, and Free State,
12.6% that also have the higher HIV prevalence in South Africa (Human Sciences
Research Council, 2005:35). By contrast the lowest HIV prevalence levels were recorded
in the Western Cape, 1.9% and Northern Cape, 5.4% (Human Sciences Research
Council, 2005:35). KZN is the current epicentre of the HIV and AIDS epidemic in South
Africa, with an HIV prevalence rate approaching 40% in some areas (UNAIDS and
WHO, 2005: 21; HIVAN, 2002:1).

The spread of HIV has been sustained by factors such as social and political
agendas, denial, poverty, and gendered behavioural disparities. These factors in
combination shape the course of the epidemic and its outcome. The rapid progression of
HIV to AIDS has been attributed to poverty and related factors such as malnutrition and
recurrent infections (Deschamps, Fitzgerald; Pape and Johnson, 2000: 2516). Studies
from Uganda (Morgan, Mahe, Mayanja and Whitworth, 2002: 194; Morgan, Mahe,
Mayanja, Okongo, Lubega and Whitworth, 2002: 598) have shown that the progress to
AIDS and death are more rapid in people living with HIV and AIDS in developing areas
than those living in wealthier countries. In contrast to the above view, some data suggests
that the highest prevalence is not always amongst the poorest, for example, East African
data has shown higher rates of HIV in wealthier urban people (UNAIDS, 2002:8).

Heterosexual sexual practices are the chief cause of the spread of HIV among the
youth in KZN as well as other parts of South Africa. This is unlike the situation in
developed countries where HIV was mostly transmitted through homosexual encounters
and shared needles amongst drug users (UNAIDS, 2003:5. However there is a gradual
change of the mode of HIV transmission in developed countries: in the United Kingdom
there is a growing concern regarding the increasing heterosexual HIV in sectors of

population such as migrants (UNAIDS, 2003:5). Despite high levels of awareness and the
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known risk levels of heterosexual youth to HIV infection, the following characteristics of
sexual risk-taking among young KZN men and women have been well documented: high
levels of sexual activity, multiple sexual partners, commercial sex ,, non-use or
inconsistent use of condoms, and coerced sex. (Akande, 2001:239; Taylor, Dlamini,
Kagoro, Jinabhai, Sathiparsad and De Vries, 2002:72; Varga, 1997:7; Harrison, Xaba,
Kunene and Ntili, 2001:69). It is estimated that over 60% of all new HIV infections occur
amongst people 15 - 25 years of age, with women being infected earlier than men.

A number of factors influence the pattern of the epidemic and have contributed to
the higher prevalence of HIV in women and girls in KZN. Amongst these are poverty, the
female anatomy, and cultural factors including gender-power inequalities.Gendered
inequalities often encourage women’s dependency on men in all aspects of life and place
women at higher risk of HIV (Global HIV Prevention Working Group, 2003:8). The
lower status of women in Zulu society and within relationships means that women often
live under social norms that encourage men’s having multiple sexual partners (Akande,
2001:239; Harrison, Xaba, Kunene and Ntuli, 2001:69; Hunter, 2005:212). Zulu society
limits open discussion of sexual matters, and discourages sex education for children and
teenagers, especially girls. It frequently occurs that girls have sex with older men, which
makes KZN’s young women more vulnerable to HIV infection since older men are more
likely to have had several partners and to be infected (Harrison, Xaba, Kunene and Ntuli,
2001:69; UNAIDS, 2002:27; Shisana and Simbayi, 2002:58).

It is characteristic of the socio-cultural dynamics of a patriarchal system, and in
particular of Zulu society, that the gender and sexual roles, of boys and girls are
prescribed according to norms and values. Male domination was demonstrated in a study
conducted by Thorpe (2002) in two Durban township schools in KZN. In these schools,
girls generally agreed that power was vested in boys, who dominated discussions during
workshops. (Thorpe, 2002:61). Women in KZN lack the confidence to express their
feelings, the power to negotiate on sexual matters or safer sexual practices. This is due to
the fear, not only of facing violent behaviour from their partners, but of risking being
abandoned or labeled as sexually experienced or promiscuous (UNAIDS, 2004:68;
Global HIV Prevention Workshop group, 2004:13). However, cultural norms are always
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in a state of fluidity and there are certain characteristics of the Zulu culture that appear to
be changing. This will be discussed later in the literature review of
Chapter 2.

It has been shown that HIV prevention approaches which focus on teaching skills
alone are limited in their ability to influence the spread of HIV, These approaches only
increase the youth’s awareness of HIV and AIDS, but do not necessarily translate into the
avoidance of risky sexual practices (Abdool Karim, Nkomakazi, 1992:340; Akande,
2001:239; Harrison, Xaba, Kunene and Ntuli, 2001:69). Such approaches do not
accomplish their aim partly because they ignore gender issues.

In support of this view are the findings of the South African National Youth
Survey examining the sexual activity of young people aged 12-17, commissioned by the
Kaiser Family Foundation in 2000. This survey reveals that 90% of young people
reported that they had heard of AIDS, but their awareness failed to translate into changes
in their sexual behaviour. Further, the survey indicated that more than half of the sexually
active teens believed they would not be infected with HIV by their sexual partners and
that one in five had sex with more than two people. One of the boys in rural KwaZulu-
Natal stated that even though he had two girlfriends, he used a condom only if one of
them was untrustworthy (Love Life, 2001:1).

Motivation and design of strategy

Research-based evidence of the extent of HIV infection in KwaZulu-Natal among young
heterosexual African males and females convinced me of the need to do two things. One
was to extend and deepen school-going young people’s understanding of HIV and issues
of sexuality. The other was to intervene to contribute to increasing gender awareness and
provide young people with the skills and knowledge to avoid HIV infection within the
context of gender. I decided to conduct a three-phased study that focused on sensitising
school-going youth about sexuality and gender-based skills through an intervention
programme based on participatory action research. Schools became the setting of choice
in which to conduct this study, as they are places where young people are found for
learning purposes. I conducted my research in schools where a setting was available and

where I could conduct sessions of a gender-based intervention programme with groups of
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young males and females (Morrell, Moletsane, Abdool Karim, Epstein and Unterhalter,
2002: 12).

Schools are convenient research sites because they provide a compulsory
educational ‘home’ for young people up to 16 and beyond. The transition since 1994
from apartheid to democracy has encouraged schooling. The South African Schooling
Act, 1996 (Act 84 of 1996) made eduation a priority as it states that education for
learners between the ages of 7-15 or learners reaching and completing Grade 9,
whichever occurs first, should be compulsory (Education Policy, 1996:2). The
implementation of this Act 84 of 1996 has enabled large numbers of young people to be
educated.

Gender roles are established in everyday life, from childhood, with parents and
other family members as the primary sources of socialization of children. Thereafter,
schools became increasingly important as young people spent many of their waking hours
in these institutions. According to Epstein and Johnson, (1998: 59) “Schools are complex
spaces and were seen as the most suitable settings for conducting this study because
schools act as centres that reinforce or amplify society’s stereotypes”. Boys and girls
continue to be treated differently in schools, in a similar manner to the position in their
families. Whyld (1983: 50) asserts that boys take the initiative and make treating girls
and boys difficult for teachers. Hence schools were seen as the most appropriate places in
which to examine social constructions of the notions of gender and to motivate a

mindshift.

PROBLEM STATEMENT

HIV and AIDS appear to be concentrated in the most disadvantaged groups in South
African society, for example, young people living in resource-poor and impoverished
contexts. Young boys and girls, like adults, are at risk as they also contract HIV primarily
through unprotected sexual activity. Heterosexual sexual activity between men and
women has been reported to be major cause of the transmission or spread of HIV
infection (UNAIDS, 2004: 2). Campaigns designed to deal with HIV and AIDS, up to the
year 2002, when I began to collect data for this study, largely focused on preventive

measures that were reported to be more cost-effective than antiretrovirals (ARVs), as
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well as care of people living with HIV in South Africa (Creese, Floyd, Alban and
Guinness, 2002:1636). Although health workers were increasingly aware of the spread of
HIV and AIDS from 1994 onwards, the South African government refused to consider
ARVs for South African people living with HIV and AIDS. The potential toxicity of the
ARVs and cost implications were cited as the reasons hindering universal access in the
public sector (WHO, 2002:10; Castro, 2002:20). In addition, the official line, emanating
from the President himself, was that there was no connection between HIV and AIDS, a
piece of mistaken education which had great influence over many, particularly the young.
The government’s stance on ARVs has however changed from 2004. There is
nevertheless no vaccine (at this point, 2010) to protect people from contracting HIV
infection and no cure for AIDS. Hence the focus of this study is on HIV prevention. It
has made sense to target young boys and girls, as the age of sexual debut is early, as I
shall show in Chapter 4.

The logic is that the only way that the epidemic can be successfully counteracted
is by keeping people HIV negative and this requires that we start with young boys and
girls, either before they have sex or just as they are starting to be sexually active. Such
approaches have provided those interested in gender equality interventions with an

opportunity of addressing gender inequalities implicated in HIV risks.

THE IMPORTANCE OF INCLUDING YOUNG MEN IN HIV AND AIDS
PREVENTION AND GENDER EQUALITY INTERVENTIONS
Young men, like girls, are also vulnerable to HIV infection. In addition, women’s
situation cannot be addressed without considering the roles and influence of men.
According to Piot (2001: 1), “The time is ripe to start seeing men as a part of the
solution.” Piot’s view was supported by the UNAIDS (2000: 5) global theme for 2000,
“Men make a difference.” This theme encouraged men to be engaged as partners in
combating AIDS and it gave a recognition to the responsibilities of men in controlling the
pandemic (Roche, 2002: 2).

A balance must be achieved between recognizing how men’s behaviour
contributes to the HIV epidemic and their potential to make a difference. Men’s

involvement in the fight against HIV/AIDS can change the course of the epidemic (Piot,
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2000: 1). Cultural beliefs and society’s expectations about ‘manhood’ that encourage men
to be the initiators of risky sexual behaviour place them and their partners at risk of HIV
infection (Roche, 2000: 2).

In the research project which this thesis documents, I worked with both young
women and young men. The purpose of targeting young men and women was to
challenge traditional concepts of masculinity and create a shift in gender perceptions. I
attempted to question features of their patriarchal culture and promote a model of shared
gender-respect and equal responsibility in sexual decision-making. The goal at all times

was the reduction of HIV risk-related behaviour to address the issues of HIV prevention.

FOCUS AND SIGNIFICANCE OF THE STUDY

I focused on exploring young boys’ and girls’ perceptions of gender, sexuality, sexual
and reproductive health rights versus more traditional perspectives, HIV and AIDS and
their sexual practices. The study also aimed at improving the understanding of HIV and
AIDS and HIV prevention in the context of gender among the study population during
the three phases of my study. The three phases are the orientation phase, the intervention
phase, and the evaluation phase which will all be discussed in Chapter 3. The main aim
was to examine gender-based life-coping skills and examine HIV prevention
interventions from a health perspective.

The study was conducted in peri-urban and rural areas among the youth in a
number of high schools of northern KZN. During the data collection process, I was
working in the Department of Nursing Science at the University of Zululand and had easy
access to the local high schools. As a Zulu woman who understands the value systems of
Zulu culture, as well as having worked for more than 20 years as a health professional in
KZN, I found it easy to gain access to these schools and to gain the confidence of
learners. Only one of the sites approached regarding participation declined access. The
school was in the city, located within the District Council Number 26 (Figure 3). Chapter
3: Methodology, provides details and discussion of this case.

I saw the need to conduct a gender-based HIV prevention intervention in this
study as vital. In this study, ‘sensitising youth’ refers to the process of creating a

mindshift among youth by exposing them to the programme within the complexities of a
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gender-based skills-building process, going beyond revealing facts about HIV and AIDS,
discussing linkages among complex concepts like gender inequality, patriarchy and
cultural aspects related to HIV and AIDS. The project was designed to sensitise them
concerning gender-based life building and coping skills, such as assertiveness,
negotiation skills, the importance of gender-equality and mutual respect in life.

The young people who participated in this study were exposed to the
gender-sensitive intervention and encouraged to apply the knowledge and understanding
they gained about gender and sexuality issues. Topics addressed included HIV and AIDS;
gender-based life building and coping skills in their lives, particularly in their
relationships; and sexual decisions to protect themselves and their partners from
contracting HIV.

By giving prominence to the gender aspects of the programme and approaching
the participants as gendered beings, it was possible to stimulate debate among boys and
girls and increase their awareness of the social and cultural constructions of gendered
identities, masculinity and femininity.

In this study, the term ‘youth’ is used to refer to young people, learners from
13-19 years of age as targeted population of my study. The term ‘young people’ is similar
to the term ‘adolescents’, which refers to a specific developmental stage of those who are
no longer children but not yet adults. It includes the period from puberty into young
adulthood, characterised by transition, physical and emotional development (WHO, 1997:
4; Harrison, 2003: 17).

As a result of my experiences as a professional nurse, midwife and nurse-
counsellor and mother, as well as my formal involvement in post-graduate Gender
Studies courses, I committed myself to research into gender-based responses to HIV
prevention and the empowerment of young women and men in the area of gender
equality and respect. | hoped to assist in promoting a culture where women are respected
as equal partners with men in decision-making and HIV prevention.

I have aimed in this study to address the complexities associated with rights,
different and sometimes conflicting cultural prescriptions of gender roles in the new
South Africa. In the practice of virginity testing, for example, I will illuminate different

attitudes related to this practice and examine the tension and confusion surrounding the
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practice. This study addresses the controversial issues of youth sexuality from a
culturally-sensitive focus and proceeds by examining how boys and girls perceive issues

of gender, sexuality and HIV and AIDS, as outlined in Chapter Five.

THE COMPLEXITIES OF GENDER-SEXUALITY ISSUES, CULTURE AND
VIRGINITY

The striking feature of the HIV epidemic is its ability to reinforce already existing socio-
culturally constructed inequalities of gender, social status, race and sexuality (Patton,
1994: 2). I decided to register for a PhD and conduct this study as part of my doctoral
work to determine what boys and girls know and believe about gender, sexuality issues
and HIV and AIDS. The purpose of the study was to address notions of inequalities that
the study participants may have acquired as part of their socialization. The aim of my
study was to work with youth regarding the prevention and reinforcement of existing
social and cultural gender inequalities during the AIDS pandemic, and to make a
contribution towards the reduction of existing inequalities in the study population.

The study was divided into three phases and the learners who participated were
from four high schools in northern KwaZulu-Natal. The first phase was carried to
determine baseline data. The second phase consisted of the intervention programme,
divided into nine workshops focusing on gender-based HIV prevention. The third or last
phase was done after the intervention phase, to assess any changes in the baseline data
reported by boys and girls in the first phase. Details of how these schools and learners
were selected and also how the three phases of the study were conducted and their
objectives are outlined in Chapter 3.

In the three phases, I examined how cultural ‘norms’ are constructed by assessing
boys’ and girls’ understanding of the following issues: complexities of gender, sexuality
issues, sexual and reproductive rights, culture, virginity, HIV and AIDS and the
contribution of cultural norms in social constructions of masculinity in young males and
of femininity in young girls. The influence of patriarchy, women’s reproductive health,
sexual decision-making, and heterosexual relations and practices were also examined.
Some of these complexities, such as gender, culture and virginity will be examined in the

following sections and in Chapter 2.
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GENDER

The analytical term ‘gender’, refers to the norms, roles and behaviour constructed by
society, based on the biological sex of individuals. This in turn determines how males
~ and females are expected to behave and feel. In this study the term gender includes the
socio-cultural constructions of female and male characteristics, including societal
expectations of female and male roles in sexual relations and decision-making.

The terms ‘masculine’ and ‘feminine’ describe the cultural complexities of
behavioural characteristics and personality attributes assigned on the basis of biological
sex and incorporating the values of the society and the ways in which they are used
(Whyld, 1983:9). Over time, historians and sociologists as well as anthropologists have
shown that parents’ expectations and the way they socialize their children are different,
depending on the child’s sex.

In most world cultures, parents have different expectations about how a girl or
boy is expected to behave from conception, through childhood and continuing into
adulthood. Furthermore, especially in patriarchal societies, parents often evince
preferences for the sex of the child from conception and what they expect of their
daughters is to be soft and respectful, in contrast to their sons, who are expected to be
strong and brave. In addition, a male parent and a female parent generally have different
understandings of gender and this varies between different cultures.

Regarding HIV and AIDS, the social expectations, roles, status and economic
power of men and women influence the spread of HIV and impact of the epidemic. The
promotion of cultural beliefs and values supporting mutually-responsible sexual
behaviour and exploration of ways to reduce sex-role behavioral inequalities between

young men and women is necessary to reduce the spread of HIV.

CULTURE

Culture refers to a complex concept constructed by society, and based upon the
acceptable total of inherited beliefs and customs (Aunger, 2003: 73). Aunger states that
these may include the appreciation and understanding of habits, values, norms, language,

morals, art, music, knowledge and ideas that constitute the shared bases of social action
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and behaviour of a particular group of people. Culture is socially constructed and
periodically revised by society, fluid and capable of being contested in the course of
interventions like my own. According to Aunger (2003:73), in the social sciences the
study and analysis of culture over the last century are acknowledged as complex issues,
guided by the competing demands of different schools of thought. According to Aunger
(2003:7), “Culture has been variously defined as a social construction, a ‘text’, social
behaviour artifacts or mental entities including ideas, beliefs, and values in people’s
minds. Indeed, in the history of anthropology, there has been a good deal of controversy

about what categories of things can be included in the definition of this central concept.”

Harrison (2003:19) explains that culture is a complex issue, made up of a range of
characteristics that influence and determine the collective nature of how a particular
group of human beings is expected to think, behave or act. Aithihenbuwa and Abregon
(2000:7) view culture as “People’s ability to understand and control their environment.”
Both views of culture, as a social force constructed by community, beyond the
individual’s control, and as a resource, are drawn upon here.

Northern KwaZulu-Natal, where this study was conducted, is situated in
Uthungulu District near to where the King of the Zulus resides (see Figure 3.1). It
consists predominantly of isiZulu-speaking communities that adhere strongly to the
patriarchal notions of Zulu culture that promote male domination and prefer male rather

than female offspring.

ZULU CULTURE

I was born and raised by my parents under the traditional values of Zulu culture in
KwaZulu-Natal. I know that culture and society well. Examples of Zulu values are
“ubuntu” meaning to be humane, and “inhlonipho” meaning respect; the latter will be
outlined later. However, one of the negative aspects of Zulu society is that it operates
within a patriarchal framework. Notions of this framework still permeate presentday Zulu
society, even though modernization began long ago, around the 1880s. Like other
cultures, Zulu culture changes subtly over time. Yet the definition of culture can harden

and even ossify under social pressure. Certain elements of what people call culture can
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remain while others fade away. Certain elements of culture do not easily disappear such
as male control over property, which continues into today to be seen as a social good and
an aspect of Zulu culture,

There is a need for a complete transformation of negative aspects of the Zulu
culture, especially patriarchy. Gender norms and roles are beginning to change slightly
over time, are no longer fixed. Change should also occur in gender roles and expectations
that are still upheld by Zulu society. These include men’s sense of entitlement over
women’s lives and bodies which still exists in Zulu culture. Women’s sexual rights seem
to be overlooked and violated despite our proclaimed democracy (Xaba, 2002:6). Gender
inequalities are increasingly being recognized as having a critical influence on the HIV
epidemic in Southern Africa (UNAIDS, 2000:5). At the XIII International AIDS
Conference in Durban, Gupta (2000:2) described ways in which gender has shaped HIV
risk. She argued that the gender-power imbalance, which is found to a varying extent in
all societies, translates into a power imbalance in sexual interactions, which increases
vulnerability to HIV infection.

In Zulu culture, the importance of types of respect known as inklonipho or
ukuhlonipha that females and males are taught is outlined in the work of Mchunu
(2005:2). His study focused on how fathers over three generations raised their sons.
Mchunu further documents some change in second and third generation men, who are
more willing to compromise anéi allow some extreme hlonipha customs to be relaxed.
For example, men of the current generation do not mind if their wives call them by their
names whereas two generations ago this was seen to be very disrespectful (Mchunu,
2005:2). On the other hand, Mchunu reports that some sons in the second generation,
known as izinsizwa still perceive themselves as superior to the women of their age and
expect to be shown respect by those women (Mchunu 2005:8). Gender norms often
determine not only what women and men are supposed to know about sex and sexuality,
but also how they are supposed to behave in a sexual relationship. In Zulu culture, the
importance of girls remaining virgins until they get married is emphasized, and virginity
testing is done by elder women (Khuzwayo 2000:50). However, modern day virginity
testing is claimed to be the re-invention of a past tradition (Scorgie, 1996:57). Many other

authors have written about Zulu culture from a gender point of view including Leclerc-
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Madlala (1997), Magwaza (2001), Mchunu (2005), and Hunter (2002). Their views will
be explored further in Chapter 2.

The following section will highlight the intervention approach used in this study, as well
as the purpose and objectives of the study.

INTERVENTION APPROACH FOR THE STUDY

The study centres on the intervention I conducted, aimed at equipping young Zulu males
and females with skills such as negotiation, sexual decision-making and rights issues to
promote HIV prevention within the context of gender. This intervention was developed
prior to the initiation of the reviews of LOVELIFE’. The present study was based on the

review of the interventions targeting young people available in South Africa from 2002.

THE PURPOSE OF THE STUDY

Young people derive their gendered identities from a whole array of influences besides
Zulu culture, such as religion, rap music and the media. The purpose of the study was to
expose and sensitise boys and girls to gender-based life-coping skills and to sensitise
them about sexual and reproductive rights, negotiation and decision-making skills and
HIV prevention. The aim was to encourage them to delay the onset of sexual activity or
choose safe sexual practices.

The study was divided into three phases: phase 1 was the pre-test stage; phase 2
was the intervention itself; phase 3 was the post-test evaluation stage. Prior to the
intervention phase of the study, in the first two weeks of August 2001, I conducted a pre-
test to obtain baseline data. This helped to determine learners’ knowledge levels, attitudes
and perceptions towards complex issues and their sexual practices. Thereafter, from the
last two weeks of August 2001 to the end of November 2001, I conducted a gender-
based, skills building intervention based on the materials that I developed and other,
modified materials that were used on other interventions, as I shall outline in Chapter 3
(Methodology). My intervention was also based on my experience as a Zulu woman and

was rooted in this community of KwaZulu-Natal. It thus differed from other interventions

* LOVELIFE is a national HIV prevention programme for South African youth, see details in Chapter 2.
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in the literature. I drew on my own cultural experience with young people and my
knowledge of their socialization. I did not receive any challenges related to my identity.

This intervention was followed by a post-test to assess any changes that occurred
after the intervention phase in relation to the same indicators that had been assessed
during the first phase. The post-test was done in the evaluation phase, which was the last
phase of the study, conducted from September 2002 to November 2002. Further

explanation of my approach is provided in Chapters 3 and 5.

OBJECTIVES OF THE STUDY

The objectives of the study were to:

. Determine baseline data regarding the degree of youth’s awareness, attitudes and
perceptions of gender, sexuality issues, sex education, sexual rights, virginity testing,
STIs and HIV and AIDS (first phase).

. Determine the roles of stakeholders* as understood by young people, in HIV and
AIDS and sexual practices in relation to HIV prevention (First and Third phases).

. Determine the sources of information about sexuality and gender issues, sex
education, as well as STIs and HIV and AIDS, amongst high school learners of Northern
KwaZulu-Natal (First, Second and Third Phases).

. Conduct gender-based life building skills intervention programme to expose and
sensitise school-going youth to the complexities of gender-sexuality issues, sex
education, the language of sex, rights issues, sexual decision-making and HIV prevention
within the context of gender (Second or Intervention Phase).

. Assess the intervention programme by comparing the findings of the baseline data

obtained in the first phase and those obtained in the third phase after the intervention.

* These were understood to be parents, teachers, the Department of Education, and traditional healers.
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RESEARCH QUESTIONS

e What are the attitudes, perceptions, knowledge and practices of boys and girls
concerning gender, sex, sexual rights, sexual decision-making, HIV and AIDS, HIV
prevention, and what were their sources of information?

. Which set of their community’s role expectations and or prescriptions do young

girls and boys know and adopt in their sexual decision-making?

. Are young girls and young boys who are aware of HIV and AIDS as a major

problem and are armed with gender-sensitive life coping skills more likely to share and

apply gender-based respect in sexual decision-making with the aim of protecting

themselves and or their partners from HIV infection?

. Does an increase in HIV and AIDS knowledge influence the sexual behaviour, the

number of their sexual partners, and influence them to adopt safer sexual practices such

as use of condoms?

. What are the roles of stakeholders in HIV prevention within the context of

gender?

CONCLUSION

I aim to document a three-phase HIV prevention intervention. In designing,
implementing and analyzing the intervention, care has been taken to emphasise the Zulu
context. This has involved examining the understanding of gender and sexual issues and
the analysis of the responses of participants from a perspective that acknowledges that
understandings are shaped by local surroundings, languages and cultures. The results of
the study will make a contribution to the understanding of sexuality, behaviour and the

prevention of HIV infection based on gender.
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The chapters of this thesis are structured in the following way:

CHAPTER TWO: In Chapter 2, I will examine relevant literature and the theories
which form the framework of this study, such as feminist and masculinity theories. In
addition, I will review previous research on the complexities of gender and sexuality
issues, sexual rights, culture and Zulu culture, including virginity testing. I will also
review previous research studies on the patterns of HIV in South Africa and interventions

in South Africa, designed to combat the HIV and AIDS epidemic.

CHAPTER THREE: Here I shall present the methodology and design used in this three-
phase study. It includes a discussion of the setting, population and sampling technique
used in this study. It further presents the process of data collection and analysis in the
phases of this study, as well as the ethical issues that were maintained in this study.

Limitations of the study are also outlined.

CHAPTER FOUR: In this chapter the socio-demographic profile and results of the
baseline data that were collected during the first or introductory phase of this study is
presented. High degrees of knowledge of HIV and AIDS among the participants was one
of the major findings, although this knowledge was not linked to self-reported safer
sexual practices. Many participants reported sexual activity at an early age in both sexes
but more frequently in boys. Boys also reported higher numbers of sexual partners and
low levels of condom use; in addition both boys and girls reported low levels of

awareness of the risks associated with HIV infection.

CHAPTER FIVE: This chapter presents the design and process of the intervention
phase. In addition, I describe the sessions during the intervention phase (see Table 5.1)
and present the topics of each: terminology, for example, was the subject of the first of
these nine sessions. The intervention phase was a two-way process of communication
between myself as researcher, my assistants and the learners. As learners gained new
knowledge about HIV, the researcher gained new knowledge about the sharing of health-

related information and with the young boys and girls. Terminology concerning sexual
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issues, and behaviour was conveyed by to the learners. For example, during the
intervention phase, 1, as researcher, learned that there are terms used by youth, while
learners were excited by the opportunity to talk about sexuality issues. I did not know
previously that condoms are mostly known to by boys as ‘CDs’. The impact of this
intervention phase of this study, in general terms, was found to be greater on girls than

boys.

CHAPTER SIX: This chapter presents the results of the data collected during the third
or evaluation phase, the last phase of this study. The findings confirmed low levels of
abstinence and multiple sexual partners reported by the majority of boys, but very few
girls. Boys’ responses indicated that they were using power in sexual initiation and
sexual decision-making. However, some findings were surprising: some boys reported
abstaining from sexual activity; the age of sexual debut was reported to be similar for
both gender groups. Further explanation and results will be presented later in Chapters 4,
5 and 6 as already indicated.

CHAPTER SEVEN:

In this chapter the major findings of the study will be summarised, in line with study
objectives, research questions and the principal theories forming the conceptual
framework of the study. Conclusions will be drawn from the main findings of the study.
Chapter Seven will present recommendations based on the findings of the study with

support from relevant literature and findings from other research studies.
Appendixes containing copies of the material used in the study follow the main body of

the study. In order to avoid making this thesis undesirably bulky, the different sections of

this material follow each other and do not begin on a new page.
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CHAPTER TWO: LITERATURE REVIEW

INTRODUCTION

This chapter will review the literature and provide a theoretical foundation for the study.
The literature review of this chapter addresses issues of youth, gender and gender-power
inequalities. Constructions of youth sexuality to create ‘feminine’ girls and ‘masculine’
boys as well as the sexual behaviour and age of sexual debut of school-going youth and
HIV and AIDS issues will be examined.

My themes will be further explored within the framework of theories related to
Connell’s (1987: 10) theory of gender and power, feminist theories, masculinity theories
and theories related to vulnerability. The primary research question that informs this
study is: are young boys and girls who have been exposed to gender-sensitive life coping
skills more likely to apply gender-based respect and responsibilities in sexual decision-
making with the aim of protecting themselves and their partners from HIV infection?

The next section highlights the principal theories guiding my research project and
examines gender-sensitive literature. This section will further outline HIV-prevention

interventions conducted in South Africa for youth. ¢

PRINCIPAL THEORIES FRAMING THE RESEARCH PROJECT

The following theoretical models provide the theoretical framework which guided this
study: Connell’s (1987:90) theory of gender and power and feminist poststructuralist
theory (Ritzer, 1992:505; Roseneil, 1995:2000), which are the major theories adopted as
the framework of this study. R. W. Connell, an Australian sociologist, examined
available theories on gender and power and combined them into one integrated theory
(Connell, 1987:90). This theory of gender and power is based on philosophical writings
concerning sexual inequality and gender-power imbalances (Wingood and DiClemente,
2000:539). Connell’s theory was deemed suitable for this study as it satisfies the criteria
of feminist poststructural theory that postulates that because gender-power inequalities

are constructed by society, they are unfixed and could change.
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CONNELL’S THEORY OF GENDER AND POWER

Connell’s (1987:92) theory has three major social structures characterising the
relationship between men and women: the sexual division of labour, sexual division of
power and the structure of cathexis. He argues that the term ‘structure’ is similar to the
term ‘pattern’ and refers to the intractability of the social world (Connell, 1987:92). It
also reflects the experience of something that limits freedom. These patterns sustain the
subordination of women to men. Identifying the dynamics which have the potential to
transform these features amounts to identifying the conditions for changing the
conditions of social practice (Connell, 1987:159).The first two structures, of division of
labour and power, explain gender relations, while cathexis addresses the affective
component (1987: 95).

The gendered division of labour consists of social structures which condition the
relations between men and women. Some examples are the division of paid work in
industry and unpaid work in house and childcare, unequal training, unequal promotion
and unequal wages (Connell, 1987:96). The second social structure is gendered division
of power, concerning the structures of authority, control and coercion (Connell, 1987:96).
The third social structure, cathexis, involves the recognition that sexuality is socially
constructed. Cathexis thus is about structures related to sexuality, which Connell
(1987:112) refers to as structures that constrain and shape people’s emotional
attachments.

Connell (1987: 12) further explains that these three structures are interdependent
and serve to explain the culturally-bound gender roles assumed by men and women. In
addition, he emphasises that these three structures exist at two levels, the societal and the
institutional levels. The three structures are evident in families, schools, industries,
relationships and religious institutions where institutional changes occur gradually but
more rapidly than societal changes (Wingood and DiClemente, 2000:541). The highest
level at which the three social structures occur is the societal level. They are rooted in
society through numerous historical and philosophical forces that consistently segregate
power and decree social norms, including sexual norms on the basis of gender-
determined roles. As society changes, these three structures evolve but the underlying

fact of gender-power does not disappear (Wingood and DiClemente, 2000:540).
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According to Hekman (1990:188), Connell’s theory is a theory of political opposition
which provides a strategy for feminists and deconstructs masculinity discourse and
power.

Connell’s social structures are applicable in my intervention among school-going
youth. They are manifest as part of the risk factors that expose boys and even more, girls,
to HIV at both institutional and societal levels. The inequalities which result from social
and economic mechanisms occuring within the sexual division of labour and power,
favour men. Women are more likely to experience adverse health outcomes, making
young girls more vulnerable to HIV infection than boys. Zulu women are socialised to
remain ignorant about sexual matters, submissive, shy and unable to assert themselves.

Connell’s theory of gender and power supports the view that women’s ability to
protect themselves is often influenced by social, economical and cultural factors,
including gender-determined sexual roles. The social and economic exposures are
manifested in the phenomenon of women in unequal power relationships. Women tend to
depend on their male partners because men usually bring more financial assets, such as
money and gifts to the relationship. These three intertwined structures are manifest in
young women who have older partners, and who have limited control over their
relationships.

The structure of cathexis, in Connell’s theory, addresses social norms and
affective attachments that are maintained by social mechanisms and which produce
biases with regard to how women and men should express their sexuality. These biases
produce cultural norms that renforce strict gender roles and stereotypical beliefs
(Wingood and DiClemente, 2000:544). In Zulu culture, girls are encouraged to remain in
monogamous relationships until they get married as opposed to the acceptable norm for
boys who are expected to be sexually experienced and to have multiple sexual partners.

Feminist theories now work with definitions of gender that include boys and girls,
men and women. Since my study includes boys and girls, I will draw on a variety of
feminist theories in order to make sense of the data that I generate. For boys I will be
drawing on newly emerging theories of masculinity pioneered by Connell, (1995),
Connell, Hearn and Kimmel (2005), Morrell, (2001), Breines, Connell and Eide, (2000)

and others. Drawing from feminist and masculinities theories will help to create a culture
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where girls and boys see themselves as equals and learn to share equal respect and

responsibilities in sexual decision-making.

FEMINISM

With some notable exceptions in Pacific and some African matriarchal societies, women
have usually been afforded lower status than men in all spheres. Women were, and are
sometimes excluded from decision-making processes to ensure that they remain
subordinate to and dependant on men for survival (Mlungwana, 1996:9). However, the
involvement of women in decision-making processes varies between cultures. Feminism
is referred to as the theory of the political, economic and social equality of men and
women. The political aspect of feminism is centred on equal voting rights, and equal
salaries for equal qualifications (Knap van Bogaert and Organbanjo, 2009:116).
Feminism at the outset focussed on issues of identity, feminine qualities, gender roles and
the freedom of women. They are encouraged to liberate themselves from oppression,
stand up for their rights and make their own choices (Knap van Bogaert and Organbanjo,
2009:117). It is not easy to give a specific definition of feminism because it was
developed by many feminists from various schools of thought, and can be divided into
three waves. These three waves of feminism have common concerns raised on behalf of
the women’s rights and interests but each has had different focuses.

The first wave of feminism began in the west in the 19™ century, focusing mainly
on the injustices of male-dominated politics and the inferiority of women in society.
Mary Wollstonecraft, John Stuart Mill, Susan Antony, Olympia Brown, Lucy Stone were,
amongst others, considered feminists. Wollstonecraft, (1792:18) was the first female
author to challenge the subordination of women in society. She argued that women were
deprived of their natural right to education and encouraged to remain ignorant and to
concentrate on their beauty to please men, as if they were created for men’s satisfaction.
She opposed the treatment of women like children. She assured women that they too
could make a choice of the leaders of their country (Wollstonecraft, (1792:19). Mill was
one of the Scottish feminists who brought the notion of women’s suffrage to the British

electors in 1865 (Knap van Bogaert and Organbanjo, 2009:116). The first wave of

31



feminism ended in the early 20® century after achieving the major victory of the
amendment of the United States’s constitution, granting women the right to vote.

The feminist trend emerged in Europe, as part of the discourse of the European
enlightenment in the mid-nineteenth century (Andermahr, Lovell and Wolkowitz,
1997:76). Feminism challenges notions of power and gender by examining the
restrictions placed on women in areas such as sexuality and decision-making which
contribute to creating gender-power imbalances.

The second wave of feminism started in the early 1960s as a continuation of the
struggle against patriarchy and female subordination and extended through the late 1980s.
The aim of this wave was to offer an alterantive to the male-dominated politics of the
time. Traditionally, woman’s life was defined by her biology nature and her ability to
produce children. This wave focused on the equal education of women and men,
encouraging women to understand aspects of their personal lives. This is the era when the
essay called “The Personal is Political” was written by Carol Hanish (Ritzer, 1992:504).
Feminists in this wave argue that women’s roles are dictated by men and that males limit
the achievements of women who are encouraged to liberate themselves through
education. In this era the term ‘the liberation of women’ originated and the second wave
to be known as liberal feminism. Key players in this wave were Lorraine Bethel,
Charlotte Bunch and Angela Davis. Early second-wave feminists adopted the distinction
between sex and gender, formulated by psychologists, such as Robert Stoller (1968).

Sex is a biological entity, referring to biologically—based phenomena. It is
associated with the characteristics of an individual that are rooted in biology, including
genital organs, chromosomes and genes that allow for differences in physical appearance
and, therefore, for the two categories of female and male (Anselmi and Law, 1998:2).
Linked to the understanding of the term sex as relating to biological make—up of the
genitalia of the individual, it is vital to acknowledge that sex and gender are not
synonymous terms.

Gender surpasses biologically-determined categories as it is a sociocultural based
phenomenon, socially constructed by a society and based on cultural norms. Gender
refers to the social and cultural factors that shape our reality and our sense of identity.

Anselmi and Law (1998: 2) argue that gender is a social category of shared meanings
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about the characteristics of maleness and femaleness, as well as the behaviour, attitudes,
and feelings associated with these characteristics.

These distinctions between sex and gender define and differentiate the socio-
cultural meanings of masculinity and femininity, from the base of biological sex
differences of male and female on which they are constructed (Oakley, 1972 cited in
Andermahr, Lovell and Wolkowitz, 1997:84).

FEMINIST THEORY

The term ‘feminist theory’ suggests a body of knowledge which offers critical
explanations of women’s oppression and subordination and challenges women’s
oppression. It offers analysis and explanations of how and why women have less power
than men and how this imbalance could be challenged and gradually eliminated
Richardson and Robinson, 1993:50).

The following section examines feminist theory as one of the main theoretical
bases that guide this study.

Feminist theory focuses on the place of women in society and the relation of
women to each other and to men. It is that part of the scholarship on women that presents
a wide-ranging system of ideas about human experiences and their understanding in
relation to a woman-centered perspective (Ritzer, 1992:447). In this thesis three themes
emerge in relation to feminist theory. Firstly, the woman-centeredness of some feminist
theory is inspirational. Secondly, the feminist poststructuralist perspective that guided
this study, regarding school-going boys’ and girls’sexuality has been useful. Thirdly, the
influence of feminist theory in analyzing the causes of HIV prevalence has been a central
focus. HIV prevention and the local, KwaZulu-Natal (KZN), context where HIV and

AIDS affect more women than men is of major concern.

WOMEN-CENTEREDNESS IN FEMINIST THEORY

Feminist theory’s starting point is to examine the situation and experiences of women in
society. It treats women as the central point for investigation as it seeks to see the world

from the vantage point of women in society. It is critical and acts as an activist on behalf

of women (Ritzer, 1992:447). The feminist perspective proposes that women’s roles have
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been different from, less privileged than and subordinate to, those of men. This has made
women invisible in society and has acted as an indicator of gender inequality (Ritzer,
1992:450).

Women have been allocated roles very different from those of men. Girls, wives
and mothers have been expected to be passive compared to assertive boys, husbands and
fathers, especially in decision-making. The Greek philosopher Aristotle portrayed women
as men’s natural inferiors in terms of reason (Kimmel, Hearn and Connell, 2005:36). By
contrast, the liberal English philosopher Mill developed dialogue with his wife and
argued that equal education for both sexes would disprove men’s claim to superior
intelligence (Mill and Mill, 1970: 7; Kimmel, Hearn and Connell, 2005:37).

First wave feminist theories were primarily defensive as they fought for women’s
rights, arguing that women should receive the privileges of citizens; they questioned
men’s superiority to women. They asked “if God and nature had made women so clearly
inferior to men, why were such strong social inducements necessary to retain their
subjugation?”” (Kimmel, Hearn and Connell, 2005:36).

Feminist theorists assert that women have occupied an inferior and subordinate
position to men in most societies but women have indicated that they want to be included
in the rights of citizens (Ritzer, 1992:451, Charfetz and Dworkin, 1986:51, Kimmel,
Hearn and Connell, 2005:36). For example, during the French revolution, Mary
Wollstonecraft, (1985: 426), in her “Vindication of the Rights of Woman” demanded the
recognition of the common humanity of both sexes and appealed to men to be satisfied
with the fact that men and women were created as equals.

Twentieth-century liberal feminists continued the struggle of seeking for women
the privileges already enjoyed by men. They lobbied for equal treatment of boys and girls
and wrote children’s books featuring cooperative boys and resourceful girls (Kimmel,
Hearn and Connell, 2005: 37). They welcomed men into their organisations and
encouraged women to enter previously male-dominated occupations. However, they have
been criticised for merely including women in male-dominated institutions and accepting
a restrictive narrow model of equality without questioning the masculine norms that

violate women’s rights over their bodies.
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The current versions of liberal feminist theories are more sophisticated in their
analysis. They offer models for inquiries into the gendering of the state, law, civil rights,
professions, and media and offer ideas for combining traditionally masculine and
feminine personalities in individuals (Kimmel, Hearn and Connell, 2005:38). Maccoby,
(1998: 189), represents a recent version of the liberal view that encourages freedom of
choice for both sexes and allows for a varied play of feminine and masculinity difference
across the life cycle. She sees youth “growing up apart in groups segregated by sex and
adults experiencing convergence in sex and work” (Maccoby, 1998: 189). Other feminist
theorists seek to deflate gender dualism by viewing gender as developmental across the
life course. Masculinity might be defined by boys as development from childishness to
maturity rather than as opposition to a denigrated femininity (Kimmel, Hearn and
Connell, 2005: 38). The second phase of this study, based on the principles of the
feminist theories, exposes young boys and girls to gender-based skill building in the
intervention programme with an aim of promoting HIV prevention in gender perspective.
The following section will outline feminist poststructural theory as the major theory

forming the theoretical framework of my study.

FEMINIST POSTSTRUCTURALTHEORY
Feminist poststructural theory emphasizes the importance of culture and discourse in the
constitution of gender. It is part of third wave feminism that arose in the early 1990s as a
result of dissatisfaction with maternalist approach that maintained the stereotypes of
feminine identities and practices and is continuing today. It involves a transformation in
the social world and takes as its subject postmodern society that seeks to deconstruct the
notion that a woman represents a set of attributes such as motherhood (Ritzer, 1992:505;
Roseneil, 1995:200). Barrett (1992: 200) argues that feminist poststructuralist theory as a
critique of maternalist assumptions within feminist social science has been one of the
most important contributions towards feminist theories.

The usefulness of this study of feminist poststructural theory is that it helps to
establish that the status and meaning of women is a complex issue within feminist

scholarship. Feminists working within a post-structural framework take ‘instability’ as
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their point of departure, acknowledging that women are always constituted historically
and socially within discourses (Harding, 1986:646)

Post structural feminists’understanding of gender goes beyond the general belief
of other feminists that focuses on the relations between men and women. They challenge
such an approach as having a limited interpretation of gender that assumes a fixed
opposition between men and women and excludes the meaning of gender in relation to

other social constructions such class, race and sex.(Manicom,1992: 457).

“For example, in much colonial and early Union official discourse, the
construct of “African woman” was invested heavily with female sexuality
and patriarchal propriety; whereas mid-century state discourses around the
question of the appropriate form of labour force organization (whether
migrant or urbanized) constructed “African women” more in terms of

racial and cultural identities” (Manicom, 1992: 458).

Post-structural feminists argue that there is no given meaning of women and no natural
defining feature of women that can explain gender difference without considering
ideological racial and class versions of womanhood (Manicom, 1992: 454). They provide
a broader view of gender and other social practices such as race and class, which were
socially constructed phenomena though used as fundamental organising principles in the
past. This theory highlights the way discourse practices are arranged in a hierarchical
network which promotes female oppression (Weedon, 1987: 10).

Feminist poststructuralist theory is also transformative as it asserts that socially
constructed structures, including those of gender inequality, are not fixed but subject to
change. Connell’s theory of gender and power (Connell, 1987:95) and feminist
poststructuralist theory provide the basis for developing my culture-specific and
acceptable gender-sensitive strategies of HIV prevention. This body of theory also aided
in my realisation that change from male domination could be made through the process of
negotiation. I focus on that aspect of feminist poststructuralist theory that allows for more
fluid identity formation. This opens up questions that could be fruitful in an HIV context

such as: could the disease be strengthening gender inequalities in Zulu and other
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societies? Could “scienctific” and “educational” institutions be part of the problem that
they are supposedly devoted to eradicate, that of sexually transmitted infections including
HIV. There is scope for further research in this area since it was not part of my study.
Feminist theories offer a number of approaches to the attainment of gender
equality depending on their perspectives on men and masculinity. Understanding of these
concepts has altered long-standing assumptions about the division of people into

categories of ‘men’ and ‘women’ as well their traditionally assigned gender roles.

MASCULINITIES AND THE NEW MASCULINITY STUDIES

In the mid 1980s a group of scholars, mostly sociologists, began developing gendered
theories of masculinity. They positioned this work as pro-feminist and aligned themselves
with the goal of the liberation of women and gender equity. These sociologists were later
loosely described as the founders of Critical Men’s Studies (Connell, Hearn and Kimmel,
2005: 6).

Robert Connell is an Australian sociologist whose work had a major influence on
the development of theories of masculinity. He developed a theory of masculinity which
sought to consider psychological insights and social forces, and managed to combine
various intellectual influences of materialism and feminism (Morrell, 2001:7). Connell
argues in his 1987 book titled on Gender and Power that men are automatically endowed
with power, and demonstrates that gender is a concept of power (Morrell, 2001:7). In his
1995 book on masculinities, Connell (1995:79) shows that men enjoy ‘patriarchal
dividends’, and the advantages they gain from the subordination of women; not all men
share this power equally. He argued that not all men were abusive or exploitative; some
men oppress women while other men subordinated other men.

Connell shows that there are different masculinities and that masculinities are
fluid and should not be viewed as being fixed. He shows there is a hegemonic
masculinity, where men dominated other men, and which created cultural descriptions of
what it means to be a ‘real man’ (Morrell, 201:7). Connell, Hearn and Kimmel (2005: 1)
indicate in their book that the field of gender research has historically focused on issues
relating to women, mainly developed by women. However, in recent decades, the study

of gender has expanded and has included studies of gender issues about men and
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masculinities. The recent interest in masculinities developed across various fields such as
sociology, anthropology and cultural studies and social psychology as part of the social
sciences, the humanities, education studies, political science and other fields (Breines,
Connell and Eide, 2000: 24; Connell, Hearn and Kimmel, 2005: 1). It reflects a growing
public interest in boys’ and men’s identities, conduct and problems and their origins. A
large body of research has emerged (Connell, Hearn and Kimmel, 2005: 4).

The idea of a male sex role was the first step in the studies conducted on men and
masculinities. This idea became popular at the beginning of the liberal-feminist
discussions of the ‘female sex role’, which criticised cultural stereotypes but expressed
optimism about change (Breines, Connell and Eide, 2000: 23). The concept of
masculinities has followed the ‘male sex role’ and ‘masculinity’ is preferred to other
terms that are commonly used, such as manhood and manliness (Connell, Hearn and
Kimmel, 2005: 4). According to Connell, Hearn and Kimmel, (2005:4) ‘masculinities’
refers to ways of accounting for the positions of women and men in society and ways of
describing the nature of men and the patterns that differ according to cultures. Morrell,
(2001:9) asserts that there are no rules or procedures of developing masculinities: boys
and men are not given a chance to choose images that are pleasing to them but their tastes
and bodies are shaped by discourses of gender that they learn from birth.

Disciplines such as psychology, sociology, anthropology and history view
masculinity as an internalised gender identity that belongs to males, reflecting a particular
culture’s norms and values (Connell, Hearn and Kimmel, 2005: 5; Breines, Connell and
Eide, 2000:24). Masculinities are socially and historically constructed and learned from
messages transmitted by agents of socialisation such as family, school and mass media.
Males try to conform to social stereotypes of how a ‘real man’ is expected to behave in a
particular society (Breines, Connell and Eide, 2000:24; Connell, Hearn and Kimmel,
2005: 5; Morrell, 2001:7). Patriarchy is the main structure of gendered power which
limits men’s capacity to consider the rights of others, particularly females. This makes
them unable to engage in negotiations of gender-power equality, especially in decision-
making; however this is not fixed, but has the capacity to change with time (Breines,
Connell and Eide, 2000:23). It is essential to acknowledge that in addition to gender

relations, there are other social factors such as race and class that are significant when
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determining how men understand their masculinity, how they position it and exercise
patriarchal power (Morrell, 2001:10). The focus of this study is on gender relations and
so I have written little about literature that makes some suggestions about how other
factors such as ethnicity, race and class influence men’s understanding and constructions
of masculinities.

Male writers such as Bly, (1992) Farell, (1993) and Keen, (1992) blamed
feminism for wanting to disempower men, and called for men to maintain patriarchy,
assert themselves and stand up for their rights (Morrell, 1998:7). Despite these
arguments, theoretical and research-based work on men and masculinities now
constitutes a formidable corpus of work. This work shares a number of conceptual
features; one of the major ways in which boys are distinguished from girls is through
their socialisation by the members of their families and society. Socialisation theory
explores the social learning experiences that mould people in general but particularly
young boys and girls for the role expectations of maleness and femaleness (Ritzer,
1992:461). From infancy through childhood and adulthood, boys are socialised by their
fathers, older boys, and mothers, to have qualities that are regarded as natural for boys.
These include being hard and strong, reluctant to cry and assertive. Girls are socialised to
be submissive, emotional, loyal, weak, childlike, sensitive, compassionate, and chaste
until they are married (Moynihan, 1998:1074).

Kimmel, Hearn and Connell (2005:180) contend that men make, define and
change their masculinity. Person (1980:605) argues that men’s gendered identities often
centre on their sexuality. Evidence suggests that genital sexual activity is a prominent
feature in the maintenance of masculinity, but is a variable feature in feminine gendering.

Human sexualities are practices that are diverse, and culturally informed
(Whitehead, 2002:162). I will draw from Hunter and Davis, (1994:24) who suggest that
constructions of masculinity and male role identity must be viewed within a social and
cultural context. African males are expected to meet culturally specific requirements such
as promotion of the family name and to conform to dominant gender role expectations
such as being successful, competitive, aggressive and initiators of heterosexual relations

(Hunter and Davis, 1994:24).
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In South Africa and other African countries, heterosexual transmission is the
major mode of HIV transmission, as sexuality is usually manifest as heterosexuality. This
does not mean that same sex practices do not exist covertly in South Africa and other
African countries. In the 1980s the focus of attention on AIDS was either on homosexual
men or on women. It has only been since the late 1990s that there has been a realization
that men must be involved in the fight against AIDS. It has become clear that gender-
power inequality is at the heart of the pandemic and that constructions of masculinity
need to be taken into consideration (Kimmel, Hearn and Connell, 2005:106; Bujira, 2000;
25; Foreman, 1999: 50 and Tallis, 2000: 30).

The findings of previous studies into HIV prevention show that South African men talk
of their right to have unprotected sex, which they describe as more natural (Kimmel,
Hearn and Connell, 2005:186). They reported that they have strong sexual desires and
claim that regular intercourse is essential for a man’s good health (Panos, 1999:17).
Numerous studies (Kimmel, Hearn and Connell, 2005:107) have found that both young
and old men reported the importance of having sex with many female partners, as central
to the construction of masculinity. The way in which men are driven by their construction
of masculinity, irrespective of whether it is driven by biological or cultural factors, is of
major concern. Particularly males’ preference for unsafe sexual activity with multiple
female sexual partners renders, other people, but more particularly girls, vulnerable to

HIV infection.

VULNERABILITY

Vulnerability refers to a lack of power, opportunities or skills to make and implement
informed decisions about one’s own life. This vulnerability results in the increased
likelihood of exposure to HIV infection. (Mann and Tarantola, 1996:441; Tallis, 1998:9).
In this study, the term ‘vulnerability’ will refer to girls’ and boys’ susceptibility to
contracting HIV.
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VULNERABILITY FRAMEWORK

I have found the work of Mann and Tarantola helpful in analyzing vulnerability. They
consider the vulnerability framework (1996:441) on three interdependent levels: personal
/individual, programmatic and societal. Personal vulnerability provides a suitable
framework for discussing HIV prevention in this study, since both boys and girls are
vulnerable to HIV infection and need jointly to reduce their exposure to HIV in order to
prevent infection.

The following section outlines the theoretical framework of the study, which is
based on the theories outlined above, including Connell’s (1987:53) theory of gender and
power, feminist poststructural theory (Ritzer, 1992:505, Roseneil, 1995:200, Weedon,
1987:10), new masculinity studies( Kimmel, Hearn and Connell, 2005:180, Morrell,
1987:7) and a vulnerability framework (Mann and Tarantola, 1996:441) combined to

create a new paradigm for understanding gender-power inequalities.

THEORETICAL FRAMEWORK OF THE STUDY

Figure 2 offers a diagrammatic representation of the principal theories guiding this study
and the ways in which Conells’s theory of gender and power, femininity, masculinity,
and vulnerability overlap to generate a view of how these theories converge within Zulu
culture, heterosexual relationships, and the HIV and AIDS epidemic. In the diagram, the
model provides a framework for the understanding of gender inequality and directing
further examination of this in sexual relationships. Theories of feminity and masculinity
and theories related to vulnerability are linked in the model to offer a single view of

social constructed femininity and masculinity amongst Zulu school-going boys and girls.
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Figure 2: A DIAGRAMMATIC REPRESENTATION OF THE THEORETICAL
FRAMEWORK OF THE STUDY

Figure 2 above shows a gender—power inequalities in the form of a triangle, with the flat
top representing Connell’s theory of gender and power, one side representing feminist
poststructural theory and the other side representing masculinity theory and the apex

pointing at the vulnerability framework representing vulnerability of girls and boys to
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HIV, all surrounded with a space in a circle representing the northern KZN community
and Zulu cultural norms.This model of gender-power inequalities provides a framework
for an historical view of the evolution of gender-based relationships among school-going
boys and girls.

Recent literature (Kimmel, Hearn and Connell, 2005:180; Shisana and Simbayi,
2002:5; Gupta, 2003:3) suggests that relationships between males and females are heavily
influenced by female subordination and male domination in sexual decision-making.
These views, however, lack a comprehensive perspective on the unique power
relationships between males and females in Zulu culture. They are shaped by the unique
historical aspects of South African culture, the complexity of Zulu cultural norms and
roles, and an understanding of male and female empowerment as a dynamic concept.

In the model, feminist theories have been found to be structured around several
fundamental dimensions: gender differences, gender inequality, and gender oppression
(Ritzer, 1992:458).

The model of gender-power inequalities includes these concepts with the aim of
understanding what shapes male-female relationships and sexual decision-making in Zulu
youth. It acknowledges that these gender-power imbalances are not fixed but are subject
to change as they are socially constructed. The main purpose of conducting the gender-
based HIV prevention intervention programme among school-going girls and boys was to
sensitise them to existing gender-power imbalances and encourage a mindshift towards a
gender- equal respect in heterosexual relations.

The following sections will be based on this mode that in turn, provides a
framework for this study, driven mainly by a feminist poststructural theory perspective.
The aim of this section is to examine and present a literature review of this study under
the four themes including a number of culture-related issues, such as gender and identity,
gender-power inequality and sexual decision-making, youth’s sexual behaviour in
relation to vulnerability to HIV and AIDS. We need to understand these themes in
gendered terms, collectively. This section will further outline HIV prevention

interventions conducted in South Africa for the youth.
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GENDER, IDENTITY AND YOUTH’S VULNERABILITY TO HIV

This section will concentrate on examining gender as the main focus of the study. It will
clarify the meaning and challenge categorical notions of sex and gender and constructions
of youth’s sexuality. This will assist in understanding the influence of gender-power

inequalities as one of the impediments to HIV prevention.

Meaning of ‘sex’ versus ‘gender’ and youth’s vulnerability to HIV

Gender, sex and sexuality were some of the terms discussed in the first session of the
gender-based intervention programme conducted in the second phase of this study. The
purpose of the first session was to address one of the objectives of this study: determining
the perceptions of boys and girls regarding terms used in gender and sexuality issues. It
was explained that ‘sex’ is a biological term, referring to the anatomical differences
between male and female, and the reproductive practices which follow from them
(Anselmi and Law, 1998:2). ‘Gender’, however, is a social construct, referring to the
rules and norms which govern the behaviour of men and women. Whereas sexual
differences between men and women will be the same in all societies, gendered
differences may vary in different cultures. These matters will be further discussed in
Chapter 5. Linked to the understanding of the term sex as relating to biological make-up
of the individual’s genitalia, the following section will briefly outline how the anatomy of
girls’ genitalia increases their vulnerability to HIV infection relative to the vulnerability

of boys.

Biological make-up and increased girl’s vulnerability to HIV than boys

While the gender-power imbalance between girls and boys is one of the factors that fuel
the pandemic, biological factors also cause HIV infection rate to be higher in girls than
boys. A girl’s anatomical make-up predisposes her more to HIV infection than boys,
because there is larger mucosal surface area exposed in the female genitals than in the
male genitals. There are higher levels of HIV in semen than in vaginal fluids; the fact that
women are recipients of seminal fluid, and more of it is exchanged during sexual
intercourse than vaginal fluids, make girls more physiologically susceptible to STIs

including HIV, than boys. In addition, girls often have untreated STIs, which make them
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more likely to contract HIV (UNAIDS, 2002:10). Abdool Karim (1998:18) shows that
although the root of young girls and women’s vulnerability lies in the imbalance of power
between boys / men and girls/ women, biological and sexual practices play an important
role in increasing HIV infection in girls and women. Socio-economical factors related to
the presence of poverty and unemployment also contribute to girls’ higher vulnerability

to HIV infection than boys.

Gender and identity

The way we view ourselves and the way that others view and treat us, is often influenced
by our gendered position in society. In traditional Zulu communities, boys are socialised
by their parents, family and community members to believe that girls are inferior to them
and should be under their control. By contrast, girls are socialised to over-respect boys
and act submissively towards them. In addition, in traditional Zulu community
heterosexual relationships roles are assigned by community to males and females.

Typically men initiate, dominate and or control decisions about when, where and
how to have sex with women. Women are expected to respond submissively to male
sexual initiatives. The resulting unequal power relation particularly the girls’ inability to
negotiate sexual issues, increases a girl’s vulnerability to HIV infection.

The South African population in 2004 was estimated at approximately 47 million,
and an estimated 5.3 million people were living with HIV/AIDS by the end of 2003. This
is said to be the highest number in one country in the world (Department of Health,
2004:6; UNAIDS, 2004:190). Fifty-one percent, approximately 23.8 million, of the
population is female, and the overall growth rate of the population for 2004 to 2005 was
about 0.9%, with the rate for females slightly lower than that for males (Gray, Govender,
Gengiah and Singh, 2005:264). These figures show that women constitute the majority of
the South African population, but their growth rate is less than that of males. This could
be influenced by gender—inequalities, the biological make up of women and social,
cultural and economical factors that promote their vulnerability to HIV and AIDS.

The provincial estimates show that KwaZulu-Natal has the largest share of the
national population (20.6%), followed by Gauteng (19.2%) and Eastern Cape (15.0%),

while the Northern Cape remains the province with the smallest share of population
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(1.9%) (Gray, Govender, Gengiah and Singh, 2005:264). It has also been acknowledged
that the pandemic in South Africa is gendered, because women comprise approximately
56 percent of people living with HIV/AIDS, with the largest group of women in the age
group of 15 to 34 years (Roche, 2000:1; Whiteside and Sunter, 2000:2). The findings of
the above studies show that gender inequality is one of the many factors that contribute to
the promotion of the spread of HIV infection.

Gender is only part of our identity. In addition to gender, we are also known by
other social categories: race, social class, ethnic group, religion and age. These categories
of identity may be related to gender. In order to understand the impact of gender and
other social categories on identity and the HIV and AIDS pandemic, it is important to
recognise that gender, sex, ethnicity, race and class are based on history and culture and
are related to positions of privilege and power in our society (Anselmi and Law, 1998: 6).

My study focused on HIV prevention in the context of gender and in relation to
cultural identity, not on issues of race and class. The latter are beyond the scope of this
study. However, since gender and power and feminist theories form the foundation of this
study, the issue of gender and power in Zulu culture will be examined in the following

sub-section.

Issues of gender, young women’s bodies and reproduction

The purpose of this section is to examine the association of culture, gendered power
inequalities and other social categories on identity and the HIV and AIDS pandemic. The
work of Connell (1996:70) has shown that culture, social practices, body, sexuality and
reproduction are interrelated. This section will also assist in laying the foundation of one
of the research questions of this study: “Which set of their community’s role expectations
and or prescriptions do young people know, listen to, adopt and practice in their relations
and sexual decision-making within the context of gender?”

South African, and particularly Zulu culture is male-dominated, with women accorded an
inferior position and lower status in the community than men. Gender power-inequality
and the inferior position of women, their bodies and their reproductive choices, are part
of other factors that will be examined. Cultural norms and values are constantly shifting.

These norms and values are conveyed from generation to generation through the
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socialisation process and render young girls more prone to HIV infection than boys of the
same age group. The very narrative of a coherent Zulu culture is a male narrative used to
justify men’s privileged position. However, Zulu culture, like other cultures, is not static,
and can change.

Connell (1996:71) has explaineds that gender is a set of social practices that,
amongst other things refers to bodies and what bodies do in relation to reproduction.
These practices are not be a fixed set of biological determinants defined by bodily
structures. Rossi (1985: 161) one of the feminist pioneers in sociology, argues that gender
differentiation is not simply a function of socialisation or patriarchy but is also grounded
in the fundamental purpose of reproducing the species.

The importance placed on fertility and the birth of children is likely to have a
negative effect on the promotion of safer sex and may increase the susceptibility of girls
to HIV infection. This is especially true in rural areas, in one of which I conducted the
study, focusing on high school-going boys and girls in northern KZN. Traditionally, in
South Africa, and particularly in KZN, biology was fused with culture to regulate young
women’s femininity and status in society, but it has changed now. In support of this view,
Mager (1996: 13) argues “The gendering of girls was tightly tied to biology, more
especially their capacity to bear children”. Young women were rendered visible only
through their fertile bodies and fertility or ability to conceive was, and still is a highly
prized aspect of femininity. This remains the case, particularly for women living in rural
areas (Preston-Whyte and Zondi, 1989:13, Morrell, et al., 2002: 13, Upton, 2001: 20,
Harrison and Montgomery, 2001, 20).

Even today, as an African woman who is rooted in the Zulu culture in KZN, I
know that the failure of a newly married girl to conceive causes her mother-in law to be
concerned and to call the bride “inyumba” meaning unable to conceive. She may advise
her son to marry another wife who will give birth to a number of children, particularly
boys who will grow up and carry the family name. This view will be conveyed to young
people and practices based on traditional Zulu culture are likely to shape their sexual
behaviour, as young girls would be expected to prove their fertility and thus increase their

vulnerability to HIV infection. Most boys use tradition and culture to justify their power
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and control of women’s bodies as well as their domination of sexual decision-making and
girls generally agree that this power is vested in boys (Thorpe, 2002:63).

However, in this era of the HIV and AIDS pandemic, conceiving a child carries a
risk of HIV infection (Morrell, et al., 2002:13). I challenge the exaction of proofs of
women’s fertility because it perpetuates notions of patriarchy and fails to take into
account that marriage and sexual activity should be based on love, and not only on
women’s reproductive role. I realise that this may not be a universal understanding, and
some would argue that the notion of love is itself culturally constructed. In Zulu culture, a
woman is not encouraged to marry another man if her husband is infertile, or to have
other male partners. She is currently still required to stay and support her husband, no
matter what happens in their marriage. However if “umakoti”, the bride, is infertile her
life becomes miserable and her husband will be encouraged to marry another young girl
who will give birth to children who will inherit their possessions.

The aim of applying my knowledge and practice of the Zulu culture in the above
section is to clarify the background of the Zulu culture with the aim of assisting in
understanding the cultural background of the boys and girls who participated in this study
and also to determine their perceptions of sex and gender as part of the foundation of the
first research question and one of the objectives of this study.

African women’s struggle against gender inequality and female subordination
takes complex forms. Analysts are just starting to evaluate the different kinds of agency
and struggle emerging in African women’s lives in the wake of HIV and AIDS. For
example, the behaviour of women in Churches and in civic organisations such as
Treatment Action Campaign (TAC) shows their ability to resist.

Zulu women’s struggle is grounded in in the culture with which I am familiar, and
tends to be linked with sex roles, relationships and the research question of this study.
Zulu women make an association between their bodies, reproduction and household
activities, but this is capable of changing with time. Mikell (1997: 7) argues that “Nature
or reproduction appears to have pushed women towards domestic activities” The same
author, further argues that, on the contrary, men are encouraged to take on responsibilities
requiring greater power, aggression and decision-making skills in the realm of culture,

sexual matters, family roles, military tasks, economy and politics (Mikell, 1997: 7).
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The reader must be aware that there are debates on different feminist views
between Western and African feminists. Some African feminists contest the validity of a
Western feminist approach and ask to what extent Western feminist constructs can be
applied to African situations. African women argue that “what it means to be African
women differs radically from the increasingly anti-naturalistic conception of women in
industrialised Western countries” (Mikell, 1997: 8). Like many Westerners, Africans
including Zulus tend to fuse nature and culture in their traditional conception of men and
women’s roles.

Africans are aware that gender roles are changing as culture itself is not fixed but
dynamic. For example, many African, including Zulu women now have employment
outside the home, so they are no longer confined to the kitchen, and urban families are
growing smaller. However, African women are often concerned that Western women
seem to exaggerate the gender inequalities of African heterosexual relationships, and
Western feminists are often troubled that African women take their reproductive task too
seriously (Mikell, 1997: 8). Additionally, these Western feminists draw on the work of
‘black feminists’ like Patricia Hill Collins. In her body of work and that of many black
feminists, Patricia Hill Collins (cited in Anselmi & Law, 1998: 6), opposes the reduction
of individual identity to any particular social category. She treats these aspects of identity
as interlocking facets of social oppression, arguing that the categorising of individuals
into either black or white, male or female, poor or rich promotes false dichotomies that
reduce complex identities to superficial characteristics (Collins, cited in Anselmi and
Law, 1998: 6).

I concur with Collins’ view that using rigid binaries to try and make sense of the
fluidity of identity can result in serious analytical errors and may promote the oppression
of marginalised individuals. For example, young girls who are socially oppressed and
powerless in terms of sexual decision-making are more vulnerable to HIV infection.
Caution must be exercised in importing western feminist categories; but I also
acknowledge the use of many of these categories, such as class, sex and gender systems
which reinforced indigenous ideas and their power such as Christianity, with its

patriarchal narratives and explanations, can form a patchwork quilt of patriarchies.

49



It is beyond the scope of this study to give the reader in-depth details or to
elaborate on the extent and implications of this debate, which will not be examined
further, because the focus of the study that I conducted was, not on the issue of race but

gender-based HIV prevention.

GENDER-POWER INEQUALITIES, SEXUAL DECISION-MAKING AND HIV
AND AIDS

This section will address issues of sexual decision-making and one of the research
questions is: “Which set of their community’s role expectations and or prescriptions do
young girls and boys know, listen to and adopt to the constructions of sexuality and
practice in their relations and sexual decision-making within the context of gender?”

Studies conducted in South Africa and other countries have shown that certain
personality characteristics are encouraged in girls and women living in patriarchal
societies (Harrison, Xaba, Kunene and Ntuli, 2001; Taylor, et al., 2002; Varga, 1997).
Such characteristics as passivity, submissiveness, compliance and dependency on men
are harmful for women as they place them at a higher risk of contracting HIV than men.
Some studies describe the role of gender inequalities in heterosexual relations and the
impact of these factors on young girls’ level of risk and their inability to make sexual
decisions and negotiate for safer sex (Harrison, 2002:43, Varga, 1997: 43, Varga and
Makubalo, 1996: 4).

Young women find it difficult to exercise their sexual rights and this may be
influenced by the ideology of ‘feminine girls’, who are socially constructed by society.
Smith (1991:3) asserts that women need to assume the attributes and roles traditionally
considered to be masculine, such as assertiveness, self-esteem, decision-making and
independence, if they are to survive and remain healthy and safe. In support of this view
UNAIDS (2002:26), argues that in many cases certain socio-cultural factors also limit
women’s control over their sexual lives. These socio-cultural factors include cultural
beliefs and practices, gender inequality and male dominance in heterosexual relations,
sexual violence, stigma and discrimination, poverty, commercialisation of sex, and

misconceptions about HIV and AIDS.
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In many instances sexual intercourse occurs without negotiation between partners
but is decided by the male partner who believes he has control over the female’s body. A
major United Nations study has shown that many women remain powerless and unable to
make sexual decisions or to exercise control over the circumstances and this situation
makes them more vulnerable to HIV infection (UNAIDS, 1998:4). Gupta (2000:5) claims
that gender-power inequalities favour men and boys or men have greater control over

girls or women, particularly in sexual-decision-making.

Some studies have shown that most women dare not ask their male partners to use
condoms during sexual activity as they are afraid of being suspected of being unfaithful
or abandoned by their male partners (Abdool Karim, 2001:1, Abdool Karim, Abdool
Karim, Preston-Whyte and Sankar: 1992:10, Jewkes, Levin and Penn-Kekana:
2003:125). Cultural norms and practices related to sexuality such as refusal of condoms
as well as difficulties in negotiating for regular use of condoms promote the risk of HIV
infection. Multiple sexual partners and the importance of fertility in African communities
may hinder the practice of safer sex. In addition, urbanisation and migrant labour exposes
people to new cultural influences that may result in the erosion of certain African
traditional values that could serve to protect young girls and boys from HIV infection
such as abstinence from sex before marriage. Such factors pose a challenge for preventive
strategies as efforts to reduce HIV and AIDS epidemic are directed at all South Africans,
especially the youth. Areas for action include redoubled efforts to empower girls and
women with the information, skills and methods they need to reject unsafe sex and

negotiation skills.

Not all risky sexual encounters are coerced or occur as a result of male dominance
and violence; some are consensual. Researchers exploring gender identities and
femininity have suggested reasons for the occurrence of such behaviour (Morrell et. al
2002:13). These reasons will be examined in Section 2.5 of this chapter under the

heading ‘Construction of Femininity and Sexuality in Girls’.

I recognise that inequalities play a role in promoting the spread of HIV in complex ways.
Women differ in their personalities, as do men and it is not always the case that boys

have all the power and girls have none. An increasing number of research projects in
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KwaZulu-Natal show that girls are not merely victims. High levels of unemployment and
an inadequate welfare system have lead to widespread poverty which renders young
people, particularly girls, more vulnerable to contracting HIV. The daily struggle for
survival overrides any concerns people living in poverty might have about contracting
HIV. The influence of poverty on girls’ sexuality and sexual activity will be outlined in

the following sub-section.

The impact of poverty on sex and sexuality; the agency of young girls

In addition to gender-inequalities, young girls are also anatomically and socio-
economically more susceptible to STIs and HIV than boys of the same as group. Sexual
activity is often associated with gifts, and some young girls’ low socio-economic status
pushes them to have sexual relationships with older men. (Leclerc-Madlala, 2001:3).
Research findings (Abdool Karim, 2002: 13, Leclerc-Madlala, 2001:3, Leclerc-Madlala,
1997:12, Bassett and Mhloyi, 1991:2, Varga and Makubalo, 1996:13) have indicated that
some young girls’ low socio-economic status leaves them with no option but to agree to
have sex with older men.

There are however different schools of thought regarding this. Hunter, (2002:1)
and Silberschmidt (2001:3) argue that girls choose to exercise their sexual agency in a
context of material deprivation. These girls receive gifts from the older men, who are
called ‘Sugar Daddies’, in the form of small material items: clothes, cash, cell phones,
and cars. Hunter (2002:1) quotes a 20 year old boy, Bongani, in Northern KwaZulu-Natal
saying *“ Sugar Daddies work at the firms that pay a lot. The girls can never stay without
goming, (choosing a lover) them, because if they don’t goma they won’t get things like
money, cell-phones and clothes.”

Young girls in such situations are more vulnerable to sexual abuse as they might
face violent behaviour from their partners. In addition, they have little or no power to
negotiate safer sex and run a high risk of contracting HIV infection, as older men are
more likely to have had multiple sexual partners and are more likely to be HIV infected
than younger men (Morrell, Moletsane, Abdool Karim, Epstein and Unterhalter, 2002:12,
Shisana and Simbayi, 2002:58, UNAIDS, 2004:68, UNAIDS and WHO, 2004:4). Girls

52



and young women who become infected with HIV by ‘Sugar Daddies’ then infect boys
and young men, who in turn infect other young women.

I have carefully reviewed the literature relating to gender and identity, gender—
power-inequalities and sexual decision-making in relation to youth and HIV and AIDS
above. This leads us to the following section, where literature on the next theme, that of
sexuality, will be considered. A number of complex and culture- related issues in relation

to youth and their vulnerability to HIV and AIDS will be considered.

SEXUALITY, YOUTH, HIV AND AIDS

In order to understand how HIV infections occur we must understand how young
heterosexual people relate to one another and then to try and intervene to modify the
processes which occur when young people develop sexual relationships.

Young people who were the population of this study make up a significant
proportion of the population of South Africa. People below the age of 19 years
constituted half of the South African population of 44.8 million in 2001 (Statistics South
Africa, 2001:8). School-going youth was the population of the study that I conducted.
Approximately 11.2 million learners were enrolled in public schools in 2002, with 4
million of these learners enrolled in secondary schools and 7.2 million learners enrolled
in primary schools (Department of Health media release, 2005:1).

My study was conducted in 2002 as I will explain in the Methodology Chapter. In
2006, 12 million learners were enrolled in public schools, out of these 4.5 million
learners were enrolled in secondary schools anq 7.5 million learners were enrolled in
primary schools (Media release, 2006:1). The total number of learners who were enrolled
accounted for 5.7% of the total South African population, estimated at approximately
47.4 million (Statistics South Africa, 2006: 6). The estimated population of South Africa
differs according to the specific years when the census is done. The above population
statistics are significant as the study that I conducted in 2002 was among the the school

going youth.
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Meaning of sexuality versus sex

My discussion of sexuality begins with the acknowledgement that there is a difference
between sex and sexuality. The literature that will be reviewed will help to eliminate the
confusion that exists about the meanings of these terms. These terms were discussed in
the first session of the gender-based intervention programme conducted in the second
phase of this study. This was done as part of addressing one of the objectives of the
study, to determine the meaning of terms used.

In English the term “sex” is complex: sex was, and to an extent still is used to
indicate whether a person is male or female.The term also refers to the act of intercourse
(Devenish, Funnell and Greathead, 1992: 106). Sexuality on the other hand includes the
social aspects of people’s lives, their feelings and attitudes, their physical body, as well as
the way they walk, dress and behave. Sexuality also influences their beliefs and values,
their relationships decisions, as well as determining sexual attraction (Devenish, Funnell
and Greathead, 1992: 107). Anselmi and Law (1998:254) support the above views by
claiming that sexuality refers to how people are regarded in terms of either female or
male, the way they dress, their behaviour, attitudes and relationships.

The following sub-section will briefly examine the construction of girls’ and
boys’ sexuality through the development or making of ‘feminine’ girls and ‘masculine’
boys. Such sexuality constructions are part of the cultural and gender norms and societal
expectations socialised in young people at an early stage. While some constructions of
sexuality have positive benefits, for example in Zulu culture, such as “ubuntu” referring
to humanity, associated with good morals such as abstinence and being faithful to one
sexual partner, “inhlonipho”, meaning respect, by contrast others are dangerous, such as
promotion of gender inequality among young boys and girls, which influence them to
engage in risky sexual behaviour and thus be more susceptible to STIs, including HIV

infection.
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CONSTRUCTIONS OF SEXUALITY, SEXUAL DECISION-MAKING AND HIV
AND AIDS

The literature reviewed in this section will help to clarify the understanding of how young
girls’ and boys’ sexuality is constructed. I will focus on baseline data regarding youth’s
awareness, and perceptions of the complexities of gender, sexuality issues, HIV and
AIDS.

Constructions of sexuality are gendered and occur as part of the process of
socialisation from childhood of girls and boys. Maker (1996: 15) asserts that gendering is
constructed for young Africans from a cultural ideal pattern and individual lives are
mapped out and divided into stages on the basis of biological sex and age. Similarly, in
African culture the construction of youth’s sexuality differs according to the
constructions of femininity and masculinity.

Gender norms are contested and dynamic, not monolithic.In the case of the study
that I conducted, youth are operating in contexts where there are many divergent gender
norms operating: some dictated by ‘traditional Zulu culture’, others dictated by peers;
others, by South African’s human rights culture and existing AIDS discourses.

Gender norms are socially constructed by the community in relation to a
particular culture. They often determine how men and women are supposed to behave in
relation to sex and sexuality. Whitehead (2002:162) asserts that sexualities are never
simple biological facts, although some people protest that they are. Amongst many
others, she has argued that sexuality is diverse, confusing and culturally informed.

Gender-power disparities are linked to the theories of gender and power and
masculinity forming the conceptual framework of the study. They are characterised by
male-domination of sexual rights, in a way that limits young boys’ and particularly young
girls’ ability to understand the complexities of gender relations and the expression of
sexualities. It also influences their vulnerability to HIV infection and prevents them to
achieve responsible decision-making about the ways to protect themselves from HIV

infection (UNAIDS, 1998:3).
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Constructions of girls’ femininity

In Zulu culture, young people were traditionally made sexually aware at a young age.
This was usually done, in the case of girls, not by their parents, but by older female
relatives or siblings known as ‘amagqhikiza’ who used to guide young girls. Amaghikiza
were elder girls/'women who have known boyfriends who have given them what is called
‘Ucu’ as a sign of having accepted their proposal for love and might then marry them.
Boys would be educated by older men. Catherine Burns (1996:80) argues that in the past,
Zulu society had different strategies for sexual control. The following sub-section will
examine these different strategies for sexual monitoring and will look at other roles

played by Amagqhikiza to guide girls’ sexual practices.

Strategies of constructing femininity

This section focuses on the strategies that shaped the construction of femininity. It will
draw mainly on feminist theories, as outlined in Section 2.2. These strategies were used
to monitor girls’ sexual activity to prevent pregnancy and also to prevent HIV. This
section will also highlight how important these strategies were historically. They were
obeyed, particularly when Zulu people were a rural people but are contested in the 21%
century. In addition, literature reviewed in this section will clarify what implications
these strategies have for my study.

The construction of femininity for girls was central to female bodies and their
changes (Mager, 1996: 15). In Zulu society in KwaZulu-Natal, the body changes and
sexuality of young girls’ traditionally were carefully monitored by their mothers and
amagqhikiza (Khuzwayo, 2000: 50). This happens from puberty until 21years old or the
early twenties if a woman is not yet married (Riley, 1988:1, Morrell, et al., 2002:15).

The role of amagqhikiza was to educate and guide young girls on love-related
matters and on how to practice ukusoma, that is, non-penetrative thigh sex, with their
boyfriends and/or their girlfriends as well. Burns (1996:81) supports this view by arguing
that amaqhikiza would instruct young people on how to practice non-penetrative sex
between the thighs of the woman partner, called ‘ukusoma’ and also on other forms of
sexual play as means of exercising sexual control to promote abstinence and unwanted

pregnancy. The issue of ukusoma could be applicable to girl friends and their partners as
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well in the 21* century because not all girls are heterosexual, but in the traditional and
current Zulu culture it was and is still applied specifically to heterosexual girls. Other

strategies that were implemented by ‘amaghikiza’ will be examined below.

Virginity testing
Virginity testing is one of the strategies employed by amaghikiza, as part of their
construction of girls’ femininity.

The following section will be based on the gender and power and feminist
theories forming the framework of this study. It will also lay the foundation of this study
by addressing one of the research questions: ‘What are the roles of stakeholders in HIV
prevention within the context of gender?’

Are amagqhikiza part of the stakeholder group? In African, and particularly Zulu
culture, they are stakeholders and have a role to play in the monitoring of young girls’
sexual activity. They conduct virginity testing, known as ‘ukuhlolwa kwezintombi’ by
performing a physical examination to check if the young women’s hymen, known as ‘iso’
is still intact. That would prove that they were still virgins or were not sexually active.
The aim of monitoring the sexual activity of girls was to delay the onset of sexual
activity. Together with ‘ukusoma’ it is expected to assist in preventing unplanned teenage
pregnancies and is also assumed to be a strategy for preventing HIV infection. However,
virginity testing is a controversial, gendered and debated issue. The procedure of virginity
testing, as well as the awarding of certificates for the girls who are found to be virgins is
explained by Khuzwayo (2000:50).

Some isiZulu-speaking people still promote virginity testing. I would like to
indicate that I will revisit the controversial and gender politics of virginity testing as it
will be examined later, in this section. Once a year, young women are called by the Zulu
King to come together at Enyokeni Royal residence to celebrate one of the biggest socio-
cultural gatherings called ‘Umkhosi Womhlanga’ (Khuzwayo, 2002:73). One of the main
aims of ‘Umkhosi Womhlanga’ is to enable young women to undergo virginity testing
aimed at promoting good morals in young girls, such as abstinence prior to marriage and

also to prevent heterosexual transmission of HIV infection.
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Although the practice of virginity testing for girls is believed to have originated in
KwaZulu-Natal and remains most popular among Zulus it is increasingly practiced
outside KwaZulu-Natal. Eastern Cape women’s and children’s rights organisations report
the use of virginity testing among Xhosa communities where girls are examined by a
committee of women and those girls who have remained virgins for two years are
awarded certificates (George, 2007:13). Virginity testing is also practiced by certain
African Kingdoms that offer gifts to young people who remain virgins. One example is
the Buganda Kingdom’s plan of stopping the spread of HIV by advocating virginity
testing for girls and virginity monitoring for boys (Ssebunnyana, cited in the Sunday
Tribune, 2002:12). Ssebunnyana notes that those who remain virgins into their early 20s
will receive gifts to launch them into adulthood. The gift would be a few heads of cattle
for men and it would be a refrigerator or a stove for women. In this way the African
tradition will be used as a tool to stop the spread of HIV (Ssebunnyana, cited in the
Sunday Tribune, 2002:12). However, this forms part of the controversial and gender

political aspects of virginity testing which will be examined in the following section.

The controversial and gendered politics of virginity testing

Virginity testing arguably violates gender equality.The provisions of the South African
Constitution recognise that everyone has the right to bodily and psychological integrity,
meaning that everyone has the right to make decisions concerning reproduction as well as
the right to security in and control over their body. Virginity testing as presently practiced
in South Africa impedes the free exercise of these rights (Leclerc-Madlala, 2001:3). The
South African Commission on Gender Equality (CGE) opposes the practice and argues
that virginity testing constitutes another form of the violation of women’s rights (Leclerc-
Madlala, 2001:3). In her research on this area, Leclerc-Madlala (2001:3) argues that
virginity testing reinforces patriarchy as it serves to divert attention away from the need
to explore the lack of male sexual responsibility. Burns (1996:81), supports the above
stated views by arguing that the practice of virginity testing does not promote gender

equality because it is only performed on young women and not on young men.
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One of the girls in a KwaZulu-Natal protest march in July 2005 indicated her support of
virginity testing (Scorgie, 2006:19):

“The commission on Gender Equality claim that they speak on behalf of all
women but what about us? We want virginity testing to be made legal as it is part
of our culture. (Nomagugu Ngobese, cited in Lindsay Barnes and Maokgodi
Seabi, ‘Virgins oppose testing ban’, Natal Witness, July 15, 2005).

The underlying aim of virginity testing may be good, as it may promote abstinence until
marriage, and help in the prevention of unplanned teenage pregnancies and could
contribute to the reduction of HIV infection among young people in the communities
where it is practised (Scorgie, 2006:20). It must however be doubtful that the prevention
of HIV was a purpose, since the practice of virginity testing predates the pandemic. Some
Zulu women promote virginity testing as a way of empowering the girl child to say no to
sex, teaching her to take care of her body. The belief that virginity testing may provide a
culturally appropriate solution to a myriad of problems, including the AIDS epidemic, is
shared across various levels of the Zulu and other ethnic groups. Many rural women see
virginity testing as the only way to re-instill and sustain self-respect, self-determination
and pride (Khuwayo, 2000:11).

As a Zulu woman, [ know that virginity testing for girls ‘ukuhlolwa kwezintombi’
is a Zulu cultural practice, that was done in the past and it is being revived with the aim
of preserving girlhood, known as ‘ubuntombi nto’. However, I argue that it is a cultural
practice that should be reassessed, as it promotes the deeply embedded notions of gender
imbalances and violate women’s rights. This is because its purpose is to encourage girls
to abstain from sexual activity until they get married, while boys are not monitored. After
1994, South Africa became a democratic country where the equal sexual rights approach
is promoted, which according to Klugman (2001:15) promotes shared respect and gender
equality, particularly in sexual decision-making, that could help to prevent HIV infection.
I 