CHAPTER ONE

INTRODUCTION

1.1 Background of the study

Unlike other sub-Saharan African countries, South Africa has not yet experienced
declining levels of HIV infection'. Based on routine antenatal clinic surveillance, the
country is estimated to have the largest number of people (5.5 million) living with
HIV/AIDS in the world as of the end of 2005. This prevalence was much higher than that
of the sub-Saharan African region as a whole”. Over two decades into the HIV/AIDS
epidemic much is known about the dangers of HIV and how to prevent new HIV

343 Yet the epidemic continues to grow, devastating households, communities

infection
and society as a whole. While prevalence appeared stabilizing over the past three years,

this is most likely a consequence of high death rates rather than slowing incidence®.

The very high level of new infection occurring in the general adult population indicates
that knowledge has not been adequately translated into practice. Some researchers have
argued that while knowledge and awareness of HIV/AIDS and the scope of the problem
are important, they are not enough to prevent new infection. Among the adult population,
heterosexual transmission accounts for the overwhelming majority of all HIV infections.
“An important feature of the epidemic in the heterosexual population is the age difference
of infected individuals; predominantly young women and older men, and overall a

disproportionate number of people between the ages of fifteen and forty””.

In the absence of effective vaccines or cures for HIV, coupled with limited accessibility
to anti-retroviral therapy, great emphasis has been laid on attempting to influence

behaviour change as an important means of primary HIV/AIDS prevention. Prevailing



interventions focus on promoting sexually responsible behaviour in the population
through the ‘ABC’ approach. The approach, which advocates delayed sexual debut for
adolescents (A, abstinence), partner reduction (B, be faithful to a single uninfected
partner or reduce number of concurrent or serial sexual partners), and improving access

to condoms and information regarding their use (C, condoms) has been the cornerstone of
the primary prevention strategies™ ’ and has been widely promoted both in South Africa
and worldwide. An important adjunct to this has been efforts to improve STI services

with syndromic management ®.

1.2 Rationale and Justification for the study

The relatively high prevalence of HIV/AIDS in the country indicates that new infections
still occur continually and at an alarming rate in the populations. Given the greater power
and control men have over sexual relationships compared with women, males, especially

young men, constitute an important target group for preventing further HIV transmission.

Less has been written about HIV/AIDS research and intervention programmes that
specifically target men in South Africa. Until recently, women have been the primary
focus of sexual behaviour change due to their increased vulnerability to HIV infection.
This approach fails to take into account gender and power imbalances, and does not
encourage men to take responsibility for their own health or that of their partners and
family. To fill this gap, this study conducts a secondary analysis of data to investigate
factors associated with high risk sexual behaviour in young men in order to design

interventions that actively involve men in HIV prevention programmes.
1.3 Problem Statement
In spite of mounting efforts to prevent new HIV infections in South Africa, rates of

infection are persistently high with an increased burden on women. Given profound

gender-based inequalities, men play a key-role in sexual decision making.



1.4 Study aim and Objectives

1.4.1 Study Aim

This study aims to explore opportunities for engaging men within HIV prevention

activities in rural South Africa.

1.4.2 Study Objectives

i.  To identify determinants of risky sexual behaviour among a random sample of 14-
35 year old men in rural South Africa.
ii.  To apply the findings for future HIV preventive policy and programme

development.



CHAPTER TWO

LITERATURE REVIEW

2.1 HIV/AIDS in South Africa

South Africa is experiencing one of the fastest growing HIV epidemics in the world.
About 5.5 million people were living with HIV/AIDS in the country at the end of 2005.
National sero-prevalence data from women attending public antenatal clinics provides
measures of prevalence, which have been used to derive population based infection rates
and estimates of incidence using mathematical models'’ . Data from the past fifteen years
(1990-2005) provide a good estimate of trends over time in South Africa, and suggest

extraordinarily high rates of new HIV infection''.

2.2 Rapid progression in the past two decades

The onset of HIV epidemic in South Africa began in the early 1980s with just a hundred
reported cases restricted to the homosexual men and those infected through blood
products prior to the introduction of universal HIV screening programs in 1985'.
However, by the early 1990s, heterosexual transmission predominated as the mode of
spread of HIV infection, and with it, the concomitant HIV epidemic in newborns and
young children through perinatal transmission 2. Over two decades since the first cases
of HIV were diagnosed in the country in 1982, the number of people infected with HIV
has increased exponentially from a handful of cases to 5.5 million at the end of 2005. In
1990, 0.7% of pregnant women attending public sector antenatal clinics were HIV
positive. By the end of 2005 - over a fifteen year period, HIV sero-prevalence in this

group has increased explosively to 30.2%. What was considered a silent HIV epidemic at



the initial stage later emerged first as an urban phenomenon, spreading rapidly into rural
areas of the country, and has now developed into a large scale generalized HIV/AIDS
epidemic. In spite of the relatively late introduction of the epidemic in South Africa
compared to Eastern and Central Africa, it accounts for currently 10% of the global

burden of infection .

As in the other parts of sub-Saharan Africa, young people especially, women are at the
centre of the South African HIV/AIDS epidemic'® '* > '°. Young women and girls are
more vulnerable than their male counterparts for biological, social and economic reasons.
Pettifor et al found that 77% of the HIV-positive youth are women. In addition, nearly
one in four women ages 20-24 are HIV-positive compared with one in fourteen men of
the same age group . Consistent with this, the recent HSRC national HIV survey found
a four fold increase in the female to male ratio (16.9% vs. 4.4%) of HIV prevalence

among youth aged 15-24 years'’.

2.3 Factors driving the HIV/AIDS epidemic in South Africa

2.3.1 Biological Factors

2.3.1.1 Other Sexually Transmitted Diseases

STDs have long been recognized as a major risk factor for both HIV acquisition and
transmission. It is well established that the presence of untreated STIs such as
gonorrhoea, syphilis, chlamydia, chancroid and other treatable sexually transmitted
diseases during unprotected sex enhances both infectiousness and susceptibility to HIV '*
19.20.21,22.23.24.25 ‘The presence of untreated STIs during unprotected sex substantially
increases susceptibility to HIV infection by recruiting HIV-susceptible inflammatory
cells to the genital tract as well as by disrupting the genital mucosal barriers to

26,27

infection thereby creating a portal of entry for the HI-virus. In both men and women,



these STIs increase HI-Viral shedding into genital fluids, so increasing the probability of
HIV transmission between partners 2°. This renders people who are HIV-positive and

have a sexually transmitted co-infection more infectious to their sexual partners®.

Studies have revealed that these STIs account for a significant proportion of new HIV
infections ***°+23% 3! According to a systematic review, genital ulcerative disease
(GUD) appears to have a greater impact than non-ulcerative disease (NUD), and men are
more affected than women by the effects of STDs on susceptibility to HIV. They noted
that GUDs increase male susceptibility to HIV infection by four fold and female
susceptibility by about three fold, whereas NUDs increase male susceptibility three fold
and female susceptibility two fold. In addition, the combined effect of the HIV-
susceptible and the infectious partner both having an STD, is greater than when one alone
has the STD »°. The presence of other STIs has also been found to be associated with HIV
incidence in discordant couples. A recent study of 1076 HIV-serodiscordant couples in
Rwanda found that among the 46 individuals who seroconverted, 56% of the men and
41% of the women reported a sexually transmitted infection prior to seroconversion.
After adjusting for various factors, history of sexually transmitted infections was

associated with a 3 times higher risk of HIV infection®.

The concentration of HIV-1 in semen is likely to be an important determinant of HIV-1
infectiousness. While most studies indicate that both ulcerative and non-ulcerative STDs
increase the risk of HIV transmission by approximately three-to-five folds, a case control
study has shown an eight-fold increase of viral shedding in the semen of HIV-1 positive
men with urethritis (particularly gonococcal urethritis), compared with HIV-1 positive
men without urethritis, who had similar CD4 counts and blood viral burden 2 Another
study that examined the effect of symptomatic urethritis on HIV-1 shedding in semen of
HIV-1 seropositive men with or without urethritis showed that men with non gonococcal
urethritis and genital ulcer disease shed significantly greater quantities of HIV-1 in semen
compared with men with non gonococcal urethritis without genital ulcer disease **. These
findings help to explain the increased rate of heterosexual HIV transmission from male to
female and suggests that an HIV infected man with a classical asymptomatic STI for

example, is more likely to transmit the HI-virus to as many women he has sexual



encounter with through multiple partnerships, thus fueling the epidemic. Additionally, the
co-interaction of other sexually transmitted infections from multiple partners further
magnifies the rapid acquisition and spread of HIV. Coetzee & Johnson have noted that
STIs are more likely to increase the risk of HIV transmission when present in the HIV-

negative partner than when present in the HIV-positive partner *°.

South Africa has a high prevalent of STIs compared to other African countries®® >

which might have contributed to its growing HIV/AIDS epidemic. A study that
investigated changes in sexual behaviour and prevalence of STIs following a major HIV
prevention programme in the South African mining community found an increased
prevalence of curable STI: Chlamydia, syphilis, gonorrhoea *’. Given that the sexual
transmission of HIV occurs more readily in the presence of other STIs due to increased
HI-viral shedding when an HIV-infected partner has an STI, the very high HIV
transmission rate in the country can be attributed in part to the large burden of other

untreated sexually transmitted infections.

Prompt and appropriate treatment for STDs plays a crucial role in HIV prevention by
reducing individual HIV risk associated with symptomatic STDs *'. A randomized
controlled trial in the Mwanza region of Tanzania has demonstrated a 40% reduction in
HIV transmission in areas where there was an improvement in the management of STIs*®.

Because STIs especially N. gonorrhoea and C. trachomatis may have few symptoms **>*

40-41 particularly among women; because not all those who are symptomatic recognize the
meaning or importance of their symptoms and seek care; because people do not seek care
due to perceived stigma, cost or unpleasant services at the STI clinics; and because not all

d *** it is highly probable that many STI

those who seek care are adequately treate
infections remain either untreated, inadequately or partially treated, creating a conducive
medium for the spread of HIV/AIDS. This may be particularly the case in women, where
STIs may go unrecognized for quite some time, and further exacerbate their susceptibility

to HIV infection.



2.3.1.2 Lack of Circumcision in men

Another important factor in the epidemiology of HIV/AIDS is the interrelationship
between male circumcision and HIV transmission. Since 1989 there has been mounting
evidence that circumcised men are at lower risk for acquiring HIV infection than

. . 20, 44, 45, 46, 47, 48
uncircumcised men ’

. While circumcision of the penis is believed to reduce
the risk of HIV infection in males, uncircumcised men appear to be at increased risk of
acquiring and transmitting HIV. Cameron et al in their study among men who visited
commercial sex workers in Nairobi, Kenya showed that increased risk of HIV acquisition
was independently associated with being uncircumcised (an 8.2 fold increased),
compared with circumcised men *°. An occupationally based prospective cohort study in
Kenya also found that uncircumcised men were at four fold increased risk for acquiring
HIV-1 infection *. Lack of male circumcision in the presence of STDs is also known to

2044 1t has been noted

augment the transmission of both genital ulcer diseases and HIV
that when a large proportion of men are uncircumcised and sexually transmitted diseases
are common (as it is in South Africa), conditions are ideal for an explosive epidemic of

HIV infection ***.

Researchers have observed the impact of male circumecision on the discrepancies in the
reported adult HIV prevalence in the different regions of sub-Saharan Africa *-°% ',
Wilson observed that circumcision may have contributed to the relatively lower rates of
HIV infection in West African countries where it is widely practiced, as compared to
Southern African countries where it is less commonly practiced i.e., relatively low

HIV/high circumcision rate in West Africa, typically intermediate levels of each in East

Africa and high HIV/low circumcision rate in Southern Africa *°.

Evidence on the protective effect of male circumcision however has been documented. A
meta-analysis found that male circumcision is associated with a reduced risk of HIV
infection in sub Saharan Africa *’. Additional data from a cohort of the Rakai STD

Control for AIDS Prevention Study suggest that circumcision may be highly protective



among HIV-negative men in a discordant relationship, and HIV-positive circumcised
men may be less likely to transmit the virus to their female partners *°. A recent cohort
study conducted among circumcised men in India also noted a 6.7-fold protective effect
of circumcision on HIV-1 acquisition but, this effect was not found on the risk of other
STIs * — suggesting that the effect may be due to physiological factors and not
confounded by reduced behavioural factors. A more recent randomized controlled
intervention trial conducted among young men in a general population of South Africa
also demonstrated that male circumcision provides up to 60% protection against HIV
acquisition after controlling for sexual behaviour change associated with the intervention
>!_ The authors remarked that this degree of protection is equivalent to what a vaccine of

high efficacy would have achieved.

2.3.2 Behavioural Factors

Risky sexual behaviour is probably the key driver of the South African HIV/AIDS

epidemic. Surveys show that people still engage in unsafe sex practices including early

35,41

initiation of sex *%, unprotected sex with multiple partners , poor and inconsistence

53 54 55,56
male condom usage 7, dry sex ", anal sex >

35,53

, sex while infected with sexually

57,58

transmitted diseases and in the presence of genital bleeding

2.3.2.1 Early sexual debut

Sizeable numbers of young South Africans initiate sexual activity in early adolescence.
Pettifor et al in their study found that the mean age of first sex for males was 16.4years
and 17years for females among youth 15-24 years '3 This finding is consistent with the
recent HSRC survey, which revealed the median age at first sex in this group as 17 years
(both sexes). Overall, very few children in the 12-14 year age group (1.9% males and

1.5% females) reported engaging in sex '’. However, a study based on the analysis of



sexual behaviour data from a cross-sectional household survey in rural KwaZulu Natal
demonstrated that significant proportion of young men aged 15-24 experienced sexual
debuts before the age of 15. In addition, those men with sexual debut at less than age
fifteen reported risk behaviours at first sexual experience including unprotected sex, a
casual partner and not feeling they had been “ready and wanted to have sex”>. It is well
known that early sexual intercourse carries increased risks of sexually transmitted
diseases and unwanted pregnancies”. While risk is primarily dependent on choice of
partner (low or high risk) as well as partner’s probability of being infected, adolescents
who begin sexual activity in the early teen years are more likely to have a higher chance
of STDs including HIV infection than those who delay given the long period between
sexual initiation and marriage, and the fact that many young people generally do not take

preventive measures to avoid infection at the time of their sexual initiation.

Beside the risk of infection, studies have found a correlation between early sexual
initiation and subsequent higher risky sexual behaviour in both sexes but more commonly
in men. A growing body of evidence suggest that those men who start sex younger
establish a pattern of sexual conduct that continues into adulthood including multiple
premarital sexual partnerships °° and extramarital intercourse when married®'- % ¢ %4,
Analysis of survey data from four developing countries has shown that characteristics of
premarital conduct, in particular age at sexual debut and number of premarital partners in

men, are associated with the probability of extramarital sex later in life ¢'.

2.3.2.2 Multiple sexual partnerships

The increased risk of HIV infection with concurrent sexual partners is well documented.
A stochastic simulation of HIV spread under different partnership scenarios showed that
concurrent partnerships are an important independent risk factor for HIV transmission®”.
Evidence suggests that many young South African men still engage in multiple

41, 66

concurrent partnerships often with unprotected sex. In South Africa, increase

number of sexual partners especially among men is socially acceptable and encouraged®”

10



68.%9 while women are expected to be monogamous and unquestioning of their partner’s

behaviour. Moreover, having many sexual partners is being equated with popularity and
importance in men’s traditional role since male sexual prowess is valued as an indication
of men’s ability to ensure the continuation of the lineage °°. As noted by Mager, multiple
partners considerably enhanced the prestige of boys®. However, this has a serious
implication for the rapid spread of HIV since larger numbers of partners are sexually
connected”’, and the virus can spread across each concurrent connection available during
the peak infectious period 65 Those men who engage in multiple partnerships and
practice unprotected sex put themselves and all of their sexual partners at risk of HIV
infection. According to Morris & Kretzschmar, multiple concurrent partnerships can
dramatically change the early course of an epidemic by increasing the growth rate and the
number of infected people exponentially®. Shelton et al also argued that the rate of
change of sexual partners (especially concurrent partners) is a crucial determinant in the
spread of sexually transmitted infections (STIs) including HIV. In addition, HIV viral
load and therefore infectiousness is dramatically higher during the early (acute) stage of
HIV infection, so transmission would be particularly heightened by partner change

among newly infected people’".

A study conducted in a rural district of South Africa revealed that about forty percent of
sexually active men had more than one concurrent sexual partner in the last three months
prior to the survey *'. Pettifor et al in their study found 44% of 15-24 year old men
having more than one sexual partner in the last year '°. The most recent HSRC study
(2005) also found that young males reported more multiple partnerships than all older
males with nearly half of males aged 15-19 years having more than one partner in the
past year. Further, males living in informal settings (urban/rural) had more multiple
partners than those living in formal urban areas. In particular, African and coloured males

had higher rates of multiple partnerships .

11



2.3.2.3 Unprotected sex

There is a clear link between unprotected sex and STIs including HIV. Unprotected sex
especially with greater number of sexual partners increases risk of HIV acquisition and
transmission; this risk is even high in the context of a generalized epidemic as is the case
in South Africa. Despite compelling evidence on the protective effect of condoms against
HIV when used correctly and consistently during sexual activities, findings from
numerous studies suggest that condom use is generally too low to impact high levels of
new infection in South Africa. Pettifor et al in their study found that among youth who
had sex in the preceding 12 months one-third reported always using condom; two-thirds
were still not using condoms consistently. Among sexually experienced youth, about half
of them reported using a condom at last sex. They noted that males were more likely than
females to report condom use at last sex °. However, the 2005 HSRC survey observed a
rising levels of condom use. It found that youth had significantly higher rates of condom
use than adults with the highest rates amongst Africans aged 15-24. Males with multiple
partners and those living in rural informal settings had higher rates of condom use at last
sexual intercourse, but rates were lowest amongst white males. Additionally, single
respondents were considerably more likely to use a condom than those who were married

or cohabiting .

It is well documented that condom use is low in steady relationships. While limited
condoms are best used in casual sex, which carries the highest risk, it is worth noting that
much HIV transmission also takes place between steady partners’”. It is estimated that
60-80% of African women who are HIV positive have had sex solely with their primary
partner but became infected because they were in a weak position to negotiate safer sex
or prevent their partners from having additional sexual contacts **. Studies have observed
that people in steady or regular relationships are less likely to use condom consistently *
73.74.73 a5 they are more concerned about pregnancy prevention than disease prevention as
the level of trust between partners increases. Consistent with other numerous studies,

Maharaj & Cleland had found widespread disapproval of condom use within marriage’.

According to an analysis of data from a household survey conducted in KwaZulu Natal
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> among respondents who were married or in a cohabiting relationship, just a small
proportion (14% of men and 17% of women) reported consistent or occasional condom
use while 86% of men and 83% of women had never used a condom or had done so only
at the beginning of their marital or cohabiting relationship. However, condom use is more
prevalent among those men who are not in a steady sexual partnership than among others
> In another study conducted among Southern African University students, students in a
steady relationship reported a lower frequency of condom use than did those not in a

steady relationship’’.

Self-perceived risk of HIV infection appears not to influence condom use among young
people. Maharaj found that those young men and women who perceived themselves as
having a medium to high risk of HIV infection were less likely to use condoms than their
counterparts who perceived themselves as being at no risk "°. In contrast, a previous study
conducted among South African University students found that perceived susceptibility

to HIV infection was positively associated with condom use’®.

2.3.2.4 Alcohol and Substance use

Alcohol or drug use are known important risk factors for HIV infection °*"* 7% 8- 81. 82

as
risky sexual behaviour is exacerbated by their consumptions. For example, consistent and
correct use of condoms is diminished by the effect of alcohol or drug. Drinking to
intoxication is common in South Africa with more coloured males being proportionately
high risk drinkers, followed by whites and African males while Asian males were
proportionately the least high-risk drinkers '”. A survey conducted in three sentinel sites
among South African adolescents suggests an increase proportion of the country’s

adolescents are using alcohol and other drugs, with alcohol being the most common form

of substance misuse among school-going youth of both genders™.

A history of heavy alcohol use has been correlated with a lifetime tendency toward high-
risk sexual behaviours. In a study conducted among men attending beer halls in Harare,

Zimbabwe, Fritz et al note that those men who engaged in sex while intoxicated reported
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more recent episodes of unprotected sex with casual partners than did those men who
reported no sex while intoxicated. They showed that having sex while intoxicated was the
single strongest determinant of recent HIV seroconversion . A population-based study
that examined the association between alcohol use and a number of risky behaviour in
Botswana also found a strong and consistent correlation between heavy alcohol
consumption and high risk sexual behaviour in both men and women, including
unprotected sexual intercourse with a non-monogamous partner, having multiple
partners, and paying for, or exchanging sex for money or other resources **. In their
study among STD patients in Cape Town, Simbayi et al found that alcohol use before
sexual encounter was associated with greater numbers of sex partners, higher rates of

unprotected intercourse and a history of sexually transmitted diseases *.

A growing trend of substance use among South African adolescents has also been
noted™. A recent qualitative study of South African adolescents’ perceptions of the role
of drug use on their sexual behaviour reported that the main motivation behind
adolescents’ drug use was social reinforcement from peer groups. Further, sexual risk
behaviours were reportedly more common in males than in females. In particular, males
reportedly refrained from condom use to avoid dampening the pleasure of sexual
intercourse™, and engaged in sex with multiple partners due to the perceived thrills of the

behaviour.

2.3.2.5 Other Risky Sexual Practices

Other risky sexual practices including dry sex — inserting a variety of substances,
including antiseptics, detergents, and herbs into the vagina prior to intercourse **,

unprotected anal sex *°, and sex in the presence of genital bleeding ">

are prevalent in
South Africa. Anal and dry sex acts are known to carry a higher risk of HIV infection
because they cause abrasions to the lining of the anus or vagina that enhance HIV
transmission. Studies of heterosexual HIV transmission have identified anal sex as an
independent risk factor for HIV infection. Higher risk of HIV has been found among sex

workers in South Africa who had anal sex with their clients *°. In cultures where virginity
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is a condition for marriage, young women and girls may try to protect their virginity by
engaging in unprotected anal sex. Research into the risks of HIV transmission
demonstrates that unprotected anal sex has a much higher rate (25:1) compared to vaginal
and oral sex™. It is very unlikely that subjects who engage in these high risk practices
take preventive measures to avoid HIV infection given the stigma surrounding the acts
and considering the fact that most subjects are not aware of the level of risk involved. For
example, condom use for heterosexual anal intercourse has been reportedly lower than
for vagina sex and, even more markedly, than for anal sex among men who have sex with
men “°. Given that many of those men who have sex with men also have sex with
women®®, this group particularly represents the core transmitters to the general

population.

Sex in the presence of genital bleeding may play a role in facilitating HIV transmission in
South Africa as direct exposure to HIV-infected blood through any means is an efficient
way to transmit HIV. A study conducted among STI patients in Cape Town found a
significant number of men and women who had engaged in sexual intercourse involving
genital bleeding in the last three months *’. Further, sexual exposure to blood was found
to be associated with other risky behaviour. Individuals who had engaged in sexual
intercourse involving blood had significantly greater numbers of sex partners, engaged in
higher rates of unprotected vaginal intercourse, were significantly more likely to have
exchanged sex for money or materials and were significantly more likely to have

experienced condom breaks during intercourse °’.

2.3.3 Structural Factors

There is a growing recognition that women and girls’ risk of and vulnerability to HIV is
shaped by the deep-rooted and pervasive gender inequalities, particularly violence against
them. Gender inequality, gender-based violence and male dominance play a critical role

in fueling the South African HIV/AIDS epidemic. They contribute to the spread of the
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epidemic especially in women in three ways: the biological vulnerability due to increased
abrasions and vaginal dryness, socio-cultural vulnerability, and economic vulnerability
due to the general low status of women, exacerbated by a lack of sexual communication

for risk-reducing behaviour. These are discussed below.

2.3.3.1 Gender inequality, gender-based violence and male dominance

2.3.3.1.i Gender inequality

Traditionally, in many parts of sub-Saharan Africa, women have played a subordinate
role in reproductive and sexual decision making®’. In addition, the low social status of
many women stemming from unemployment, limited access to education and economic
dependence on men leaves them especially vulnerable to sexual coercion and exploitation
67.88. 89 " According to Zierler & Krieger, gender inequality drives women’s risk of HIV
infection when expressions of sexuality even in the context of consensual relationship
preclude condom use because of fear of loss of material support for them or their
children®. These inequalities are exacerbated by the cultural ideologies about masculinity
and femininity that afford men with power and authority over women®®, making men

better able to determine how, when and with whom sex takes place.

The stereotypical gender roles that give rise to power imbalances contribute to risk
behaviour such as multiple partnerships in men, predispose men to coercion, rape and
violence, as well as to reject condom use or to impose risky sexual practices on their
partners. Such norms restrict women’s capacity to demand monogamy from their

66-89 or enforce behaviour change on their partners thus,

partners, negotiate safer sex
influencing both women’s and men’s vulnerability to HIV infection while fueling the
overall course of the epidemic’’. According to Dunkle et al, women with controlling
partners were more likely to report that they had never used a condom. They have
demonstrated a strong association between high levels of male control in a woman’s

current or most recent relationship and her HIV seropositivity®”.
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Cross generational relationships (age-mixing) have been in existence even before the
HIV/AIDS pandemic. Still today, studies have uncovered high level of age mixing

patterns in sexual relationships in South Africa '* '

, a marker of greater power
inequalities. For the older men preference for adolescent girls is rooted in the belief that
young girls are less likely to be sexually experienced and less likely to be infected with
HIV. In addition, older men provide gifts or offer life chances in terms of education by
paying school fees as part of the sexual exchange”. Such practice certainly has
significant implications for the spread of the HIV epidemic and places young women at
increased risk of becoming infected. Some have argued that cross generational
relationships, characterized by more frequent sex, and rare condom use is a major
contributor to propagating and sustaining HIV in sub-Saharan Africa, as it can account
for substantial amounts of HIV transmission between different age groups, especially in
women *>°*. Research indicates that older male partners present a greater HIV
transmission risk because they are more likely than adolescent men to have had multiple
partners some of whom may be commercial sex workers '*, to have had varied sexual and
drug use experiences (e.g., anal intercourse or injection-drug use), and to be infected with
HIV %%, This provides among others, a possible social explanation for the disparity in
the relative rates of HIV infection in young men and women of similar age in South

Africa ',

There is additional evidence to suggest that young South African women in dating
relationships may be coerced into having sex by their intimate partners, a trend that
renders girls more vulnerable to HIV infection. In a case-control study of teenage
pregnancy from township areas in Cape Town, the majority of teenagers reported having
had sex against their wishes and one in ten had been raped. In addition, the majority of
teenagers feared that they will be beaten or their partners would leave them if they
refused to have sex; these fears were significantly associated with teenage pregnancy’®.
Pettifor et al found that among sexually experienced young people 6% reported having
been forced to have sex, including 2% of males and 10% of females. In addition, young
women were much more likely to report that their first sexual experience was unwanted

(28%) compared to young men (1%) 13, Qualitative studies have documented other forms
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of sexual coercion and harassment to obtain sex from young women in school and
employment settings’’. According to Harrison, because male partners are usually older
and stronger, the power and maturity advantage that they hold creates an environment
conducive for sexual coercion’. A study conducted among women with steady partners
in Rwanda has demonstrated a direct association between sexual coercion and current

female HIV-positive serostatus **.

Condom use has been reportedly low in cross-generational relationship possibly, due to
the perception among older men that young, inexperience girls are less risky partners
compared to older, matured women coupled with the general male resistance to using
condom, and a lack of relationship power on the part of the young women®’. According
to Miller et al, teenage women may not have the negotiation skills needed to promote
self-protective behaviour during sexual encounters or may trust the older, more
experienced partner to take responsibility for the health consequences of the sexual
interaction *°. Low sexual power in women has been found to be associated with
inconsistent condom use, increasing their risk for HIV infection. Pettifor et al suggest that
women with low levels of control in relationships and those who experienced forced sex
are more likely to use condoms inconsistently. Consequently, inconsistent condom use
was significantly associated with HIV infection *°. Poor communication between partners
and lack of specific vocabulary with which to discuss sexual desires'”” may be some of
the factors influencing non use of condoms in relationships marked by substantial age
difference. Jewkes et al note that communication was poorer in relationships marked by a
substantial age difference’, and the likelihood of the woman being able to suggest

101
condom use was lower .

2.3.3.1.ii Gender-based violence
Gender-based violence is highly prevalent in South Africa and is widely believed to have

contributed tremendously to the rapidly increasing HIV/AIDS epidemic especially among

women. While it is not encouraged, violence against women appears to have become
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tolerated in the South African society due to the important roles played by social
institutions and cultural practices in its perpetuation, including lack of institutional
support such as inefficacy of the police in assisting abused women, inadequate legal
protection of women from abuse and religious and cultural practices that support and
reinforce notions of male authority and the subordination of women to their partners,
thereby sanctioning and legitimizing a male’s violence against his partner'*>.Violence

against other men also occurs in conflict situations®'?* .

Apart from other factors that predispose some men to violent behaviour, it is noted that
masculinity plays a significant role in perpetuating violence. As Morrell puts it,
“masculinity and violence have been yoked together in South African history”'**.
Evidence suggests that apartheid was understood by black men as a project aimed at
denying their manhood'®. Historically, masculinity is expressed both as a result and
reflection of the turbulent past in response to unequal power and racial oppression, and
human rights violation. It is often expressed as a means for defence and of taking control

1% Unfortunately, this socio-political violence has filtered

over pressures and challenges
through gender relations, whereby disempowered women have become victims of violent
attacks due to perceived threat on the part of men, posed by increased women’s economic
and public power, and fear of loss of males’ leadership status and power in the
contemporary gender roles — a social attempt to deal with the feelings of
emasculation'**'"” . According to Morrell, the appalling rise in incidents of rape in the

country can be attributed to the masculinity response to transition'®.

In the young unmarried relationships, intimate violence is located in the contexts of
intense male jealousy and feelings of insecurity, female infidelity or sexual refusal. In
these contexts, violence is often used by young men against their partners as a strategy to
keep the upper hand in the relationships or gain female compliance with the rules of the
relationships'®. Because men equate manhood with aggression and dominance over
women, they are unwilling to compromise or share power for fear of being viewed as less

than a ‘real”’ man, and will rather resort to violence in resolving a conflict.
9
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GBYV against women in South Africa ranges from forced sex, physical and sexual assault

1% to wife battering'*, women and child rape'®’, and intimate female

of women
homicide''"’, the most serious form and consequence of domestic violence and gender
inequity. Findings of the first national female homicide study in the country indicate that
a woman is killed by her intimate partner every six hour''. The authors note that this is
the highest rate that has ever been reported in research anywhere in the world. Further,
the country is presumed to have the highest per capita rate of rape in the world'"". Police
statistics for the year April 2004 to March 2005 recorded 55,114 reported rapes''?; with
statistics highly conservative due to the extent of under-reporting. Of the 55, 114 women
who reported rape during this period, 40.8% were children. As noted, the same prescribed

gender roles that contribute to men’s violence against women also compromise men’s

sexual risk, """ and poses serious risks for HIV infection in both men and women.

Research both in South Africa and elsewhere have uncovered strong associations
between intimate partner violence and increased risk of HIV infection among women
who have experienced violence compared to those who have not ¥ %114 A study in
Kigali, Rwanda, among women in stable relationships showed that HIV-positive women
were more likely to have experienced a history of physical and sexual violence in the
hand of male partners than were women without HIV *. Maman et al in their Tanzanian
study noted that young women (less than 30 years) infected with HIV were significantly
more likely to have had a physically violent partner in their lifetime and to have
experienced physical violence, sexual violence, or both with their current partner ''*. A
study conducted at four antenatal clinics in Soweto, South Africa, also showed that
intimate partner violence and high levels of male control in a woman’s current
relationship were associated with HIV seropositivity, even after adjusting for the

women’s risk behaviour *2.

High-risk sexual behaviour has been identified among abusive men, which may render
them infectious to their victims. A study conducted among young men from rural villages
in the Eastern Cape found that men who raped had more lifetime partners, more risk of

ever having had transactional sex, more likely to have raped a partner, more likely to
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have been physically violent to a partner, and were more likely to have had a partner five
or more years older'"”. Another study also found that men who had been sexually abusive
were younger, reported more sex partners, were more likely to have a history of genital
ulcers, more likely to have exchanged money for sex, and more likely to endorse rape
myths''°.

GBYV may directly increase a woman’s risk for HIV infection through coercive sex in
several ways: the physiology of the female genital tract makes women - especially young
women- inherently more susceptible to HIV infection than men; women are twice as
likely to acquire HIV from men during sexual intercourse than vice versa, and forced or
violence intercourse can cause abrasions and cuts, which facilitate entry of HIV through
vagina mucosa''’. In addition, vaginal tissue absorbs fluids more easily, including semen,

23:33 than female vaginal secretions and

which has a higher concentration of the HI-virus
may remain in the vagina for hours following intercourse''®. Further, since STIs in
women are more often asymptomatic, the presence of other untreated STIs in the abused
women may enhance rapid acquisition and transmission of the HI-virus in both, due to
the increased influx of susceptible cells already fighting STD infection *. Gray et al in
their study have shown that the overwhelming majority of HIV incident cases occurred in

persons with asymptomatic STDs during the period of seroconversion *.

Abused women usually suffered from multiple injuries, including coital injury as a result
of rape or coercion which enhances HIV acquisition. According to Shattock, rectal
penetration is reported in 13% to 20% of rape cases, which is associated with eight to ten
fold more efficient transmission rates than vaginal transmission. Further, anal or rectal
tears or abrasions have been observed in 73% of women subjected to anal penetration.
All this has profound implications when there is rape in the presence of multiple
perpetrators *. It is also very unlikely that a woman would be able to adopt any of the

preventive measures against HIV infection in the context of rape or coerced sex'".
GBYV may indirectly propagate HIV infection among women. While physically abusive

relationships limit women’s ability to protect themselves sexually, fear of domestic

violence compounds the risk of HIV infection and transmission among the already
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vulnerable women as it prevents many women to question their partners about their
extramarital encounters, discuss the risk of HIV, negotiate condom use or refuse to have
sex. Many live in fear of being abandoned or beaten if they resist their partners’ sexual
demands ¥. Victims of domestic violence may be especially unable to negotiate safer sex
practices with their partners because of fear that the male partners will react violently to
discussions of low risk sex *° or the fear that safer sex negotiation may heighten the
already existing violence in their relationships'*’, '*' resulting in less condom use. Studies
have identified a strong association between experience or the fear of partner violence
and failure to use condoms or to use condoms less frequently among women attempting

to negotiate safer sex in their relationships'** '**

Women who have experienced male violence may be prone to risky behaviour later in
their lives. Several factors have been suggested to influence the relationship between
experience of partner violence and sexual HIV risk behaviour in abused women including
childhood sexual abuse, alcohol and/or drug use, low income and unemployment'**, A
growing body of evidence suggests that childhood sexual abuse or forced sexual initiation
during adolescence predisposes women to risky sexual behaviour in adulthood including

early age at first sexual intercourse and unprotected sex with multiple partners '2* '2>- 126

127128 1n their study, Kalichman & Simbayi also showed that women with a history of
sexual assault were significantly more likely to have multiple male sex partners, greater
rates of unprotected vaginal intercourse, lower rates of condom protected anal
intercourse, more sexual contacts involving blood, more STIs and genital ulcers, and

. . 125
were more likely to fear asking partners to use condoms .

2.3.3.2 Migration

A number of studies have identified population mobility and particularly, labour
migration as a significant risk factor in the spread of STIs including HIV/AIDS in
Southern Africa'?” '*°. Gender-related norms and economic need force many men to

migrate without their families in search of work where the majority live in single hostels
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in the mines or large scale farms, fostering conditions for multiple sexual relationships
which places them at high risk of HIV infection. Studies have documented a variety of
different types of population movement, including short-term and seasonal mobility as
well as long-term migration, their general associations with high risk sexual behaviour'*"

132:133- increased levels of risky sexual behaviour observed among migrant men, and

increased risk of HIV infection for them and their non-migrant female partners "' '**.

The most common migration pattern in Southern Africa is for men to move on their own
to urban centers in search of work, leaving their partners and families in rural areas and
returning home periodically depending on the distances involved '**. This creates a
demand for commercial sex, which is met by women, often themselves migrants from
rural areas, who have no other way to support themselves and their children *°. Migrant
workers including long distance truck drivers may pay for sex and use substances,
including alcohol as a way to cope with the stress and loneliness of living far away from
home. As a result of this, they are inevitably at high risk of contracting and transmitting
STIs including HIV to their partners. Studies have demonstrated considerably higher
prevalence of HIV infection amongst male migrants compared with male residents. In a
study that measures HIV-1 discordance among migrant and non-migrant men and their
rural partners, Lurie et al showed that migrant men were significantly more likely to be
infected from outside their regular relationships than from inside. Further, migrant

couples were more likely than non-migrant couples to have one or both partners infected
134

While the link between circular migration and increased risk of STIs and HIV infections
in male migrants is supported by a variety of literature, it is important to examine the role
of migration as a risk factor for HIV infection in the rural women as well, since, female
partners of male migrants are more likely to have additional sexual partners (presumably
for support) in the absence of their migrated partners. Lurie et al in their study found that

females were the infected partner in almost one-third of discordant couples surveyed '**.
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2.4 The role of men in HIV/AIDS transmission

A lot has been documented on the traditional notion of masculinity (a conceptualization
of the male gender role and a way of affirming manhood), perpetuated and reproduced by
the majority of men, and often expressed in a set of demands for sexual competence,
conquest, and performance'*® as being responsible for many of the males’ social, attitudes
and risky sexual behaviour. As Barker points out, “Men’s behaviours are a driving force
behind the HIV/AIDS epidemic..... Men’s use of violence against women, men’s
reluctance to pay attention to their health needs and men’s resistance to using condoms
are among the greatest challenges to reducing HIV/AIDS worldwide”'*¢. Realizing the
diverse and dynamic nature of masculinity constructions due to the different race, class,
cultural beliefs and ethnicity, masculinity will be briefly reviewed in relation to its

implication for sexual violence and HIV/AIDS transmission for the purpose of this study.

In the South African context, masculine identities include displays of sexual prowess,
unflinching toughness, aggression, violence, sexual coercion and rape, multiple
partnerships, alcohol and drug use®, non-use of condom, ‘hegemony’ or dominance and
superiority over women, stemming from a persisting patriarchal attitude that view women
as inferior to men, and a reluctance to use healthcare®"'””. To be masculine also means
asserting male control over female in violent ways'®, and having undergone ritual
circumcision — a rite of passage that placed young men on the path to marriage,
homestead, headship and fatherhood®’. Studies have found traditional male role to be
related to more sexual partners and sexual activity, a belief that sexual relationships are
adversarial, less intimate relationships with sexual partners, as well as more negative

attitudes toward condom use and less consistent condom use'”’.

Research from a number of settings in Southern Africa suggests most men pay poor
attention to their health needs. They usually come into contact with health services less
frequently *°, making them less likely to access medical, sexual and reproductive health

care, less likely to access knowledge and methods for STIs/HIV prevention ¥/, less likely
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to seek treatment for STIs when infected, and to pay attention to their sexual health. This
means that those men with other sexually transmitted diseases for example, who do not
use health services regularly, yet continue to engage in high-risk behaviour such as
unprotected sex with multiple partners place themselves and all of their partners at risk
18 Simbayi et al have shown that male STI patients particularly had significantly more
sexual partners than women, and that those non-STI patients who had contracted an STI
in the past had a significantly higher number of sexual partners than those who had never

contracted an STI *°.

Compared to women, men are least likely to be tested for HIV, least likely to return for
their HIV test results and post test counseling'*®, and least likely to enter into treatment
and keep medical appointments. In South Africa, women seem more readily than men to
access HIV services. Studies have shown a marked gender difference in the uptake of
these services. A study of ARV treatment conducted at the Johannesburg general hospital
revealed that women accessing ARV’s outnumbered men by a ratio of 2 tol. Similar
finding was reported in a study of VCT uptake in the Khayelitsha clinic outside Cape
Town, where fully 70% were women'*’. In her study, Maharaj observed that women were
more commonly concerned about contracting HIV from their spouse or cohabiting

partners than were men ",

In addition, many men do not have adequate knowledge about HIV and other STDs
(especially those in the rural areas), and do not believe it concerns them. To such men,
HIV is still perceived as women’s disease since national prevalence is measured through
pregnant women attending public antenatal clinic'®, and because antenatal testing gives
women a greater chance of being identified as HIV-positive and because of its high
prevalent in women, portraying them as vectors of HIV transmission to babies and to

their male sexual partnersMO.
Some sexually active men may not be strictly monogamous in their relationship. Studies

from around the world and more specifically in Southern Africa have shown that men on

average have more sexual partners than women, including more extramarital partners **
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61.66.94 1 a study conducted in the Arusha region of Tanzania, a significantly higher
proportion of males than females reported having multiple partners ®. Additionally, some

66,141
***. Even where

men still practice polygamy in some parts of Southern Africa
traditional polygamy is no longer the norm, men tend to have more sexual partners than
women and to use the services of sex workers. This is condoned by the commonly held
attitude that men’s sexual desires are uncontrollable and therefore need sex with more
than one woman (often concurrently). Some researchers have argued that the sexually
active males are responsible for the rapid rate at which the epidemic is spreading 54, 142
According to Kimuna & Djamba, those men who have sex outside of marriage represent
the key agents of heterosexual transmission of HIV because they act as a bridge between
the outside world and their household environment **. Because of their economic
disadvantage, many women have no option but to remain in a relationship with a man
even while suspecting him of having additional sexual partner(s) thus, increasing their
risk of infection. A study in Botswana has shown that women’s economic independence

was more strongly related to women’s negotiating power in their sexual relationships

than any other variable explored'®.

The socio-economic advantage of men is possibly a major determinant of their multiple
partnerships behaviour, and encourages both transactional sex and cross generational
relationships among women. Studies suggest that those men with higher levels of
education are more likely to have multiple sexual partners because of the association of
higher education with higher income that allows for more disposable income for social
activities that may include casual sex and being attractive as a potential partner, and
because of increased travel opportunities ¢ 67,

It is well documented that most men are reluctant to use condoms, while some may
become violent if women insist on protected sex *. A study that investigated the
acceptability of vaginal microbicide in a cross-section of South African men revealed that
over half of the men surveyed disliked using condoms'**. Another study that examined
the relationship between masculinity ideology, condom attitudes, and condom use stage

of change in young adult heterosexual active men found that “higher endorsement of
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masculinity ideology was related to more negative condom attitudes. In addition, more
negative condom attitudes were related to decreased readiness to use condoms

consistently”"?’.

Much has been written about men’s objections to condom use, including the various
myths and misconceptions (e.g., it smells, diminishes pleasure, interrupt sex, unsafe), and
socio-cultural beliefs (e.g., it is disrespectful to their partners, it challenges fidelity, etc.)
surrounding its use'*’, making its consistent use problematic for men, and in turn,
women. A number of studies have documented how economic dependence on men
translates into women being in the difficult position of having to risk loss of income,
food, shelter and other basic needs to prevent HIV infection with men who may not be
willing to use condoms *°. Because men wear the male condoms, they ultimately have the
power to use them or not, this is where partner negotiation comes in. Given the violent
nature of some men (discussed above) however, condom use negotiation may be difficult
for many women. An American study that examined the influence of negotiation styles
on condom use among college students in heterosexual relationship found that men were
more likely than women to report being convinced to use a condom, and were more likely

to convince their partners not to use a condom'*

. However while men may be concerned
about pregnancy, STD and HIV prevention, they may have difficulty bringing up the
subject of condoms with their partners. Carter et al found that men play a more reactive

role in the negotiation of condom use, waiting for their partner to initiate that discussion
146

Men are more likely than women to use alcohol and/or inject drugs. In the recent South
Africa’s HSRC survey, more males were found to be both low-and-high risk drinkers
than their female counterparts . In their population based survey in Botswana, Wiser et
al revealed that approximately 40% of men and 20% of women reported regular drinking

82
before sex °~.

Unprotected sex between men endangers both men and women. While the majority of

men prefer to form sexual partnership with women, a substantial number of men are not
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exclusively heterosexual®. The stigma and fear that result from this practice force men
who have sex with men to conceal their sexual behaviour thus, denying their sexual risk,
thereby increasing their own risk as well as the risk of their partners, male or female '*'.

This stigma and marginalization also prevent them from seeking prevention needs.
In an effort to explore opportunities to engage men in HIV/AIDS prevention programmes

in South Africa, this study examines determinants of risky sexual behaviour among

young men from a rural setting in the South Africa’s Limpopo province.
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CHAPTER THREE

MATERIALS AND METHODS

3.1. Sources and Quality of data

The cross-sectional data used in this analysis comes from a survey conducted in the
Sekhukhuneland region, located on the border of Mpumalanga and Limpopo provinces.
Survey data was collected as part of the Intervention with Microfinance for AIDS &
Gender Equity (IMAGE Study) from eight villages comprising approximately 9,500
households with a population of over 50,000 people. Information for this study was
gathered from households heads and young people aged 14-35 (both sexes) between
September and December 2001 by means of a structured questionnaire administered by
trained field workers. Data derived from the household and young person questionnaires
were employed in the present study (Appendix). The datasets were obtained in MS

Access data base and have undergone extensive cleaning.

This study conducts secondary data analysis using data collected from a random sample
of households and their 14-35 year old members as part of the baseline study in 2001.
Two hundred households were enumerated for participation from each of eight villages- a
total of 1600. Enumerated households were visited at least three times if respondents
were absent. The topics covered by the household questionnaire include questions
pertaining to a wide array of economic, demographic, and health-related behaviour of
each member of the household, alongside their relationship to the household head. The
young person questionnaire provides data on communication about sex and sexuality in
the household, knowledge on HIV/AIDS, general sexual behaviour, female
contraception, condom use, whether they have accessed VCT, community beliefs, and

stigma and discrimination against people living with HIV/AIDS.
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3.2. Study setting

Sekhukhuneland is a densely settled rural area, located on the border of Mpumalanga and
Limpopo provinces. Sixty percent of the households live below the poverty line and only
one-third of the population has access to employment. The area is characterized by high
levels of labour migration (among both sexes). While local agriculture remains a survival
tactic for many families, few have land or livestock sufficient to completely support their
livelihoods. The region is served by one hospital and one health centre, while four of the
study villages have primary health care clinics situated inside their borders. Six of the
study villages are widely electrified, while the remaining two small inaccessible villages
do not have widespread access to electricity. Water supply is very poor and is one of the
major problems in the region. 47% of the households collect water from the tap in the

village and supplies are often unreliable.

Data on HIV were obtained from the Department of Health national HIV prevalence
survey conducted among antenatal clinic attending women. The HIV prevalence among
this group was 13.2% in 2000. This figure is similar to the larger rural Limpopo province.
Because the study site borders Mpumalanga, it is likely that the higher HIV prevalence in

that province reflects the higher proportion of urban residents.

HIV education was largely limited to campaigns in schools and multi-media campaigns.
HIV-related services were strengthened in all the local clinics in advance of the start of
the IMAGE study. Available services include free condom distribution, the practice of
syndromic STD management and the provision of voluntary counseling and rapid testing

(VCT) for HIV.

3.3. Sample Determination and Statistical Analysis

Analysis was confined to men who were previously sexually active. A total of 880 young

men, who have ever had sex were pooled from the dataset. Data transformation and
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analysis was carried out using STATA software. Apart from the age group, all variables
were coded as binary for analysis (Table 1). Outcome variables include early sexual
debut, multiple sexual partnerships, and unprotected sex with casual partners. Exposure
variables include demographics (5 items: age, marital status, education, income, and
residency status), knowledge about HIV transmission, self-perceived risk to HIV
infection, access to VCT, knowing someone with HIV/AIDS, household communication
about sex and sexuality, HIV-risk reduction attempt, and stigma. Frequencies were
calculated for all the variables. Unadjusted analysis was conducted using chi-square tests

to assess associations between exposure variables and risky sexual behaviour outcomes.
Logistic regression models then examine the relationship between exposure and outcome

variables after adjusting for the effects of potential confounding factors including age,

marital status, education, income, and residency status.

3.4. Measurements and scale construction

Table 1
Variables Question number Question Response codes Analysis
Outcome/Dependent Coded ‘sexual debut’
At what age did you variable as binary
Early sexual debut Y502 first have sexual Age in years 0 - >16yrs (late debut)
intercourse? 1 - </=16yrs (early
debut)
Multiple sexual How many of your Coded ‘Multiple
partnerships Y506 partners in the last 12 Give number of partnerships’ variable
months were your partners as binary
spouse/live in 0 — if answered “0/1”
partner(s)? for either Y506/Y507
or’ 0’ to both Y506 &
Y507 (i.e. reducing
partners)
How many of your
partners in the last 12 1 —if answered ‘1’ for
Y507 months were sexual Give number of each of Y506 & Y507
partners that you are not | partners or >1 to either or both
married to and have Y506 & Y507 (i.e. not
never lived with? reducing partners /
multiple partners)
Did you use a condom Coded condom use
the last time you had 1 =yes variable as binary
Unprotected sex Y708 sex with your non- 2=no 0 —yes
spousal partner? 1-no
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Potential confounding
factors

Coded age group
variable as categorical
1-14-19

2-20-24
Age 3-25-29
Y102 Date of birth dd/mm/yy 4-30-36
Marital status Y103 Have you ever been 1= Never married Coded marital status
married or lived as 2= Currently married / variable as binary
being married? living as married 0 — never married (if
3= Separated / response code was 1)
Divorced 1 — ever married (if
4= Widowed response codes were
from 2 to 4)
Education level HH100F Maximum level of 1 =No formal
schooling schooling, illiterate
2 =No formal
schooling, literate
3 = Some primary Coded education
4 = Completed primary | variable as binary
(std 5) 0 — primary or less
5 = Some secondary education (if response
6 = Completed codes were from 1 to 4)
secondary (std 10) 1 - more than primary
7 = Attended vocational | education (if response
or training college codes were from 5 to 8)
8=Attended University
Income level HH100G Income from work 1=Self-employed in
agriculture
2=Self-employed in
non-farm enterprise
(registered business)
3= Self-employed in
non-farm enterprise
(unregistered business)
4= Student
5= Salaried worker
6= Domestic worker
7= Unemployed,
looking for a job, often Coded income variable
does casual, seasonal or | as binary
contract work 0 — Unemployed (if any
8= Unemployed, of the following
looking for a job, response codes:
occasionally gets any 4,7,8,9,10 &11)
casual, seasonal or 1 — Employed (if any of
contract work the following response
9= Unemployed, codes: 1,2,3,5 & 6)
looking for a job, rarely
or never had any work
during the past year
10= Unwilling to work,
retired or too young to
be working
11= Unable to work
(handicap)
Residency status Y109 For how many months Coded residency status
of the last year were Give number of months | variable as binary
you staying here?
Y110 If less than 7 months 1= mainly weekends 0 - Migrants if

how was the pattern of
your visits home in the
last year?

2= Mainly month ends
3= Occasional extended
trips

4= Migrated in this year
5= Other

response code was any
of lto5

1 — non-migrants if
stayed in the village for
7months or more
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Explanatory variables
(exposure)

Scores were first
created for the

Do you know that a knowledge variable and
healthy looking person 1 =yes then coded as binary
Knowledge about HIV Y1002 can be infected with 2=no 0 — poor/low
transmission HIV, the virus that 8 = don’t know knowledge (if got none
causes AIDS? 99 = no response or either of
Y1002/Y1003 correct)
Y1003 Can a pregnant woman 1 =yes 1 - good knowledge (if
infected with HIV 2 =no got both Y1002 &
transmit the virus to her | 8 =don’t know Y1003 correct)
unborn child? 99 = no response
Self-perceived risk to Y1108 If you were to consider Coded ‘self-perceived
HIV infection your own potential risk risk’ variable as binary
of HIV/AIDS now, 1 =High 0 — ‘little/no risk’ if
would you consider 2 = Medium response code was 3 or
yourself at high, 3 =Low 4;1 - ‘atrisk” if
medium, low or no risk 4 = No risk response code was 1 or
at all of HIV/AIDS? 99 = No response 2.
1 =Yes, but not a Coded ‘knowing
Knowing someone with | Y1001 Do you know of anyone | friend or relative someone with
HIV/AIDS who is infected with 2 = Yes, friend or HIV/AIDS’ variable as
HIV or who has died of | relative binary
AIDS? 3=No 0-no
8 =Don’t know 1-yes
99 = No response
Coded ‘Accessed VCT?
Accessed VCT Y1005 I don’t want to know 1=Yes variable as binary
your result, but have 2=No 0 — no (never get tested)
you ever had an HIV 99 = No response 1 - yes (ever get tested)
test?
Household Y205 In your household, do Coded ‘household
communication about you feel ‘free’ or open 1=Yes communication’
sex and sexuality to discuss issues of sex 2=No variable as binary
and sexuality? 99 = Don’t know 0-no
1-yes
HIV-risk reduction Y802 In the last 12 months Coded ‘HIV risk
attempt have you tried to do reduction attempt’
anything to decrease 1=Yes variable as binary
your risk of infection 2=No 0 — no (did nothing)
with HIV? 9 = No response 1 — yes (did something)
Stigma Y1101 Would you be willing 1=Yes
to share a meal with a 2=No
person you knew had 8 =Don’t know
HIV or AIDS? 99 = No Response
Scores were created for
Y1102 If a relative of yours the variable, stigma and
became ill with HIV, 1=Yes then coded as binary
the virus that causes 2=No 0 — stigmatizers (if
AIDS, would you be 8 =Don’t know response code was 2
willing to care for him 99 = No response from Y1101 to Y1103
in your household? and response code was
1 for Y1104
Y1103 If you knew a 1=Yes
shopkeeper or food 2=No 1 — non- stigmatizers (if
seller had the HIV 8 =Don’t know response code was 1
virus, would you buy 99 = No Response from Y1101 to Y1103
food from them? and response code was
2 for Y1104
Y1104 If a member of your

family became ill with
HIV, the virus that
causes AIDS, would
you want them to keep
it a secret and not tell
anyone else?

1="Yes
2 =No
8 = Don’t know

99 = No Response
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CHAPTER FOUR

RESULTS

4.1 Description of Respondents

About % of the sample were 25years old or younger (Table 2). With regard to their level
of education about half of the young men had primary or less education (52%) and most
(79%) were unemployed. Although some (17%) of the young men are migrants, the

majority of them (83%) reside permanently in the village.

Approximately 60% (465) of the young men have a good knowledge of HIV (Table 2).
Self-perceived risk was low- with only 39% of the sexually active men considering
themselves to be at risk of acquiring HIV infection. Only 22% reported knowing
someone who is infected with HIV or had died of AIDS. Only 12% of these men had
accessed voluntary counseling and testing for HIV. Half of the young men reported that
they do not feel free to discuss issues of sex and sexuality in their households. While 75%
held at least one stigmatizing attitude in relation to HIV, nearly % have attempted to

reduce their HIV risks.
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Table 2

Demographic and Behavioural Characteristics of the sample: Sekhukhuneland

Demographic Characteristics N (%)
Age,y

14-19 271 (32)
20-25 313(37)
26-30 155(18)
31-36 106(13)
Marital status

Never married 747(88)
Ever married 98(12)
Education level

Primary/less 439(52)
>primary 406(48)
Income level

Unemployed 669(79)
Employed 175(21)
Residency status

Migrant 142(17)
Non migrant 697(83)
Behavioural Characteristics

Knowledge about HIV

Poor 311(40)
Good 465(60)
Self-perceived HIV risk

None/low 512(61)
Medium/high 327(39)
Accessed VCT

Never tested 742(88)
Ever tested 102(12)
Personal experience with HIV

No 660(78)
Yes 183(22)
Household communication about sex & sexuality

No 407(50)
Yes 401(50)
HIV-risk reduction attempt

No 277(33)
Yes 563(67)
Stigma

Stigmatizers 631(75)
Non stigmatizers 214(25)

* Missing values were excluded.
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4.2 Predictors of High-risk behaviours

4.2.1 Early sexual debut

Associations with early sexual debut are presented in Table 3. Results of descriptive

analysis show that over half of the young men (approximately 56%) have had their first

sexual encounter at age 16years or younger (early sexual debut).

In the unadjusted analysis (bivariate), lower levels of knowledge about HIV transmission

and less prior access to VCT services as explanatory variables were strongly associated

with early sexual debut. These associations failed to retain significance after adjusting for

potential confounders in the multivariate analysis (Model 1*).

Table 3

Associations between explanatory variables and early sexual debut among young men 14-35 years

Explanatory variables Unadjusted

(exposure) N r/n (%) analysis Model 1*
OR (95%CI) aOR (95%CI)

Knowledge about HIV

Poor 311 190/311 (61.1) 1 ref

Good 465 246/465 (52.9) 0.71 (0.52-0.96) 0.93 (0.67-1.27)

Self-perceived HIV

risk

None/low 512 283/512 (55.3) 1 ref

Medium/high 327 185/327 (56.6) 1.05 (0.78-1.40)

Accessed VCT

Never tested 742 426/742 (57.4) 1 ref

Ever tested 102 45/102 (44.1) 0.58 (0.37-0.90) 0.85 (0.53-1.36)

Personal experience

with HIV

No 660 370/660 (56.1) 1 ref

Yes 183 101/183 (55.2) 0.96 (0.68-1.36)

Household

communication about

sex

No 407 231/407 (56.8) 1 ref

Yes 401 214/401 (53.4) 0.87 (0.65-1.16)

HIV risk-reduction

attempt

No 271 161/277 (58.1) 1 ref

Yes 563 308/563 (54.7) 0.87 (0.64-1.17) 1.40 (0.99-1.95)

Stigma

Stigmatizers 631 360/631 (57.1) 1 ref

Non stigmatizers 214 112/214 (52.3) 0.82 (0.59-1.14)

* adjusted for age-group, marital status, education level, income level, and residency status.
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4.2.2 Multiple sexual partnerships

Table 4 presents associations with multiple sexual partnerships. In the unadjusted

analysis (bivariate), the associations with multiple sexual partnerships, as an outcome

variable were not as strong. Poor household communication, having made no attempt to

reduce HIV risk, and having a higher - self perceived risk of HIV infection showed

borderline significance associations with multiple sexual partnerships. These

relationships were largely maintained after adjusting for potential confounders in the

multivariate analysis (Model 1*) as shown below.

Table 4

Associations between explanatory variables and multiple sexual partnerships among young men 14-

35 years
Explanatory variables Unadjusted
(exposure) N r/n (%) analysis Model 1*
OR (95%CI) aOR (95%CI)
Knowledge about HIV
Poor 311 76/311 (24.4) 1 ref
Good 465 135/461 (29.3) 1.28 (0.91-1.80)
Self-perceived HIV
risk
None/low 512 128/510 (25.1) 1 ref
Medium/high 327 102/325 (31.4) 1.37 (0.99-1.88) 1.36 (0.99-1.88)
Accessed VCT
Never tested 742 198/738 (26.8) 1 ref
Ever tested 102 32/102 (31.4) 1.25(0.77-1.99)
Personal experience
with HIV
No
Yes 660 177/657 (26.9) 1 ref
183 54/182 (29.7) 1.14 (0.78-1.66)
Household
communication about
sex 407
No 401 125/405 (30.9) 1 ref
Yes 98/399 (24.6) 0.73 (0.53-1.01) 0.76 (0.55-1.06)
HIV risk-reduction
attempt
No 277 87/273 (31.9) 1 ref
Yes 563 142/563 (25.2) 0.72 (0.52-1.01) 0.75 (0.53-1.06)
Stigma
Stigmatizers 631 175/628 (27.9) 1 ref
Non stigmatizers 214 56/213 (26.3) 0.92 (0.64-1.33)

*adjusted for age-group, marital status, education, income level and residence status.
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4.2.3 Unprotected sex

Table 5 presents associations with a lack of condom use at last sex with a non-spousal
partner (unprotected sex). The unadjusted analysis (bivariate) indicated that poor
knowledge about HIV, lack of access to VCT services, poor communication about sex in
the household, having made no attempt to reduce HIV risk, and showing stigma, as
explanatory variables were strongly associated with having unprotected sex. Having a
high self-perceived risk of HIV infection showed a particularly strong correlation with
unprotected sex. Multivariate model (Model 1*) presented in table 5 below show that
after adjustment for confounding factors, having attempted to reduce HIV risk and not
showing stigma remain protective against unprotected sex, while high self-perceived risk

to HIV remains the strongest significant predictor of unprotected sex.

Table 5

Associations between explanatory variables and unprotected sex with casual partners among young

men 14-35 years

Explanatory variables Unadjusted

(exposure) N r/n (%) analysis Model 1*
OR (95%CI) aOR (95%CI)

Knowledge about HIV

Poor 311 222/282 (78.7) 1 ref

Good 465 270/393 (68.7) 0.59 (0.41-0.86) 0.69 (0.46-1.02)

Self-perceived HIV

risk

None/low 512 298/441 (67.6) 1 ref

Medium/high 327 230/288 (79.9) 1.90 (1.32-2.75) 1.81 (1.22-2.69)

Accessed VCT

Never tested 742 483/654 (73.9) 1 ref

Ever tested 102 49/79 (62) 0.58 (0.35-0.98) 0.69 (0.40-1.20)

Personal experience

with HIV

No

Yes 660 422/575 (73.4) 1 ref

183 108/157 (68.8) 0.80 (0.54-1.20)

Household

communication about

sex

No 407 290/369 (78.6) 1 ref

Yes 401 221/334 (66.2) 0.53 (0.37-0.76) 0.74 (0.51-1.09)

HIV risk-reduction

attempt

No 271 232/257 (90.3) 1 ref

Yes 563 298/473 (63) 0.18 (0.11-0.29) 0.23 (0.14-0.38)

Stigma

Stigmatizers 631 416/555 (75) 1 ref

Non stigmatizers 214 116/179 (64.8) 0.62 (0.42-0.90) 0.61 (0.40-0.92)

* adjusted for age-group, marital status, education, income level and residence status.
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CHAPTER FIVE

DISCUSSION

5.1 Discussion of Results

This study examined determinants of sexual risk behaviour among 14-35 year old men in
rural South Africa during 2001. The results of this study suggest that there were few
associations between potential explanatory variables and age of sexual debut. However,
men from households with higher levels of communication about HIV and who had taken
steps to reduce their risk of HIV were less likely to have multiple partners. In addition,
those with greater HIV/AIDS related-knowledge, higher levels of household
communication, those who had taken steps to reduce their risk of HIV, and those who

held non-stigmatizing attitudes had lower rates of unprotected sex.

The results of this study suggest two things. First, more than a decade into the epidemic,
that only 12% of men have had an HIV test, 40% still hold basic misconception about
HIV, that half do not feel they can talk about sex in the home, and that nearly 75%
continue to hold stigmatizing attitudes towards the HIV-infected (Table 2) remains a very
serious concern. VCT has been recognized as an essential component of HIV/AIDS
behaviour change intervention and an important tool for preventing HIV transmission as
it allows individuals to know their HIV status and to evaluate their behaviour and its
consequences. The low uptake of VCT services found in this study is similar to findings
reported in the HSRC 2002 study, which found that while most people knew about VCT
service availability only about 20% made use of the services. This might be due to a lack

of understanding of using these services °.

A good knowledge about both HIV transmission and prevention is an obvious

prerequisite for a positive behaviour change. Overall, the level of HIV/AIDS knowledge
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found in this sample is not satisfactory considering the high levels of knowledge and
awareness documented in other previous studies for South Africa. Only 60% of the men
know of the facts that HIV can be transmitted by a healthy-looking person and that a
pregnant woman can also transmit the virus to her unborn child. This may be related to
the rural-urban gap in terms of the low penetration of information about HIV/AIDS in the
rural areas where access to HIV/AIDS information is often scarce and irregular, in
contrast to urban areas of the country where information is generally more accessible.
Strategies to disseminate HIV information to such disadvantaged areas should include

interactive and community-level forms of education.

However, the positive associations between some of the ‘basics’ of HIV prevention such
as better knowledge, communication, and having taken steps to reduce HIV risk
behaviour is encouraging, and suggest the relevance of the ongoing public information
campaigns. It also suggests that even in isolated rural areas strategies that shift
knowledge, improve communication and more broadly address the needs, concerns, and
perspectives of men-at-risk can be effective. Finding more focused interventions that are

appropriate and relevant in such contexts remains a clear priority.

Ideally, high self-perception of risk to HIV infection is expected be a major shift towards
behavioural change from risk-taking to safer behaviour. A notable finding in this study is
that men who perceived themselves at increased risk of HIV infection still engage in
risky behaviour including unprotected sex with casual partners and multiple partnerships.
This group of men particularly represents the transmitters of the epidemic. The
association between high perceived risk to HIV infection and having unprotected sex
found in this study is consistent with Maharaj, 2006 ", and contrary to Peltzer, 2000 .
While this may be a reverse causation i.e. these men might have perceived themselves as
high risk because they have not been using condoms either at all or consistently, it
suggests that in a mature epidemic with high levels of generalized knowledge about HIV,
men who engage in unprotected sex are well aware that they are at high risk. It also
suggests that knowledge has not been translated into practice by this group of men. Yet, it

may also be true that this group of men do not care about possible transmission of HIV
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infection to their sexual partners. The various myths and misconceptions that people have
about HIV/AIDS may have contributed to this inaction. Additionally, the low level of
communication about HIV/AIDS and increased stigmatization found in this sample as in
many other South African communities could have perpetuated this unsafe sex practice,
since some men and women in relationship are afraid to disclose their HIV status and
would rather risk infecting their partners'*®. Instances of vindictive promiscuity among
those who are infected in most cases as punishment to others have been reported'*®. A
low level of condom use was also reported in the HSRC 2002 survey, which found that
only about a third (30.3%) of the male respondents who had sex in the preceding year
used a condom during their last sexual encounter however, a significant increase use was

observed among youth (57.1% for males) and among those with multiple partners °.

5.2 Strengths and Limitations of the study

The strengths of this study include the random selection of the sample, the use of best
practice techniques in conducting interviews, and the adjusting for potential confounders
in the analysis. However, there are also a number of potential limitations that are
important to draw attention to. Although an attempt was made to limit questions to self-
reported behaviours that occurred within the preceding 12 months, the associations
observed in this study may reflect a bias of recall — a limitation common in sexual
behaviour surveys. In addition, respondents may have underreported or over-reported
their risky sexual practices due to social desirability bias. Finally, given the substantial
disparity in the living conditions in much of South Africa including access to HIV-related
programming, particularly in rural and urban areas, caution should be exercised in

generalizing these results to other settings.

5.3 Implication for developing interventions
Notwithstanding these limitations, the findings of this study provide useful information

upon which to base HIV/AIDS intervention for men and highlight the urgent need to
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channel IEC and HIV/AIDS prevention programmes directly to men. In South Africa,
there have been comparatively few HIV prevention intervention programmes that
specifically target adult heterosexual men as a distinct group'*’, possibly due to
difficulties in reaching men because of their high levels of mobility. The few
implemented HIV prevention interventions for men have been undertaken at their
workplaces notably the mines. However, these efforts seemed to have had little impact
149-130 " An increasing number of innovative efforts to work with men have been
developed more recently, many of which have fallen short of expectations. Some of these
innovative programmes that specifically target the needs of men in relation to HIV,

reproductive and sexual health will be briefly reviewed below.

5.3.1 Condom promotion and social marketing

Central to the government’s response to the growing HIV epidemic is condom
distribution. Since 1994, the Department of Health has procured and distributed millions
of male condoms to the public sector and committed itself to making male condoms
available free of charge at all clinics in South Africa through increasing supply'’'. The
Department also supports partner organizations such as the Society for Family Health
(SFH) in local social marketing of both male and female condoms. An example of an
HIV/AIDS specific campaign was a sustained condom promotion activity conducted by
the department of health in 1996/1997 using mini taxis. This involved the training of
selected drivers in providing basic HIV/AIDS information and the location of free
condoms on some 400 branded taxis. By the end of the project over 600 000 condoms
were being distributed on a monthly basis'>. In addition, condoms are widely available
in pharmacies, shops, service stations, and most of the public toilets nationwide. While
this seems a huge increase in availability, it should be noted that the impact of the
intervention is determined by the number of high risk people who actually use the
condoms consistently and correctly. Like in many other countries, a challenge facing the
country in assessing the effectiveness of condom distribution is the difficulty in
monitoring their actual usage. In investigating the fate of the 198 million condoms

distributed from public health facilities in 1999, Myer et al revealed five weeks after
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condom distribution that, 44% were actually used for sex, 22% were given away, 9%

were lost or discarded, and 26% were still available for use'>.

5.3.2 The Mothusimpilo Intervention Project

This intervention focused mainly on two core groups perceived to be at high risk of HIV
and other STIs (male mine workers and female sex workers) and to a lesser extent on
youth, with the aim to reduce HIV incidence in the entire Carltonville community - with a
population of approximately 200,000 people including 70,000 male miners from the
nearby gold mining shafts, characterized by high levels of poverty and unemployment,
and a well established sex work industry'>*. This project involved three key components:
HIV/STI peer education, condom promotion and distribution, and improved management
of STIs. Unfortunately, an evaluation of this programme did not demonstrate reductions
in the prevalence in STI or HIV and failed to achieve high levels of condom use among
mine workers and sex workers. While STI prevalence among mine workers, sex workers
and men in the community remained constant or slightly increased, HIV prevalence
among mine workers increased significantly from 29% at baseline in 1998 to 36% at
follow up in 2001. Reported number of sexual partners by mine workers in the twelve
months prior to each survey round decreased significantly from 53% in 1998 to 43% in
2001, but increased among the men in the community from 37% to 45%. However,
consistent condom use with casual partners among mine workers did increase from 19%
to 24% and among men in the community from 28% to 37% between 1998 and 2001.
Consistent condom use with regular partners among men in the community decreased
from 9% in 1998 to 6% in 2001. However, very few miners reported always using a

condom with their regular partner- 6% in 1998 and 4% in 2001">°.

5.3.3 The Commuter AIDS Information Project

The Commuter AIDS Information Project was a two year activity developed by the
HIV/AIDS and STD Directorate of the Department of Health. This pilot project ran from
October 2001 to September 2003 and was conducted by a partnership of four
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organizations- Commuternet; DramAidE; the Centre for AIDS Development, Research
and Evaluation (CADRE) and the National Association of People Living with HIV/AIDS
(NAPWA). The project targeted the commuter population (3,56 million commuters at 20
urban sites) through providing basic HIV/AIDS information, referral information,
condoms and leaflets via kiosks located at twenty urban commuter sites countrywide'>.
The kiosks, which are managed by Commuter net are situated prominently at each site
and are regularly used for consumer product promotion. Two trained NAPWA members
are located at each kiosk. Training and support is provided by DramAidE, and the project
was promoted by Commuter utilizing exterior taxi signage, kiosk signage and advertising
inserts on Star music. The Star Music concept involved the free distribution of popular
local and international music interspersed with short commercials to taxi drivers on a
bimonthly basis. An evaluation of the project pointed to a positive orientation of
commuters to the project concept as well as to important behavioural and social
responses to HIV/AIDS. Communication around the disease was pervasive and many
important HIV/AIDS concepts had been internalized including the red ribbon symbol, the
AIDS helpline number, the importance of condoms, the importance of HIV testing, and

the fatal consequences of HIV infection' ™.

5.3.4 Stepping Stones

This behavioural intervention programme was implemented in 35 communities in the
Eastern Cape Province of South Africa, approaching HIV prevention from perspectives
of gender issues, relationship skills and broader sexual and reproductive health concerns.
It is delivered to gender- and age-specific peer groups, to allow for experimental
learning'®. Peer groups of 10 to 20 people of the same sex and similar age are formed to
discuss gender roles, money, attitudes to sex and sexuality and attitudes to death. These
peer environments encourage men and women of all ages to explore their social, sexual
and psychological needs, analyze the communication blocks they face and make changes
in their relationships. This intervention was implemented by trained, gender-matched
facilitators, and utilizes adult education methods including role play, spider diagrams and

15
17

similar exercises according to a prescribed manual °’. Preliminary evaluation in South
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Africa has been very promising with substantial changes in certain areas of knowledge,
attitudes and practices of gender relations and HIV prevention reported'>®. A cluster
randomized control trial to determine the effectiveness of Stepping Stones in preventing
HIV infections and promoting safer sexual behaviour amongst youth in the rural Eastern
Cape suggests that the interventions were feasible and adequately implemented"”’,

however the final result of the study is still in the analysis phase.

5.3.5 Men As Partners (MAP)

This program is a collaborative initiative of EngenderHealth and Planned Parenthood
Association of South Africa (PPASA), currently conducted in eight of the South Africa’s
nine provinces including urban, semi-urban and rural communities. The program,
targeted mainly at men was designed to challenge the attitudes, values and behaviours of
men that compromise their own health and safety as well as the health and safety of
women and children; and to encourage men to become actively involved in preventing
gender based violence as well as in HIV/AIDS related prevention, care and support
activities'’. This programme involves conducting educational workshops over a period
of four to five days with groups of older and younger men and mixed-sex audiences in a
wide variety of settings and from many walks of life including workplaces, trade unions,
prisons, faith based organizations, community halls, sporting arenas to create awareness
and facilitate attitudinal and behavioural change among programme participants. An
evaluation of the impact of MAP workshop methodology on men’s knowledge, attitudes
and practices related to a variety of reproductive health issues suggests an increase in
factual knowledge about HIV/AIDS, a general positive attitudinal shift for most of the
issues covered in the training including male and female gender roles, HIV/AIDS, sexual

violence and relationships, as well as changes in participants practices'” '>*,

5.3.6 ‘Shosholoza’ and ‘Inkunzi Isematholeni’
These two programmes were initiated and implemented by the Targeted AIDS

Intervention (TAI), a non-governmental organization based in Kwazulu Natal. Both
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interventions aim to influence younger boys through education and role modeling before
they become sexually active and are influenced by older boys with higher levels of HIV
risk behaviour. The projects use a peer-educator model where groups of in-school
younger boys (between 11 and 18 years) are offered training in HIV/AIDS and are then
encouraged to share their information and skills with their peers through focus group
discussions, workshops and debates, drama, role plays, simulations and message
development. The focus groups discuss risky behaviours, including early sexual debut,
unprotected sex, sex in the presence of STIs and under the influence of drugs and alcohol,
casual sex and sex with multiple partners. Condoms are distributed through peer
educators and the South African Football Association offices'*’. These programs have
been credited as one of the best examples of an NGO-based response to involving men at

an early age in HIV prevention programmes.

Others include the one man can campaign, which seeks to support men and boys to take
actions to end domestic and sexual violence and to promote healthy, equitable
relationships that both men and women can enjoy — passionately, respectfully and fully

(http://www.genderjustice.org.za). While all these initiatives seem promising, they are

extremely limited as desirable reduction in the epidemic level has not been achieved
given the prevailing number of people living with HIV in the country'*’. There is still

much to do.

Recognizing the inextricably link between masculinities, gender based violence and
HIV/AIDS epidemic, with behaviour change the key to these. It is crucial to promote
men’s social, sexual and reproductive roles and responsibilities in ending gender-based
violence against women. Strategies to constructively involve men and boys must include
educating them on the relationship between men’s behaviour and HIV/AIDS, male and
female gender roles, healthy relationships, sexual and domestic violence, sexual rights,
women and children abuse, the need to negotiate and discuss sex with their female

partners, and a change in their perception of manhood.
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Greater effort to design and implement HIV education and prevention campaigns for men
that take into account the identity constructions should be a priority. Furthermore, the
reach of such programmes must extend to isolated areas, where cultural norms remain

deeply rooted, and even the basics of HIV prevention need to be reinforced.

One of such gender transformative interventions with young men ‘Program H’, which
was implemented in some parts of the Latin American countries (including Brazil and
Mexico), India, and sub-Saharan Africa namely Tanzania was proved successful in
challenging norms of masculinity and confirmed that change is possible. The success of
‘Programme H’ lies in its ability to change traditional and social norms about what it
means to be a man at both individual (encouraging individual attitude and behaviour
change by engaging young men in a critical reflection on the costs of traditional versions
of masculinity as well as the benefits of more gender-equitable behaviours), and
community levels (by working with those who influence and model these individual
attitudes and behaviours including parents, community and religious leaders, service
providers, the mass media, and others) through community campaigns which aim to
promote a more gender-equitable lifestyle among adult and young men (by encouraging
them to reflect about how they act as men and enjoining them to respect their partners,
practice safe sex, and not to use violence against women), group educational activities
that creates a safe environment for young men to question traditional views about
manhood, and an impact evaluation model that measures changes in attitudes and
behaviours at the community level.'® Preliminary findings of an impact evaluation study
in Brazil showed significant positive changes in men’s attitudes toward women,
improved key HIV/AIDS related outcomes including decreased STI symptoms and
increased condom use although more frequent with regular partners than with casual

partners.'®!

While studies in both India and Tanzania are still underway, initial impact evaluation
results showed decreased use of violence against women in the case of India, and
increased HIV testing in the case of Tanzania. However, initial results have been

consistent with the data from Brazil. Building on this success experience, the ministries
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of health and national AIDS programmes in Brazil, Mexico and India have officially
adopted Program H and are studying options for scaling up the activities'®’. This

intervention program can also be funded and replicated in South Africa.

5.4 Recommendations

e Efforts should be made to reach men in various male joints and social venues such
as taxi stands and truck stops, pubs, shebeens and taverns, sports arenas, men’s
clinics, and those in employment settings such as the mines and farms with
preventive messages that highlight the risks of unprotected sex and multiple

sexual partnerships.

e Policy and law against gender-based violence against women must be
strengthened and consistently enforced. Such effort to promote gender equality
between men and women is crucial towards achieving the fight against the twin
epidemics (GBV and HIV/AIDS), which are both driven by gender roles and

relations, and have devastating health consequences for women.

e Adolescent boys should be targeted in schools with preventive messages before

the age of sexual initiation **.

e Efforts to increase men’s use of HIV services including STI treatment, VCT

services, ARV uptake and safe circumcision must be a priority.

e While research into microbicide is still ongoing, efforts in negotiation skill for
women must be strengthened since both female condom use and potential

microbiocide use require their partners’ support and participation.
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e Structural programmes that promote gender equality and women empowerment

must be put in place.

5.5 Conclusion

In conclusion, this study has demonstrated a high level of risky sexual behaviour
particularly unprotected sex, among men in this population despite sustained prevention
efforts to curtail the country’s HIV/AIDS epidemic. It highlights the urgent need to target
men as a group with behavioural interventions in order to reduce the spread of HIV and
other sexually transmitted diseases particularly to women thus, reducing HIV
transmission. Finally, more work is needed to develop and support innovative

programmes that meet the needs of men and foster behaviour change.
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