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ABSTRACT: The global fight against HIV is progressing; however, women living in rural areas particularly in sub-Saharan Africa (SSA) continue to
face the devastating consequences of HIV and AIDS. Lack of knowledge and geographical barriers to HIV services are compounded by gender norms
often limiting the negotiation of safe sexual practices among women living in rural areas. This paper discusses findings from a qualitative study conducted
in rural areas of Mozambique examining factors that influenced women to engage in HIV risk-reduction practices. The findings from this study led to the
emergence of an HIV and AIDS risk assessment and reduction (HARAR) model, which is described in detail. The model helps in understanding gender-
related factors influencing men and women to engage in risk-reduction practices, which can be used as a framework in other settings to design more nuanced
and contextual policies and programs.
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Introduction
The fight against HIV globally is progressing, yet the impact
of HIV remains pronounced among marginalized and dis-
empowered individuals, many of whom are women living
in rural areas.! Across sub-Saharan Africa (SSA), there is a
gender dynamic linked to HIV risk, with more women than
men affected and infected with HIV.2 Women living in rural
areas, particularly in SSA, face not only geographical bar-
riers in terms of accessing HIV knowledge and services but
also entrenched gender norms that often limit their ability to
negotiate safe sex behaviors.3

Gender roles and expectations have been implicated in
increased HIV risk and are partially responsible, alongside
demographic population structures, for differences in infec-
tion rates between men and women. Inequalities in gender

relations are a critical factor influencing HIV rates, particu-
larly in SSA according to a number of studies examining global
HIV trends.>® Although a vast array of literature has noted
the consequences of gender inequality and inequity on increas-
ing HIV risk,*®7 very few studies have examined the manner
in which men and women work within existing gender norms
to mitigate their perceived risk. There are important differ-
ences between women and men in the underlying mechanisms
of infection and in the social and economic consequences of
HIV. These originate from biological and socially constructed
gender differences between women and men in terms of roles
and responsibilities, access to resources, agency, and self-effi-
cacy. Cultural constructs of femininity and masculinity are
intertwined with other social dimensions, such as the division
of labor within the household, and power inequalities within
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relationships according to gender and power theory.® Under-
standing the interface between local gender norms and HIV
risk is thus essential in mounting appropriate program and
policy responses.

This paper discusses the application of findings from
a qualitative study examining the interaction between gen-
der norms and HIV risk-reduction practices in rural areas of
northern Mozambique. An HIV and AIDS risk assessment
and reduction (HARAR) model emerging from the research
is used to analyze findings at individual, normative, social
learning, and structural levels.

Methods

Data were collected over a six month period in mid-2008
across four villages in the province of Cabo Delgado in north-
ern Mozambique. The villages of Mahate (~2,706 inhabitants)
and Bilibiza (~4,056 inhabitants) in Quissanga district, and
the villages of Mieze (~4,109 inhabitants) and 25 de Junho
(~4,034 inhabitants) in Pemba-Metuge district comprised the
study sites.” A three-pronged approach was used: (1) interviews
with village chiefs and traditional leaders, (2) participatory
exercises with gender-specific groups, and (3) in-depth inter-
views. A total of 4 leader interviews, 16 group discussions, and
29 in-depth interviews were conducted over the time period.

Interviews with leaders in each village were conducted
because of their critical role in shaping and maintaining social
norms.!? As the primary aim was to seek permission from
leaders and because information detailed in the leader inter-
views replicated those from group discussions, these discus-
sions were not incorporated into the analysis.

Respondents for the group discussion were selected based
on purposive and nonrandom sampling. In each village, lead-
ers selected individuals from naturally existing groups or those
tormed through development interventions.

Participatory group sessions were conducted to deter-
mine HIV knowledge and explore perceptions of risk among
respondents. For ethical reasons, participants were not asked
whether they knew their own HIV status.

Interviews and group discussions were used to exam-
ine factors motivating men and women to respond to HIV
risk while also providing a more holistic perspective on their
beliefs, attitudes, and practices.

'The positive deviance (PD) approach was used to identify
individuals from group discussions for in-depth interviews. PD
has primarily been used to inform program interventions, but
the approach in identifying “good practices and behaviors” is
of particular use for research studies seeking to better under-
stand the factors that influence individuals to engage in healthy
behaviors. Itis based on the premise that there are some individ-
uals who engage in certain behavior and find solutions to prob-
lems!! such as taking measures to reduce HIV risk, compared
to others in their community, despite living in the same con-
ditions and having the same access to resources. As behaviors
are already undertaken by individuals in similar situations and

contexts, they are more likely to be accepted and sustained.!?
The approach was initially used to identify the practices of
mothers who have healthy infants even though they live in con-
ditions of poverty. PD has since been extended and applied to
child growth,' breastfeeding,'* and birth outcomes.' For this
research, PD was used to help identify individuals and assess
the extent of the relationship between the following: (1) indi-
viduals already taking action to reduce their HIV risk, given
that Demographic and Health Survey datal® indicate a general
lack of risk-reduction knowledge and practices among men and
women and (2) those who hold gender balanced attitudes, given
that widespread gender disparities exist in the country.

Given the prominence of grounded theory in influencing
rigorous qualitative analysis, the research adapted techniques

from the theory!’!8

including “constant comparative analysis”
to compare and contrast themes across gender and age groups.

Conceptual framework. The conceptual framework
used to guide the research was developed from the theory of
triadic influence (T'TI), to account for the multiple levels of
influence on norms, attitudes, and behavior, with gender and
power theory used to collate findings across levels. Based on
the literature indicating that factors at a multitude of levels
affect HIV risk and to escape focusing on factors solely at the
individual level, an ecological approach was used to guide this
study. Many ecological frameworks exist but do not always
clearly mark the dynamic and integral nature of different
levels (ie individual, family, and community). TTT examines
the interplay of risk factors for health outcomes at multiple
levels.! An adapted version of T'TT served as the conceptual
framework (see Fig. 1) for this study by preserving individual,
family, and community levels with corresponding theoretical
constructs. However, specific factors from the literature that
inhibit or enable risk-reduction practices were inserted at each
level (individual, social normative, and structural) alongside
corresponding constructs such as self-efficacy, social norms,
and social construction. T'TT helped to account for the close
relationship between the various factors under each of the lev-
els that can combine to influence beliefs, attitudes, or behav-
iors on gender roles or HIV risk. Factors incorporated within
each of the levels can be both enabling and inhibiting in terms
of influencing an increase or decrease in HIV risk. Thus, TTI
facilitated in guiding the development of research methods to
ensure factors at multiple levels were captured as well as iden-
tified factors that were most influential in motivating men and
women to enact change. Theoretical constructs at each level
helped better understand and substantiate research findings.
Based on their use in previous studies, self-efficacy was used to
examine factors at the individual level, while social norm and
social construction were applied to factors at the social norma-
tive and structural levels, respectively. Self-eflicacy, defined as
an individual’s belief of their capability in implementing cer-

tain actions to produce a desired effect,?

was a key construct
used in this study because despite factors at multiple levels that

can influence risk reduction, it is ultimately the decision of the
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Figure 1. Conceptual framework.

individual to act upon it. The construct was also used to help
identify positive deviant cases.

Results: HARAR Model

'The study explored ways in which local constructions of gen-
der norms, particularly among women, influence and motivate
responses to HIV in rural Mozambique. Models and theories
analyzing HIV behavior change, including the AIDS Risk
Reduction Model (ARRM),?! the health belief model,?? and

social cognitive theories,?>?*

are important for understand-
ing how risk is assessed and behavior is altered to reduce risk.
Despite their utility, a key limitation of such approaches is their
focus on the individual, with minimal attention directed at the
social and relationship norms that influence sexual risk taking.
In addition, emphasis is placed on risk recognition and identi-
fication, which does not necessarily translate into an individ-
ual taking action. There may also be other factors at play that
prevent individuals from reducing their risk including lack of
desire or a partner who may not be amenable to change. More-
over, the models and theories are homogenous in that they do
not account for gender or the different challenges faced by men
and women in responding to perceived HIV risk. This research
found that factors at a multitude of levels including individual,
normative, social learning, and structural levels were impor-
tant in shaping HIV risk and responsive action, adding to the
increasing body of literature indicating the importance of an
ecological approach to approach to HIV and Sexually Trans-
mitted Infections (STI) prevention and treatment.?>~28

The initial conceptual framework and related theories
were useful in understanding risk patterns among individu-
als, particularly factors at multiple levels that can influence
risk. However, findings from the research demonstrated a
more complex interplay between the various levels, which tend
to operate in an interlinked and more cyclical manner than

the TTT framework allowed. These are incorporated into the
HARAR model (Fig. 2).

The model supports and adapts elements from the health
belief model?*3® and ARRM? on risk perception, severity
of the HIV epidemic and knowledge, as well as from social
cognitive theories,?® which focus on learning and norma-
tive influences. It also encompasses the TTI and principles
of ecological models by considering the multiple factors that
influence risk and risk reduction. In addition, the research also
demonstrated that the performative roles of men and women
are prominent in both risk and risk reduction practices. Unlike
most ecological models, however, HARAR distinguishes the
various levels to highlight factors which may operate in isola-
tion, but also recognizes that factors combine and interact at
many levels to influence not only risk assessment, which the
majority of models focus on, but also risk-reduction efforts.
Importantly, the findings suggest that men and women go
through three key phases (ie risk assessment, mediating fac-
tors, and outcomes) when at HIV risk which in turn influences
whether action will be taken. Therefore, the initial conceptual
framework has been modified and placed into the HARAR
model taking into account the research findings.

Factors at the individual level in the conceptual frame-
work, specifically knowledge, severity of the HIV epidemic,
and risk perception were shifted in HARAR under the “risk
assessment” phase as these factors have been noted in this
research as crucial preconditions for individuals to engage in
responsive measures. Factors in the conceptual model under
social normative and structural influences have been pre-
served in the HARAR model under the “mediating factors”
phase along with some modifications. In addition to the fac-
tors under structural influences in the conceptual framework,
social and gender norms were included because of the inhib-
iting and enabling role they play on risk and risk-reduction
efforts. The specific roles of men and women which are cultur-
ally defined and socially enacted, as postulated through gen-

8 31,32

der and power® as well as role and script theories’"** shape

identity and interaction with others as noted in this research.
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Since sexual encounters are the primary mode of HIV trans-
mission in the study setting, the manner in which men and
women identify with their gender and how they learn about
and act out their expected roles in society are critical to under-
stand if the dynamics of and responses to HIV risk are to be
effectively tackled. As noted by the work of many leading gen-

der and human sexuality theorists,3*=7

gender roles within discourses of shifting cultural and social
norms and where multiple forms of masculinity and feminin-
ity co-exist which can transcend sexes based on experiences.
Such notions were reaffirmed in this study in the context of
HIV risk reduction where at times, men reconstructed widely
accepted norms of masculinity, such as the display of power
through multiple sexual encounters, and instead prioritized
the provider role in order to protect their family from harm.
Similarly, women redefined norms of femininity (ie passivity
and dependence) by removing themselves from risky situa-

is the notion of fluid

tions through self-efficacious and autonomous actions. Under

normative influences in the HARAR model, one factor,
“emotional intimacy” was added based on findings from this
research which demonstrated how it can be both protective
or contribute to risk. Individual constructs and social learn-

ing were other components added under “mediating factors” as

each were critical in shaping both perception of risk and sub-

sequent action. With the exception of self-efficacy, none of the
other factors noted under individual constructs or social learn-
ing in the HARAR model were in the original conceptual
framework. Finally, although the conceptual framework was

developed with one outcome in mind—HIV risk reduction—

it was evident from this research that in many cases, other out-

comes were just as or more important to motivate action, such
as the need to maintain a good social standing and/or contain
resources. These findings reinforce the need for HIV-related

that they may be at risk before they decide to act on it.

HIV increases because people have many partners and they
change women or men in whichever manner, these people have
no control. We know the information that we must use con-
doms but we don’t want to use it.
—Participant in Married Male Group, Village B

We fear going to the GATV (voluntary counselling and test-
ing site) and being told that we have HIV. I am afraid to get
tested, when you are told that you are HIV positive that is
where you want to hang yourself:

—Participant in Unmarried Male Group, Village D

interventions to take on a holistic approach by considering the
multiple factors of influence on risk perception and responses,
particularly, that risk-reduction efforts may not always be the
intended or immediate outcome motivating changes in prac-
tices. It also highlights the vital role of the often evolving
role of gender dynamics in both HIV risk and risk-reduction
practices.

Individuals assess their risk based on accurate knowledge,
personal susceptibility, and severity in terms of the prevalence
of HIV. Inaccurate knowledge such as notions that HIV is
spread through condoms or that it only affects certain groups
of people influences risk perception and subsequent mitigating
responses. Thus, although many ecological models, including
the T'T1, state the importance of factors at a multitude of lev-
els in influencing risk, individuals must have accurate knowl-
edge, feel HIV is a severe threat in their lives, and perceive

Once risk is assessed, there are factors at the individual,
normative, social learning, and structural levels that operate in
a cyclical and interactive manner that can mediate this risk and
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either cause individuals to maintain risk levels (ie no response
to risk) or move toward behavior modification (ie responses
to risk). Men and women who take measures in response to
perceived risk also do so to achieve other outcomes, such as
maintaining a good social standing.

1 had a girlfriend but I did not like her attitude, she began
wandering around with men and did not respect herself,
1 preferred to stay without a girlfriend. I do not feel at risk,
1 do not wander around in whichever manner, if I do this and
others hear about it, I will be ashamed of myself. I take care of
my body, I never practiced evil behavior and feel embarrassed
to embrace a woman.

—Male, 28, Unmarried, Village A

All mediating factors in the model motivated men and
women in this study to reduce their risk regardless of their
stance on gender disparities; however, there are some fac-
tors which can move in both directions (+/—). While men
and women may be aware of their potential risk, other factors
such as peers, emotional intimacy with a partner, relationship
dynamics, past experience, education, income opportunities,
and social, cultural, and gender norms influence whether indi-
viduals will remain complacent to this risk (—) or take action (+).

Even before HIV/AIDS came, 1 prevented wandering around
with just anyone because I wanted to know if I got any diseases
who infected me. I only follow with one, if he gives me support
or not, I stay with him. I don’t know if I am at risk, when
a man discovers a new woman they ignore the old one. We
women do not like it when the man likes another one, but we
are always afraid to inform them.

—Female, 29, Divorced, Village C

I have friends who have many girlfriends, today they are
here tomorrow there. I just have one girlfriend, I like her a
lot but have not had sex with her because she is still a virgin,
when we reach an older age then we will get married. I never
had another girlfriend before her, she is my first girlfriend,
1 do not have time to face women, I am just worried about
my studies.

—Male, 21, Unmarried, Village A

I am happy with my boyfriend because he helps me a lot. The
fear of him having other women is there but what fo do, if I get
HIV/AIDS then I get it, we don’t use a condom, it’s that prov-
erb we say you cannot eat a banana with the peel, it doesn’t
have any taste’.

—Female, 40, Divorced, Village B

Components under mediating factors are interlinked,
and in many cases, a combination is required to motivate
men and women to take action, reinforcing the importance
of factors beyond the individual level to be considered when

responding to HIV. Importantly, the model accounts for some
factors, particularly at the normative and structural level, that
can move in either direction to maintain current risk levels
or influence changes in behavior to reduce risk, such as when
emotional intimacy can lead to risk reduction when love and
trust are associated with protection, but can also maintain or
increase risk when these same values lead individuals to aban-
don prevention methods.

1 don’t feel at risk because I already know about HIV/AIDS
and ways to prevent, I don’t know about my girlfriend but
1 trust she will not betray me with other people and get infected,
that’s what my girlfriend says, we spoke of the disease, that we
cannot sleep around in any manner if we don’t want to get it.
1 will have other girlfriends, it is not possible to only have this
current one. I use condoms but not with my girlfriend, only
when I am with other women.

—Male, 27, Unmarried, Village B

Peerinfluence can also be positive, such as when peers have
multiple sexual partners and encourage others to abandon con-
doms with primary partners. Within relationship dynamics,
the model accounts for how risk responses can influence indi-
viduals in both positive and negative ways through decision-
making authority, ability to earn and control an income, and
negotiating power.

She was my only girlfriend, but she behaved badly with my
friend and for that I left her, I did not need to be contaminated,
she can sleep with other people. Yes I always use a condom,
there are other youth with girlfriends who say that I cannot use
a condom with my principal girlfriend, that I should use con-
doms with other ladies or women, but I use it with all women.

—Male, 20, Unmarried, Village A

Under structural influences, access to education is a posi-
tive mediating factor in this study used to escape poverty and
dependence on men for money. Access to income can also
move in both directions since some men spend finances on
sex outside of the marriage while others prefer to save their
income to improve the lives of their family.

My wife works in the farm, even my girlfriend has a _farm.
When I have money, I give 20 meticais to my wife and 10
meticais I give fo my girlfriend.

—DMale, 37, Married, Village B

1 can use a condom with women outside of my wife. I don’t use
it at home because I have control with my wife, I use a condom
only when I don’t know a woman’s behavior.

—DMale Participant in Mixed Married Group, Village B

Social and cultural norms which shape gender roles can
also move in either direction and can change over time. Social
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norms which tolerate wealth distribution from men to women
through sexual encounters or cultural practices highlight dif-
ferent pathways through which risk can increase or decrease.
‘Therefore, how men and women interpret and respond to each of
the factors needs to be understood and applied to local contexts.
Risk assessment. Risk is contextualized based on influ-
ences at a multitude of levels which determine how individu-
als assess the severity of HIV and their own susceptibility.
Findings confirm positions by AARM and the health belief
model that individuals will not engage in risk reduction with-
out accurate HIV knowledge. Men and women in this study
believe that HIV exists and made an assessment of their
potential risk levels based on their own or partner’s behavior.

With this one friend, we have not stayed together much time
to learn about each other’s behavior, but he has still not shown
me bad behavior. I see that he has good behavior even when
something comes up he helps me. If he stops me from using a
condom then he doesn’t like me, and I do not need him. When
I tell him to use a condom he has to use because I don’t know
where he has been.

—Female, 50, Widowed, Village C

Some factors at the structural and normative levels, as
noted earlier, can move in either direction to maintain risk or
motivate risk reduction. Gender, cultural, and social norms,
which interact with other mediating factors in the model
including relationship dynamics, peer influence, and access
to education and income-generating opportunities, can pro-
foundly influence the ability of men and women to change
their behavior as a result of vested interests to comply with
certain norms. For example, some women take minimal if any
action in recognized risky relationships to avoid the socially
hazardous single status. In other cases, women and men may
be aware of potential HIV risk but deflect or deny this risk in
order to secure greater resources or sexual pleasure.

In the beginning of the relationship we used a condom and
after that he said I am the only one outside of his wife, and
that he will not look for other women, he convinced me that he
was only with me so we began to make love without condoms.

—Female, 29, Divorced, Village C

When I am not married I am very afraid, I no longer have pro-

tection and security, when the men arrive they stay for a time and

then disappear. I need to marry, to stay without a man is hard.
—Female, 38, Divorced, Village C

Roles and expectations casting women and men into cer-
tain positions in society have a bearing on perceived risk. Con-
sistent with gender and power theory, the ability of women to
take action is often but not always constrained by differences
in access to labor and opportunities. Economic dependence
on men at times, limits women’s ability to act on perceived

HIV risk to maintain finances for her and her family. Simi-
larly, masculine norms are often linked to resource generation
and provision, which in this study, is often used as a leverage
to engage in sex with multiple women.

For a poor woman who is at home with nothing, the only way
to support the family is having sex with a man. For the men,
it is easy in relation fo the women. For example I can stay two
or three days without doing anything while for a woman she
cannot because she does not have a home.

—DMale, 27, Unmarried, Village B

1t is because of poverty that women have many partners. If
women stay from the morning to night or even two days with-
out them or their children eating, of course they would go with
a man who shows them money.

—Participant in Unmarried Female Group, Village A

They say that every man who has a high number of girlfriends
is enjoying life and that we are the bosses because we have
money, that’s why all the women like us, those who don’t have
money are nothing.

—Participant in Married Male Group, Village A

Differences in economic opportunities between men and
women influence responses to HIV risk. The resulting power
imbalances such as lack of decision-making authority affect
the ability of women to communicate safe sex with their part-
ners even though they feel at risk, while among men who use
their wealth to access sex, pleasure is often prioritized over

potential HIV risk.

Women who marry early have an HIV risk. Their parents
don’t understand that girls have not yet reached the age to
marry, but they force her. You hear that someone is getting
married instead of studying, which I see as a risk. For exam-
Ple, she is 10 or 12 years old, she is still in school and must be
educated until she has reached a proper age to get married.
If she marries early, she will not have knowledge of how fo
behave as a married person. If her husband goes to Pemba and
starts wandering around with other women how will she take
care of herself.

—Male, 35, Married, Village A

Married men are the bearers of this disease and the married
women can do what they can fo prevent. I am waiting for
my husband and hope his behavior of seeing other women will
decrease. I do not like how he treated me but I stay with him
because I cannot be single.

—Female, 37, Married, Village D

However, in other cases, women who use sex for resources
favor wealth over the health status of a man. According to
gender and power theory, men who use their wealth to obtain
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sex from women are doing so to manifest their power. Yet,
some women also use their bodies as a source of power to
extract wealth from men.

There are women who accept to take the money from a man and
be with him, then there appears a man with more money, they
soon begin to follow this new man, then another one appears
that has even more money than the first and second one, the
women accepts to have sex with this new man and so on.

—Female, 23, Village B

Women pick up a man but they don’t know where he is from or
even if he is infected, they are quickly conquered and then have
sex. When finished, this woman does not go home, it is worse,
she is looking for another man. These men also never ask the
women where they were from or what they do, they just think
of having sexual relations, that is why us women, we are the
first to get disease because when we see money we don’t leave it.

—Female, 37, Married, Village D

Peer influence and social norms promoting sexual con-
quest among men or dictating the use of condoms in certain
sexual encounters, such as “outside the house,” have a bearing
on HIV risk or use of protection. For women, norms which
discourage condom use in a marriage, affect their ability to
negotiate safe sex encounters.

Condoms are used outside the house, at home with your hus-
band it is not used. My husband always has other women.
1 try to speak with him but there is no understanding. I tell
him that we have an HIV risk, but we still have sex without
condoms because he is my husband.

—Female, 35, Married, Village B

1 always explained to him that there are diseases. I can die, he
can die and so can these women he is with. When I talked to
my husband about it he told me to shut up, that I know nothing
and that he is a man and knows everything.

—Female, 58, Divorced, Village D

There is a close relationship between how gender roles
become maintained through certain social situations and
HIV risk levels between men and women. Cultural, reli-
gious, and traditional norms that encourage polygyny and
early marriage are viewed as particularly risky for women.
This is not only in relation to HIV risk but linked to the
limited ability of women to pursue education and income-
generating opportunities to increase their agency and auton-
omy. Although poverty has a bearing on HIV risk, which
is affected by income access and control between genders as
noted by a systematic review in east, central, and southern
Africa,3® the poor economic status of individuals across com-
munities in the study setting resulted in minimal noted dif-
ferences on risk or responses.

Mediating factors.

Individual characteristics. Men and women who decide
to act on perceived HIV risk feel it is within their control to
take action in order to achieve desired outcomes (decreased
risk). The factors that motivate individuals to enact change are
based on a combination of normative influences, social learn-
ing, and structural components. For example, economic dif-
ferences, leading to power imbalances can make it challenging
for women to mitigate HIV risk; yet, some have made efforts
to overcome this and leave a risky relationship as a result of
self-efficacy but often also because of the need to secure a
healthy life for the family.

1 believed that he [former husband] had other women. When
someone is bitten by a snake, every time they pass that route,
they get frightened and think the same thing will happen.
With this one [current husband], we live well, my heart is
happy, 1 have not seen strange movements or bad behavior
with him because for a man to treat you badly, he needs to
discover another woman. I spoke to my husband about HIV
and he says he can’t afford to have many women. When I am
married, 1 like to stay with my husband only. I want to have
children, but if I discover that he has many partners, I will
make him use a condom. 1 prefer not to have children and take
care of my health because he does not want children if this is
how he behaves. If he doesn’t want to use a condom I will leave
because I don’t know if the other women have partners besides
my husband and then we end up getting a disease.

—Female, 34, Married, Village C

Similarly, men who choose not to allocate resources to
extramarital partners, those who remain faithful, and others
who use protection across all sexual encounters, are influenced
by individual characteristics such as self-efficacy and self-
regulation but also by observation of others, family influence,
avoidance of diseases, concern for the family, and emotional
intimacy with a partner.

My wife does not work, she is at home. I find and bring food
home to eat from the farm. I am happy in my marriage,
even though I do not have a job, my wife has never left me to
marry another man. She has always been with me, it has been
10 years and I have not seen any bad behavior in her. That
is a woman. I do not féel at risk, a lot of people admire that
1 do not have bad behavior, I am always with my wife and do
not wander around in whichever form. I have not seen mis-
behavior on her part and she has also not seen bad behaviors
on my part.

—Male, 35, Married, Village A

Normative influences. Derived from social cognitive theo-
ries, normative influences include those factors which help
shape social or relationship norms. Peers, family advice and
monitoring, emotional intimacy, and relationship dynamics
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are such normative influences and can affect the ability of
individuals to reduce perceived HIV risk. As noted in previ-
ous studies, peer influence is usually grounded in prevailing

39-43 or

gender and social norms, and can either have a positive
negative effect on health practices**~*¢ depending on an indi-
vidual’s social networks. Some unmarried men in this study
are questioning peer advice and behavior to engage in unpro-
tected sex with multiple women. Instead, these men consider
the consequences of taking on these behaviors in terms of
their own HIV risk or the need to protect a primary partner

and thus always use protection.

Most have many partners, here today if you have one girl-
friend, tomorrow it is another. I have trust in one unique girl-
friend so I don’t use a condom with her. I have not yet noticed
any HIV/AIDS risk with her. When I am away and with
other women, I use condoms in order to avoid diseases, whether
it hurts or not I must use condoms so I do not infect my girl-
friend, it is a form of prevention because I have responsibility.

—DMale, 20, Unmarried, Village D

Parental and family influence has a very positive bearing
on men and women to pursue less risky sexual situations as
also noted in other studies from South Africa and the US.47-50
For men, the need to secure a sound future for their families
by reserving rather than spending resources and the desire
to maintain a good status in society are largely influenced
by family advice or observation of others. Unmarried men
are also influenced by observing parents who have remained
monogamous, and abide by family advice to engage in con-
dom use.

1 have only one girlfriend but many of my friends have many
girlfriends. Everyone deserves to have a girlfriend that you
trust, I have only one girlfriend, she knows my secrets and 1
know hers. She is the one who I want to marry. My father
did not have other women outside of my mother, and I now
practice the advice that he gave me. He probibited me from
going out at night, it was either to work, study or sleep, I didn’t
even go see films.

—Male, 22, Unmarried, Village C

Parental advice also plays a key role in influencing
unmarried women to remain abstinent in order to prevent dis-
ease acquisition or complete school.

1 fear HIV/AIDS but do not feel at risk because I have not yet
started having sex with a man. If someday I meet a man who
wants to have sex with me I will not accept it even if I love
him, first we have to get married. With my husband, before
marriage we must first go get tested to know our state of health,
if he refuses to get an HIV test he will have to leave me. If he
tells me something and I accept it and then if I say something to

him and he refuses then how can we live? My mother always

gives me moral strength to go to school and she says education
is the future of fomorrow.
—Female, 15, Unmarried, Village A

Family support is also vital for women who want to leave
risky relationships similar to findings from Malawi.*!

My husband sold fish and was a carpenter, the little that he got
he brought back for me, but then that turned into suffering,
1 began to see strange movements with him and realized that
this is not a marriage. 1 felt HIV/AIDS risk with him because
he was a womanizer, I was afraid to say anything because
they say we can use condoms with women outside not inside
the marriage. I also did not talk about condoms because he will
say that I forced him to use a condom as if he is any ordinary
man, not my husband. That’s why I don’t know what to say,
1 am limited and just follow his guidelines. When my father
heard of this situation, he said it is better to leave so I went to
my father’s house to live.

—Female, 35, Married, Village B

Emotional intimacy and relationship dynamics between
partners can either exacerbate or decrease HIV risk, a find-
ing which also corresponds to data from European surveys.*?
Withinrelationship dynamics, anindividual’s decision-making
power over various household and sexual situations is influ-
enced by the ability to earn an income and control resources in
the household. Yet, there are instances where decision-making
proved negligible and men and women still took measures to
engage in HIV risk-reduction efforts because of family sup-
port, past experience and certain outcomes such as a respected
social status.

1In the first few days we started to sleep together, I went with
this man to be examined in the hospital, we did an HIV fest
and it was negative. Always when I am with a man 1 go to
the hospital to control my body. To have many men to help me,
never, I do not need it, being with only one man is enough to
get things that I cannot get, when you respect your body in your
home you do not wander around in whichever manner. When
1 have a partner we stay together, people will never say that
I change men, it has never been, I am a person of respect, I still

have not had a disease.

—Female, 50, Widowed, Village C

In relation to emotional intimacy, some men and women
feel at minimal risk because of trust, love, and care built with
a partner over time. These individuals are confident that their
partner would not betray them or do anything to harm their
health. Other men and women use risk-reduction strategies
to protect loved ones from the harmful consequences of HIV
despite adhering to gender norms. Some unmarried men and
women associate the acceptance of HIV risk-reduction meth-
ods by a partner as confirmation of love, trust, and care in
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the relationship with such actions providing vital insight into
expectant behavior of a partner in the future.

When someone comes to ask me for relations and I accept, 1
Sforst go for an HIV fest. I already went to the hospital to get
tested and I am in maximum condition with no infection. If
a man comes and I do not know his behavior, I ask him to go
to the hospital so we can do a test and know our health status.
One day if I travel and leave my boyfriend, during the trip
I can be with another man like he has done. When I return, we
must go and get a test before we continue with our love. If he
really loves me he will agree to get a test done, if not then he
does not want me.

—Female, 45, Widowed, Village A

Structural influences. Structural influences include broad
factors such as education, income, and social, cultural, and
gender norms, which create enabling or constraining environ-
ments for individuals to enact change. Access to education and
income-generating opportunities among women influences
strategies to engage in HIV prevention and also affects mea-
sures to decrease perceived HIV risk. Some young unmarried
women are determined to complete their education and will
use this as a leverage to delay marriage, maintain financial
autonomy, and demand an HIV test with a partner prior to
marriage.

1 have fear because I don’t know this disease, if one day I find
a boyfriend and he doesn’t want to use a condom, I will leave
him even if I like him because he is going to bring me diseases.
If he is my husband I will talk to him to have one partner, if he
refuses that is when I will leave him. I would like my husband
to be my age and with a job, if the man accepts to marry me
and lets me go to school I will marry him, if he doesn’t want me
to study I will not marry that man.

—Female, 16, Unmarried, Village A

Some women take steps to survive through accepted
forms of work, despite the easy money obtained through
transactional sexual encounters, and do so to maintain self-
respect and financial independence.

1 think that if 1 don’t bother to go to the fields or work hard to get
Jfood, I'm going to suffer. I will not become a prostitute because
1 don’t deserve that, it is not a good thing, even if it is easy to
get money, it doesn’t serve any purpose. If I wanted to I could
have changed my behavior a long time ago, but I don’t want to
get the diseases they get. Everyone is born with intelligence and
ways of thinking, some do evil things and others think of ways
to improve their lives, so each one has their own conscience.
—Female, 34, Married, Village C

Men generally have greater access to income and edu-
cational opportunities with some relying on their wealth to

purchase sex from multiple women and others using their
resources to improve their living standards and protect their

family from HIV.

To say that I have a relationship with this money fo get
women, I cannot do this. I don’t need these women and I prefer
to stay with my wife. I don’t want to look for another woman
who will bring diseases from outside and through me it gets
transmitted to my wife. If our child is born and he has this
disease, I would feel very much about this, so I cannot do it.
—DMale, 32, Married, Village C

Social learning. Based on cognitive theories, men and
women take measures to reduce their risk often because of
learning from social encounters and experiences. Alongside
individual characteristics and structural and normative influ-
ences, men and women tend to engage in risk-reduction strat-
egies because of a combination of their own past negative or
high risk experiences, fear of disease acquisition based on
prior STTs, and observing the behaviors of others. According
to social learning theory, positive reinforcement and experi-

ences motivate individuals to repeat successful behavior.?

1 will not arrange money to go have other women, otherwise I
will struggle to raise my children, that will not happen. Hav-
ing a woman outside doesn’t give you confidence, because you
give money to her and each one goes their own way. My father
was always telling me about the diseases, he said I must not
have sex in any manner to avoid getting sexually transmitted
diseases. I followed what he said and he was not lying because
1 was seeing it.

—Male, 27, Unmarried, Village B

However, this study also found that negative experiences
(STT acquisition or an unfaithful partner) can lead individuals
to rethink future action including more careful partner selec-
tion and condom use with subsequent partners in order to
reach desired positive outcomes such as decreased HIV risk.

I think that a woman knows how fo take care but the man
increases the disease, he cannot hold onto and support only one
woman. When you have women with no power fo talk, they
practice sexual relations in any manner, these days we do not
have value because we don’t have money, we depend on men.
1o stay without a man is tough in this village. I go to the farm,
produce something to sell and do my business. With my first hus-
band, he did not consider me well, he had other woman and
1 didn't like that so I left. I feel embarrassed when I ask for con-
doms, sometimes the nurses wonder why an older women like
me uses it. I keep them and wait for my partner to arrive and
inform him that I was able to get condoms to use so we can avoid
disease and unwanted pregnancies, then 1 tell him that without
condoms you are not able to be with me, if he understands we

will use it, if he refuses he can leave. I do not need to see or speak
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with someone who doesn’t use condoms because I know that it

brings conflicts on the part of health and he doesn’t want to hear

the decision of the woman, this type of person is never good.
—Female, 38, Divorced, Village C

Outcomes. Risk assessment and the decision to modify
behaviors are intimately linked to broader outcomes which
not only influence HIV risk-reduction strategies, but take
into consideration other factors. In some instances, the focus
on broader outcomes may hold more intrinsic value than the
reduction in HIV risk. For example, men who do not provide
finances to other women in exchange for sex may do so pri-
marily to save money and ensure their family’s well-being with
potential mitigation of HIV risk a secondary benefit.

My children and wife depend on me, the little that I have is
to give to my family. For many years, I did not have enough
money, now I do not see the reason to abandon my children
and my wifé and look for misery. I do not want this life.
1 remember when my grandfather was alive, he said that in
the world you will never hear that a man has luck for having
more than three women. It is nothing more than an illusion,
you do not gain anything, on the contrary, you will waste it
and have more expenses. He said it is good to just have and
support one wife, which I do.

—Male, 28, Married, Village C

Similarly, some women who do not exchange sex for
resources may be motivated by wanting to maintain a good
social status rather than out of direct fear of HIV.

Here it is easy to get money without doing prostitution, but a
lot of people don’t think of it. It is easy for a woman, she can
go and fetch firewood, bring it here and sell it to get money.
1 do this to create a means of living. I have never asked for help
from anyone, sometimes I didn’t have anything but I didn’t
suffer. For me to do farming was because of my father. Since
1 didn’t have the opportunity to study, he said I should have
my own farm to be like those who studied and feed myself, so
1 followed his advice.

—Female, 45, Married, Village D

Discussion: Policy and Program Implications

The experiences of positive deviant cases in this study pro-
vided insight into the factors influencing risk-reduction
practices among a unique sub-group of men and women,
regardless of their views on gender norms. The extent to
which positive deviant behavior can successfully be repli-
cated beyond the study setting appears promising given that
it draws on the experiences of individuals living in the same
conditions (ie gender norms and poverty) as other commu-
nity members, yet barriers have been overcome to reduce HIV
risks. Such experiences, therefore, may resonate with men and
women in surrounding areas. Positive deviant cases, or those

men and women who take measures to reduce their perceived
HIV risk regardless of often gender imbalanced norms and
social views in this study, are all influenced by a common set
of factors noted in the HARAR model including: individual
characteristics, family advice and support, observation, learn-
ing from past experiences, fear of the infection, the need to
protect oneself, a partner or children, the association of risk-
reduction strategies with emotional intimacy, and the desire
to maintain a good social standing. These drivers of positive
behavior could be incorporated into localized HIV responses
and build on the specific ways men and women engage in
risk reduction.

When designing HIV prevention programs, mediat-
ing factors that move in either direction should be carefully
considered, with emphasis placed on factors indicating strong
positive tendencies toward risk reduction. For example, the
association between emotional intimacy and a partner’s accep-
tance of risk-reduction strategies indicates a shift in norms on
safe sexual behavior, which should be focused on in preven-
tion campaigns. There are some factors at the normative and
social learning level that are specific to individual cases such
as relationship dynamics, family advice, past experience, and
observation, which in turn affect both risk and risk reduction.
Recognizing how such factors influence behavior modifica-
tion toward reduced risk should broaden their use including
through the sharing of individual experiences with others via
peer to peer approaches, and engaging in dialog on how these
experiences can be applied to other peoples’ situations through
modeling the positive behavior of families or couples. In the
policy realm, mediating factors which indicate a strong push
to behavior modification, such as access to education (which
can in turn affect a women’s negotiating power over safe sex or
access to income) or social support services for women wanting
to leave risky relationships should be promoted. Complement-
ing this, concerted efforts should also be placed on linking risk
reduction with other broad outcomes salient to the popula-
tion such as “containing income and resources” for the family’s
protection and financial well-being.

Conclusion

The HARAR model can be adapted to different settings in
order to help curb HIV risk among women living in rural areas.
Since gender norms are not static, but rather in constant flux,
the ability of men and women to work within and challenge
these norms to reduce HIV risk needs to be understood and
included into programs and policies. Although in some cases,
gender norms which balance out disparities between men and
women may heighten HIV risk, efforts should continue to
promote gender equality in its own right and as a means to
facilitate HIV risk reduction among men and women. Build-
ing on what men and women already do to reduce their risk
will aid program and policy initiatives in different settings as
HIV responses will be grounded in local contexts and social
situations.
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