IMPEDIMENTS TO WOMEN’S ECONOMIC EMPOWERMENT
IN MITIGATING THEIR VULNERABILITY TO HIV/AIDS IN
LOWER NYAKACH DIVISION, KISUMU COUNTY"

ELIZABETH ORUKQ._ »

A RESEARCH PROJECT REPORT SUBMITTED IN PARTIAL FULFILLMENT FOR
THE REQUIREMENTS OF A MASTER OF ARTS DEGREE IN PROJECT PLANNING
AND MANAGEMENT OF THE UNIVERSITY OF NAIROBI

2012



DECLARATION

This research project is my original work and it has never been submitted for a degree or any award

at any university.

Signature Date

AKINYI ELIZABETH ORIJKO

L/50/64565/2010

This research project is submitted for examination with our approval as university supervisors.

Signature Date

PROF. OMOLO ONGATI

DEPARTMENT OF MATHEMATICS

BONDO UNIVERSITY

Signature Date -3 ) g yxo

MS. LENA KIROP

DEPARTMENT OF EDUCATIONAL PSYCHOLOGY

MASENO UNIVERSITY



DEDICATION

| dedicate this research project to my late father Paul. It would have been my utmost joy to have you
share this pride of furthering my education with me. Thanks for making me know the importance of
education. I also dedicate this research project proposal to my husband Moses, thank you for your

unselfish support throughout.



ACKNOWLEDGEMENT

The work done here would not have been successful without the assistance of The
University of Nairobi academic department. 1am deeply indebted to my lecturers in the department
of Extra mural Studies at Kisumu campus including Prof. Omolo Ongati, Dr. Charles Rambo, Dr
Paul Odundo, Dr. Raphael Nyonje, Dr. Maria Onyango, Dr. Ouru Nyaega. Mr. William Nyaoro and
Mr. Michael Ochieng for their academic lectures while undertaking this course. My profound
gratitude goes to my supervisors Prof. Omolo Ongati and Ms. Lena Kirop for their unselfish time,
support and guidance they offered me during the formulation and development of this Research

Project.

Other very special and profound gratitude go to my husband Moses and my Children Anita
and Leona, who have been very supportive and patient throughout the development of this
document. To my dear friends Percilla, Joyce and Vivian, | say thanks for always taking your time
to support me morally. To my mother, brothers and sisters, thank you so much for making me see
the light and realize the importance of education. 1also say thanks to my baby nurse Rose who

ensured the babies were comfortable when | was studying.

1would also wish to acknowledge the support received from the National Centre for Science
and Technology for authorization to undertake the research in Lower Nyakach Division. | would
also wish to acknowledge the District Commissioner and the District Education Officer for giving
me the green light to undertake the research in Lower Nyakach Division.Lastly, but certainly not
least, 1 would also like to thank the 201 Lower Nyakach women who were involved in the
questionnaire response. lalso thank the 10 opinion leaders and 10 CBO leaders for taking their time
to participate in thein depth interview.Lastly, 1 would like to thank everyone who may have taken
part in this Research Project in one way or another. All your efforts are highly appreciated.

v



TABLE OF CONTENT

DECLARATION.

DEDICATION.
ACKNOWLEDGEMENT.

TABLE OF CONTENT.

LIST OF FIGURES.

LIST OF TABLES.

ACRONYMS AND ABBREVIATION.
ABSTRACT ..o

CHAPTER ONE V/|*Doi

INTRODUCTION. ..o W.

11 Background of the study......

1.2 Statement of the Problem....

1.3 Purpose of the study....

1.4 Objectives of the study

15 Research questions......

1.6 Significance of the study......... .

1.7 Basic assumptions of the study

1.8 Limitations of the study............

1.9 Delimitations of the study........

1.10 Definition of significant terms used in the study

111 Organization of the study......cccoevviviiieieieceen,

Page

Xi

Xiii

XV

10

10



CHAPTER TWO

LITERATUREREVIEW ...ttt 12
2.1 INEFOAUCTION ..t b bbb bbbt bbbt et 12
2.2 Family status and women’s economic empowerment and vulnerability................ 12
2.3 Women’s economic status and vulnerability to HIV/AIDS.......ccocoo i 15
2.4 Culture and women’s economic empowerment and vulnerability to HIV/AIDS... 19

2.5 Sensitization, training and women’s economic empowerment and

VUlInerability t0 HIV/IAIDS ...ttt sn et 24
2.6 Theoretical FrameW 0K .. ..ottt 27
2.7 CoNCEPLUAL FramMEWOTK . ....ciiuiiiii ettt ettt nn et 29
2.8 EXIStING KNOWIEAQE QAP ..ot iieiiiiiiee sttt s se e eneens 32
2.9 Summary 0f LiteratuUre REVIBW .....ccciviiiicicece ettt 32

CHAPTER THREE

RESEARCHMETHODOLOGY oottt 34
3L INEFOTUCTION .ttt bbbt n et 34
I o =T o] o T X o o TSRS 34
G I 10 [= B T o 11 - U o] o OSSPSR 34
3.4 Sample Size and Sample TEChNIQUE ..o i 35
341 SAMPIE SHZE i e 35
3.4.2  Sampling TeCANIQUE ..o e 35
3.5 RESEAICH TNSTFUMENT....oiiiiiiiiet bbb 39
3.5.1  Piloting 0f the STUAY ..o s 39
3.5.2 Validity ofthe Research INStrument........ccccocveeieveiccieise e 40

Vi



3.5.3 Reliability of the Research Instrument.........ccccccovivevieiiiii v 40

3.6 Data COllECHION PrOCEAUIE......cicveee ettt ettt ettt e et ee s te e s st e e s ste e e sbaeeserene s e 41
3.7 Data ANalysis TECNIGUE....ooii it 41
3.8 EthiCal CONSIAEIAtION .....vviiieii ittt et et ee e se e s st e e s et e e e st et e st et e sbtesraeeseraeesrees 42

CHAPTER FOUR

DATA ANALYSIS, PRESENTATION, INTERPRETATION AND DISCUSSION

i LN (oo VLot A Yo} o DTSSR 43
4.2 QUESTIONNAITE TEIUIN TATE .oiuiiitiiii ettt ettt s be et eebe et beete et 43
4.3 Demographic characteristics 0f the respondents........cccocevviieieiiiece e 43
4.3.1 Distribution ofwomen respondents DY age.......ccoeerrienninne e 44
4.3.2 Distribution of women respondents by level of education........cccceceeevvenenee 45
4.3.3 Distribution of women respondents by marital status..........cccooeveveiviiiiiciiinenn, 46

4.4 Family status and economic empowerment in mitigating vulnerability to HIV/AIDS.. 48

4.4.1 Household leadership and vulnerability to HIV/AIDS.......cccoooeiviv i 48
4.4.2 Number of dependents and vulnerability to HIV/AIDS........c.cccoviviiiievciens 49
4.4.3 Gender duties and vulnerability to HIV/AIDS........ccoooiiiiee e 51
4.4.4 Women with HIV and how they are treated in the family......cccccoceoneine. 52
4.5 Economic status and empowerment in mitigating vulnerability to HIV/ AIDS.......... 53
4.5.1 Occupation and vulnerability to HIV/AIDS. ..o, 54
4.5.2 Monthly average income and vulnerability to HIV/AIDS.......c.ccccovevveviveenn, 56
4.5.3. Provision of household basic needs and vulnerability to HIV/AIDS........... 57
4.5.4 Control of income and vulnerability to HIV/AIDS.......cccooooiiiiiiieens 58

vii



4.5.5 The age group and vulnerability to HIV/AIDS ... 59
4.5.6 Availability of credit and vulnerability to HIV/AIDS. ... 60

4.6 Cultural factors and economic empowerment in mitigating vulnerability to HIV/AIDS..61

4.6.1 Ownership of property and vulnerability to HIV/AIDS.........c.ccoooeviveiveiinns 62
4.6.2 Decision making and vulnerability to HIV/AIDS.......c.ccccoiiiieniree e 63
4.6.3 Negative cultural practices and vulnerability to HIV/AIDS.........cccooevvivenennns 66
4.6.3.1 Polygamy and vulnerability to HIV/AIDS......c.ccoovviiiieise e 67
4.6.3.2 Early Marriage and vulnerability to HIV/AIDS......c..ccocoov v 68
4.6.3.3 Widow inheritance and vulnerability to HIV/AIDS..........c..cccen.... 68
4.6.3.4 Taboos and vulnerability to HIV/AIDS........cccoeveieiieeece e 69
4.6.4 Gender roles and vulnerability to HIV/AIDS. ... 70

4.7 Sensitization and training and economic empowerment in mitigating vulnerability to

HIVTAIDS .ottt ettt sttt e st e st e st e st et e st e s b e beenesbesaesbensenene s 71
4.7.1 Knowledge and vulnerability to HIV/AID ..o 71
4.7.2 Sources of information and vulnerability to HIV/AIDS ... 72

4.7.2.1 Media and vulnerability to HIV/AIDS ... 73
4.7.2.2 Schools / Church and vulnerability to HIV/AIDS........cccoovevevinnnne 74
4.7.2.3 Health facilities and vulnerability to HIV/AIDS..........ccoceveveenen. 75
4.7.2.4 Friends and vulnerability to HIV/AIDS.....cccoooveeie e 75
4.7.3 Knowledge on ways of acquiring HIV/ AIDS.......c.ccoiiiieicieie e 76
4.7.4 HIV/AIDS preventive measures and vulnerability.......ccccccoooveviiiiniiii e, 78
4.7.5 Female Condoms and vulnerability to HIV/AIDS........coooeviiiieie e, 81
4.7.6 Level of knowledge of women on their vulnerability to HIV/AIDS............. 82

viii



CHAPTER FIVE

SUMMARY OF FINDINGS, CONCLUSION AND RECOMMENDATION

5.0, INTFOAUCTION ..eeii et 84
5.2 SUMMAIY OF FINGINGS . ittt 84
5.3 CONCIUSTONS ..ttt bbbttt 88
5.4 Recommendation for pOliCY aCtiONS....cccciiiiiiciiice e 91
5.5 Suggestions for fUIher STUAIES ... e 93
5.6 Contribution to the body 0f KNOWIEdQe......coovoiiiiii e 94
REFERENCES. ...ttt bbbt e e 95
APPENDICES

Appendix I: Letter 0f TranSmittal. ... e 101
Appendix Il: Letter SeeKing AULNOTITY . .ccociiiieice e 102
Appendix I11: QUestionNaire FOr WOMEN ... 103
Appendix 1V: Interview Guide for CBO LeaderS......cccciiiieieeiii i 108
Appendix V: Interview Guide for Opinion LeadersS.....ccccieieveieiciiie v 110
AppendiX VI: RESEAICN PEIrM it. .ottt sttt 112
Appendix VII: Research AUthOriZatioN ... 113



LIST OF FIGURES

Page

Figure 2.1 Conceptual Framework 29



LIST OF TABLES

Page
3.1 Number of households SamMPpIle SIZE......ccocvviicivciiii i 38
4.1 Age brackets of the reSPoONdentS. ... . 44
4.2 Highest level of education and vulnerability to HIV/AIDS.........c.c...... . 45
4.3 Distribution of women by marital status and vulnerability to HIV/AIDS .47
4.4 Household leadership and vulnerability to HIV/AIDS.........cccooevnininnne. .. 49
45 Dependents per household and vulnerability to HIV/AIDS..........ccc....... ... 50
4.6 Preparation of meals in households and vulnerabflitV'to filVi&IDS................. . 51
4.7 How women with HIV/AIDS are treated in the family' .*?/......cccccoccvvivvireene.e. . 52
4.8 Occupation of the respondents and vulnerability to HIV/AIDS......cccccccovvueen. ...54
4.9 Type of self-employment and vulnerability to HIV/AIDS......cccoovvvvininnennne. .55
4.10 Monthly average income and vulnerability to HIV/AIDS ..o, ... 56
411 Provision of household basic needs and vulnerability to HIV/AIDS............... .57
4.12 Control of income and vulnerability to HIV/AIDS ..o ...58
4.13 Age group and vulnerability t0 HIV/AIDS ..o ...59
4.14 Availability of credit to women and vulnerability to HIV/AIDS.........cccoou..... ,.61
4.15 Ownership of property and herding of cattle and vulnerability to HIV/AIDS .62

Xl



4.16 Main decision maker in the household and vulnerability to HIV/AIDS.........cccccoovevvveiienne, 64

4.17 Autonomous decision making and vulnerability to HIV/AIDS.......ccoiiiiiiiiier e 65
4.18 Negative cultural practices and vulnerability t0 HIV/AIDS. ... 66
4.19 Gender roles and vulnerability t0 HIV/AIDS ... 70
4.20 Knowledge and vulnerability t0 HIV/AIDS ...t 71
4.21 Sources of information and vulnerability t0 HIV/AIDS.......cccooo e 73
4.22 Knowledge on transmission and vulnerability to HIV/AID S ... 76
4.23 Knowledge on preventive measures and vulnerability to HIV/AIDS.......ccoooiiiiiievcieve e 78
4.24 Knowledge on female condoms and vulnerability to HIV/AIDS.......cccooooieiiiviiiie s 81
4.25 Level of knowledge of women and their vulnerability to HIV/AIDS........c.ccccooivivievceveeeen, 82
51 Contribution to the body 0f KNOWIEAGE ..o e 94

Xii



MDGs:

HIV:

AIDS:

UNAIDS:

UNIFEM:

IFAD:

UNDP:

NGOs:

KIHBS:

USAID:

STI:

ARV:

NASCOP:

KDHS:

KNBS:

CBO:

NACC:

ABBREVITIONSAND ACRONYMS

Millennium Development Goals

Human Immunodeficiency Syndrome

Acquired Immune Deficiency Syndrome

Joint United Nations Programme on HIV/AIDS

United Nations Entity for Gender Equality

International Fund for Agricultural Development

United Nations Development Programme

Nongovernmental Organizations

Kenya Integrated Household Budget Survey

United States Agency for International Development

Sexually Transmitted Infections

Antiretroviral Therapy

National AIDS and STDs Control Programme

Kenya Demographic Health Survey

Kenya National Bureau of Statistics

Community Based Organization

National AIDS Control Council

Xl



VCT: Voluntary Counseling and Testing

FEF: Post Exposure Prophylaxis Therapy

XV



ABSTRACT

Economic povverlessness poses major threats to mitigation of HIV/AIDS vulnerability
among women in the world. As such, exploration of the relationship between economic
powerlessness and HIV/AIDS vulnerability will be the focal point of this study. Through mainly the
use of literature based research, studies have indicated how low economic status and disease, most
specifically HIV/AIDS are related. Researchers globally have argued that there is ample evidence
that the high and increasing vulnerability of women to HIV/AIDS is due to gender-based social and
economic inequalities; sexual violence and inequality in access to prevention, education and
training. Low economic status among women and dependence on men contribute to their inability to
control the conditions such as condom use and multiple sexual partners. This shapes their risk of
HIV infection and their high infection rates compared to men. The purpose of this study therefore
was to investigate the impediments of women’s economic empowerment in mitigating their
vulnerability to HIV/AIDS in Lower Nyakach Division, Kisumu County. The study was carried out
to fulfill four objectives, to establish extent to which family status impedes women’s economic
empowerment in mitigating vulnerability to HIV/AIDS; to investigate how' economic status impedes
women’s economic empowerment in mitigating women’s vulnerability to HIV/AIDS; to examine
extent to which cultural factors impedes women’s economic empowerment in mitigating
vulnerability to HIV/AIDS and finally to assess how lack of sensitization and training impedes
women’s economic empowerment in mitigating vulnerability to HIV/AIDS. The study was limited
by the fact that diversity of cultural background made it difficult to generalize findings to women in
other parts of the country. The study was delimited by being confined to womenin Lower Nyakach
division. Literature was reviewed under the following sub themes: Family status and women’s
economic empowerment and vulnerability to HIV/AIDS, Economic status and vulnerability to
HIV/AIDS. Cultural factors and economic empowerment and vulnerability to HIV/AIDS and lastly
sensitization and training and economic empowerment and vulnerability to HIV/AIDS. The study
adopted the relevant theoretical and conceptual frameworks which guided the researcher in
determining variables. The descriptive design which involved qualitative and quantitative strategies
to data collection was employed. 13,018 households were targeted for the study; a sample of
208was identified using multi stage sampling method. Key informants were sampled purposively.
Data was collected through focus group discussions and questionnaires as the main research
instruments. The data was analyzed through frequencies and percentages presented in tables and
discussed as per the literature reviewed in chapter two. A cross sectional research design was used
to establish the findings and revealed that impediments to women’s economic empowerment have
contributed to vulnerability to HIV/AIDS. From the findings, 63.7% of the respondents reported
that men are the household leaders hence key decision makers. Low economic status was very
critical as it led to low level of education and knowledge. It was revealed that 51.7% of the
respondents earned below kshs 5,000 while only 11.9% earned above kshs 15,000. Such low
income rendered women powerless in negotiations for safe sex. 49.8% of the respondents reported
that men solely owned property while 17.4% reported that women owned property. The study also
revealed that negative cultural practices have subjected women to unsafe sexual behaviours. For
instance, 58.7% reported that men were the main decision makers in households. 60.2% reported
that condoms prevent HIV infection though they lack the final say on their use. The study concluded
that lowr economic status impedes economic empowerment hence vulnerability to HIV/AIDS.
Negative cultural practices subjected women to unsafe sexual practices. Low level of training and
sensitization contributed to women’s vulnerability to HIV/AIDS. The study recommended that
women should be economically empowered through income generating schemes, a participatory
approach to fight HIV/AIDS should be adopted and there is need for greater awareness regarding
the need of knowing ones HIV status.



CHAPTER ONE

INTRODUCTION

11 Background of the study

Women's economic empowerment is a key development goal in itself, as asserted in
international conventions and in the Millennium Development Goals (MDGs). There is also
evidence that promoting women’s economic empowerment can make a positive impact on the
response to H1V/AIDS. In some regions, obstacles posed by unequal access to market
information for example drive women into the informal economy with little access to social
protection. This situation in turn increases the vulnerability to HIV/AIDS and hampers

mitigation impacts (UNAIDS, 2010).

More than 30 million people are today living with HIV. Globally, women now
account for halfofall infections. Young women aged 15-25 are up to six times more likely
to be HIV positive than young men of the same age. This is because women and girls often
have less information about HIV and fewer resources to take preventive measures (Omutoko

and Wambugu, 2010).

Women economic empowerment is a prerequisite for sustainable development, pro-
poor growth and the achievement of all the MDGs. Economic empowerment increases
women's access to economic resources and opportunities including jobs, financial services,
property and other reproductive assets, skills development and market information. Women’s
economic empowerment is fundamental to strengthening women’s rights and enabling

women to have control over their lives and exert influence in society (Zoellick, 2010).

t

Ow nership of land and property empowers women and provides income and security.
Without resources such as land, women have limited say in household decision making, and
no recourse to the assets during crises. This often relates to other vulnerabilities such as

1



HIV/AIDS. When women can find decent jobs, they earn incomes and accumulate savings to
help themselves and their families. The pool of human resources, talents, and economic

contributions expand, spurring productivity and growth (UNIFEM, 2008).

The HIV/AIDS epidemic is often described as “feminized epidemic”. The term refers
to some features of the epidemiology, in that in many countries which are experiencing
generalized epidemics, the numbers of women infected are significantly higher than the
numbers of men. In most parts of Europe. North America, South America and Asia, the
greatest burden of infection is among men. However in Sub-Saharan African countries,
women now make up 57% of infections, with some 17 million women living with HIV at the

end of 2003(UNALDS, 2007).

In the United States, CDC (2009) statistics estimated that more than one million
people were living with HIV, and more shockingly, one in five (21%) of those people living
with HIV is unaware of their infection. However, despite increases in the total number of
people living with HIV in the US in the recent years, the annual number of new infections has
remained relatively stable. Though, new infections continue at far too high a level, with an
estimated 56.300 Americans becoming infected with HIV every year. It isestimated that
around 2.2 million people were living with HIV in Europe at the end of 2009. According to
the report, adult HIV prevalence was estimated to vary below 0.1% in parts of Central Europe

to above 1% in parts of the former Soviet Union(UNAIDS, 2010).

Most households in developing countries remain dependent on primitive agriculture.
The typical fate of women is a demanding combination of unpaid subsistence farming and
caring for an extended family. Beyond the rural economy, women’s livelihoods are
predominantly in low paid, temporary' and informal sectors. In Asia, there is a concentration
of women’s labor at the bottom of the production chain in factories, many offering poor

conditions of work. This pattern of occupational inequality stems from a culture of



discrimination which denies women access to the basic ingredients of economic status-

education. land and decent work (IFAD, 2003).

According to the UNDP Human Development Report, women in Sub-Saharan Africa
represent 52% of the total population, contribute approximately 75% of the agricultural work,
and produce 60 to 80% of the food. Yet they earn only 10% of African incomes and own just
1% of the continent s assets. These numbers indicate the tremendous challenges women face
on their road to equality. Despite efforts made by governments, NGOs and multilateral
development agencies, the majority of women in developing world are still relegated to micro
enterprises and informal tasks. Consequently, these women working in informal economies
are likely to have less access to basic health care services, financial capital, employee rights
and land ownership. However, there is wide consensus that investment in the economic

empowerment of women can and will help reverse these trends (UNDP, 2001)

The impact of socio-economic conditions in Africa such as poverty, poor health
services, ignorance, sexual violence and sexual conditioning on HIV exposure have spurred
the spread of the pandemic. The United Nations AIDS Control Programme (2010) observes
that there is a direct link between poverty and HIV and it forms a vicious circle in the
national response to the pandemic and increasing poverty levels continue to fuel the spread of
HIV. The pandemic itself exacerbates those levels in households and families with people
living with HIV/AIDS. Those who can afford costly anti-AIDS drugs treatment prolong their
lives, while the world's majority who are women, die in overwhelming numbers (Population

Bureau, 2000).

In Southern Africa, young women are almost an endangered species of AIDS due to
reasons such as lack of access to jobs and economic dependence on men and many may not
have the power to resist sex.Among girls and young women, aged 12 to 24, low wealth is

associated with earlier sexual debut, more sexual partners, lower likelihood of condom use, as



well as odds of non-consensual first female sexual experience and of having to trade sex for
money, goods and services. Where the woman controlled her own income, H1V/AIDS
prevalence rates were lower; but where her husband (or, infrequently, others) controlled her

income, HIVV/AIDS prevalence rates were higher (UNAIDS, 2009.)

In Northern Uganda.Circumstances of extreme poverty or conflict unquestionably fan
the flames of violence against women and other forms of vulnerability. For example, sex
trafficking flourishes in the region, where hardship weakens the natural bonds of family life,
already eroded by traditional attitudes towards women.Rape has been rampant and the extent

of such abuse may never be known, and perpetrators rarely called to account (IFAD, 2003)

There is no deny ing that Kenya has made great strides in fighting HI'VV/AIDS since the
first case was diagnosed in 1984.Still the World’s AIDS Day in2011 comes with some
disturbing data. The disease continues to have a hugely feminine face. Today, HIV/AIDS
prevalence among females aged 15-49 stands at 8%, compared to 5% for males in the same
age bracket. One of the reasons behind this is, female condom remains inaccessible due to its

high cost and limited number available for free in government hospitals (Odinga, 2011).

The Human Development Report for Kenya 2001 indicates that women in Kenya are
more likely to be unemployed than men and even when they are employed; they earn less
than men on average. Thus a combination of high level of poverty and the HIV/AIDS
pandemic exerts an immeasurable toll on women.Nyanza region in particular records the
highest number of women infected with HIVV/AIDS. Some of the reasons behind this include
cultural practices such as widow inheritance and the denial of their fundamental rights to

property ownership which make women suffer adversely from poverty, violence and disease
(National Aids Control Council. 2010). Lower Nyakach.one of the Divisions in Nyanza

province may notbe an exception. Women have less access than men to resources and limited

enjoyment of socially valued goods, opportunities and rewards. The inferior position of
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women in society especially within marriage is a major issue of concern in the Division.
Traditional ownership and inheritance patterns continue to marginalize women and girls and
prevent them from having access to and gaining control of productive resources such as land.
In addition, the traditional division of labor overburdens women and blocks them from

positions of power and influence (Nyando District Development Plan, 2010).

It is against this backdrop that this research endeavors to contribute to an intellectual
understanding of impediments to women’s economic empowerment in mitigating their

vulnerability toHIV/AIDS in Lower Nyakach Division.

12 Statement of the problem

Women's economic status and HIV/AIDS have been linked in a cause and effect
relationship (UNAIDS, 2010), which leads to the assumption that by improving women’s
economic status, it is possible to reduce HIV/AIDS. While this is a reasonable assumption,
this may not have beenstudied in Lower Nyakach Division, especially in relation to economic
development initiatives directed towards reducing vulnerability among women. The Kenya
IntegratedHousehold Budget Survey (KIHBS, 2008) collected detailed information, revealed
higher incidences of illness among female in Western and Nyanza regions which leads to low

income generation since few women would engage in productive activities.

Families headed by females may use sexual networking in order to satisfy family
needs and this exposes them to the risk of contracting HIV/AIDS. Number of dependents in a
family may increase vulnerability to HIV/AIDS because if the number is so big that the
family cannot take care of then it calls for sending others to other relatives and in cases where
they are school going then they are forced to drop out of school and this contributes
negatively on the children especially girls who may be subjected to early marriage hence
exposure to the risky environment. Women who are not economically empowered may not

determine the number of children that they wish to have because of their low bargaining

5



power in the family. In terms of division of labor, women in rural areas have the burden of
fetching water, cutting firewood, going to the farm, taking care of the children and preparing

family meals. This leaves them with very little time to take part in productive activities.

Low economic status increases vulnerability to HIV/AIDS because women, who are
not economically empowered, suffer the greatest burden of sexual ill health. When they
depend on men for their economic security, they are less able to demand safer sex fearing
abandonment and violence. Cultural factors also influence women’s vulnerability to
HIV/AIDS because women's property rights are limited by norms and customs, hampering
their economic empowerment. Cultural practices such as widow inheritance have increased
women's vulnerability because widows have no rights to choose whetherthey want to be
inherited or not. Roles and responsibilities are also determined traditionally and in many
cases, women are assigned roles that confine them to their homes and are not economically
productive. This contributes to the risk of HIV infection since economic powerlessness

motivates their participation in risky sexual practices.

Sensitization and training increases women’s knowledge and awareness concerning
preventive measures against HIV related infections. Lack of awareness has made women
remain behind in anti AIDS campaigns. Further, stigma and fear of discrimination as a result

of misconceptions has also increased women's vulnerability.

Evaluations of economic empowerment programs have tended to focus on measuring
conventional financial indicators such as poverty targets or financial sustainability measures
(USAIDS, 2008). However,up to date not much has been done in evaluating impediments to
women's economic empowerment. There may be other indicators other than low economic
status that contribute to women’s vulnerability. Therefore, it was necessary to investigate and
determine impediments to women’s economic empowerment to reduce their vulnerability to
HIV/AIDS in Lower Nyakach Division, Kisumu County.

6



1.3 Purpose of the study

The purpose of this study was to establish impediments to women’s economic
empowerment to reduce their vulnerability to HIV/AIDS in Lower Nyakach Division,

Kisumu County.
1.4 Obijectives of the study
The objectives of this study were:

1 To establish the extent to which family status impedes women's economic

empowerment in mitigating vulnerability to HIV/AIDS in Lower Nyakach Division.

2. To investigate how economic status impedeswomen’s economic empowerment in

mitigating vulnerability to HIV/AIDS in Lower Nyakach Division.

3. To examine the extent to which cultural factors impede women’s economic

empowerment in mitigating vulnerability to HIV/AIDS Lower Nyakach Division.

4. To assess how sensitization and training impede women’s economic empowerment in

mitigating vulnerability to HIV/AIDS in Lower Nyakach Division.
1.5 Research questions

Ihe study sought to establish answers to the following questions concerning

impediments to women’s economic empowerment in mitigating vulnerability to HIV/AIDS.

I. To what extent does family status impede women’s economic empowerment in

mitigating vulnerability to HIV/AIDS in Lower Nyakach Division?

2. Does economic status of women impede economic empowerment in mitigating

vulnerability to HIV/AIDS in Lower Nyakach Division?



3. To what extent do cultural factors impede women's economic empowerment in

mitigating vulnerability to HIV/AIDS in Lower Nyakach Division?

4. How does sensitization and training impede women’s economic empowerment in

mitigating vulnerability to HIV/AIDS in Lower Nyakach Division?

16 Significance of the study

The study was to generate data and informationthat may be useful for planning and
decision making at the levels of government, financial institutions, NGOs and community to
bring about improved strategy for promoting women’s economic empowerment that may

contribute to positive impact on the response to HIV/AIDS.

Secondly, the findings and recommendations of the study may be useful to the government
and community to base their decisions and actions on knowledge on issues of improved
economic empowerment of women; this wouldbe attributed to the fact that the economic

empowerment of women has been low hence high vulnerability to HIVV/AIDS.

Thirdly the studywould open gaps for further research on how lower economic status is a

dimension of women’s vulnerability to HIV/AIDS.

Lastly, the findings from the study may add to existing knowledge on factors that hinder
women'seconomic empowerment in alleviating their vulnerability to HIV/AIDS. Again, the
research findings may benefit both the ministries of Gender, Children and Social
Development and Public Health on what guidelines and practices are appropriate for the

women in Lower Nyakach Division.

1.7 Basic assumptions of the study

In this study, the researcher assumedthat the sample size chosen was a representative

of the target population of the study. It was assumed that the chosen respondents were willing
8



to participate in the study and responses given were alsoassumed to be to the best of their

knowledge.

1.8 Limitations of the study

The diversity of cultural background made it difficult to generalize findings of the
research to other women in other parts of the country. Secondly, given that not all women
were literate enough to understand English language, comprehending and answering the
questions in the questionnaire posed a challenge to them. However, when such a case arose,
the researcher translated the questions from English to the local language (Luo) and also
translated the responses to English. The other limitation arose from the spouses of the
respondents. Given that women were the main respondents of the study; their spouses looked
at the process with suspicion due to the fact that some of the questions in the guestionnaire
touched on control of household resources and decision making. However, the researcher

made clear the intention of the research and did not force anyone into taking part.

1.9 Delimitations of the study

The study was carried out in Lower Nyakach Division in Kisumu County. This is a
rural area in Kenya located 40 kilometers South West of Kisumu town. The rationale of
choosing this Division was because some of the locations found within it neighbor Miriu and
Nyando Rivers and hydropower generating company which was an indication of economic

activities taking place.

The study was delimited to women as the main target group sincewomen have less
access than men to resources and limited enjoyment of socially valued goods, opportunities
and rewards. Traditional ownership and inheritance patterns continue to marginalize women
and girls and prevent them from having access to and gaining control of productive resources

such as land (Nyando District development plan 2010). Since this is a social science study, it



was restricted to the descriptive survey design appropriate in collecting information on
opinions, perception and experience of the respondents. The study was also delimited to
questionnaires and focus group discussions to address possible cases of semi-literate

respondents who were encountered in the field.

1.10 Definition of significant terms used in the study

Impediments: refers to the factors that cause hindrance towards achievement of a particular
goal

Women’s economic empowerment: refers to the recognition that women legitimately have
the ability to and should individually and collectively have access to economic
resources.

Vulnerability: refers to the exposure or being at risk of contracting HIV.

Cultural factors: refers to a community’s lifestyle which involves elements of tradition,
taboos, roles and responsibilities.

Family status: refers to the composition of the household in terms of marital status, head of

household and number of dependents.

111 Organization of the study

The study was organized into five chapters. Chapter one divided into the following
sections: Background of the study, statement of the problem, purpose of the study, objectives
of the study, research questions, the significance of the study, basic assumptions, limitations,
delimitations, definition of significant terms used in the study and the last part of chapter one
was organization of the study. Chapter two contains literature review: the general literature
and empirical literature related to the area of study. Chapter three presented a detailed
research methodology that were to be used in conducting the study and this includes: area of
the study, target population, sample and sampling procedure, research design, research

instruments, pilot testing of research instruments, validity of research instruments, reliability
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of the instruments, data collection procedures, data analysis techniques and ethical
considerations. Chapter four presented data analysis, presentation, interpretation and
discussion by objective which included demographic characteristics of respondents which
was blended with the first objective of family status and women economic empowerment in
mitigating vulnerability to HIV/AIDS, economic status and women’s economic
empowerment in mitigating vulnerability to HIV/AIDS, cultural factors and women’s
economic empowerment in mitigating vulnerability to HIV/AIDS and lastly, training and
sensitization and women's economic empowerment in mitigating vulnerability to HIV/AIDS.
finally chapter live presented the summary of major findings, conclusion, recommendations

pre objective, recommendations for further research and contribution to the existing

knowledge.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

Inthis chapter, the researcher reviewed literature related to impediments to women’s
economic empowerment to mitigate their vulnerability to HIV/AIDS in Lower Nyakach
Division. The review was conceptualized under the objectives of the study and focused
mainly on: family status and women’s economic empowerment in mitigating vulnerability to
HIV/AIDS, economic status and women’s economic empowerment in mitigating
vulnerability to HIV/AIDS, cultural factors and women's economic empowerment in
mitigating vulnerability to HIV/AIDS and lastly training and sensitization and economic

empowerment in mitigating vulnerability to HIV/AIDS.

2.2Family status and women’s economic empowerment and vulnerability to HIV/AIDS

It is estimated that up to one third of households in developing countries have women
as sole providers. Breaking this cycle will require not only greatly increased investments and
more effective HIV prevention and care but also effective measures to combat poverty
(Population Reference Bureau, 2000).

Female-headed families use sexual networking as an economic strategy as these
women lack other avenues of earning income they could use to sustain themselves and their
families. The women usually have multiple partners to gain access to resources that they do
not command themselves because of entrenched gender discrimination in gaining access to
education, to credit, and to the formal economy. Women living in poverty may adopt
behaviors that expose them to HIV infection, including the exchange of sexual favours for
food, shelter, or money or support for themselves and their families. Sexual networking is not
seen as a pleasure-seeking experience and reducing the number of one's partners is not only a

question of exerting self-control (Heise & Elias, 1995).
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Most often when a poor household is faced with chronic HIV/ AIDS morbidity, their
pre-emptive strategies include: seeking employment locally or to migrate in search of greener
pastures; changing farming methods; adopting labor saving techniques or leaning on family
or the community for support. However as time passes and this range of coping strategies is
exhausted, families are forced to adopt other coping strategies which not only carry a higher
impact (negative) on household resources but also provide temporary or inadequate relief and
prove to be unsustainable. Such include spending less on children's education or de-
registering them from school: using up of savings to cover the cost of treatment and care;
breaking down of household cohesion as some family members may be sent to live with
relatives or borrowing from formal or informal sources of credit. In due course, families
forced to either depend on charity or distress migration to ensure survival (Sonia, 2000).

Families affected with HIV/AIDS suffer loss of assets, decreased income and
productivecapacity, labor shortages, increased healthcare costs, and changing
expenditurepatterns. The social impact involves increased food insecurity, decreased school
access, increased work burden on children as well as changes in household structure and
composition, life expectancy,increased burden of care, losses and shifts in community
support, and social isolation.Rural households, poor households, the elderly, womenand
children suffer the most from the impact, particularly in terms of loss of assets.decreased
nutrition and education.The emergence of HIV/AIDS orphans has an effect on other
households in thecommunity or extended family as well; straining household income and
productivecapacity of the extended families who suffer some of the impact of the death
ofparents. Elderly relatives tend to serve as surrogateparents and, according to evidence from
Asia and southernAfrica, care givers as adult persons with AIDS often move back to their
families andcommunities of origin, which impacts negatively on their welfareand health

(Agyarko & Kowal. 2000).



Traditional community and extended family resources are stretched beyond
theircapacity by rapidly growing HI V/AIDS orphans, whilst at the same time the labor supply
shrinks and fewer teachers and health workers are available.Extended families that are
overstretched by a large number of H1V/ALDS orphanshave led to the emergence of child-
headed households. Increasingly therefore.orphans are cared for by the elderly or the very
young.These child-headed households are characterised by high mortality rates of
AlIDSorphans, food insecurity and low school enrolment, as well asmalnutrition, lack of
immunizations or health care, increased demands for labor.lack of schooling, loss of
inheritance, forced migration, homelessness, vagrancy,starvation, crime and exposure to
HIV/AIDS infection. Maternal orphansareparticularly affected, although in rural areas where
widows oftenlose their land, paternal orphans are also at risk of rapid impoverishment.
Generally.rural children living on farms sutler most acutely from HIV/AIDS in the
community.due to higher labor migration, greater involvement in production, diminished
skillstransfer from the parents, reduced schooling opportunities and higher food
insecurity.Evidence from Southern Africa shows that the impact of the HIVV/AIDS pandemic
isalso not gender-neutral, as women suffer disproportionate amount. Elderlywomen are the
main foster parents of maternal orphans. AIDS widows in rural areas often lose their access
to land, labor.inputs, credit and support services; stigmatization of widows can alienate them
fromthe extended family and the community and femalecommercial sex workers are
particularly vulnerable to HIV/AIDS (Ayieko, 1997).

Households with adult female infections experience lower birth rates and higher
infant and child mortality rates. In households where a parent or both parents haveAlDS, the
likelihood is that fewer children will be born and a significant proportion ofthose who are
will die very young. Inevitably this means that the personnel of thehousehold are not
reproduced and neither are the life-ways and traditions of that household (Barnet and

Whiteside, 2002).
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Deaths in individual households have implications for other households because
oftheir  interdependence. Rugalema (1999) shows how coping  mechanisms
becomeincreasingly weakened as more households in a community are affected
andcommunal support networks are less and less able to cope.lt has been argued by some that
an entity called “the extended family” will absorb theorphans and destitute created through
AIDS related mortality. This view has beenheard from people ranging through senior policy
makers in international agencies topoliticians in Africa and Asia and people in local
communities. It is now heard less asthe full effects of the epidemic become apparent. The
reasons for this are the extended family is variable; it is dynamic and can become more or
lessextended depending on resource availability. Affectedhouseholds will try to adapt. One
way in which they do this is by changingtheir composition. Family status determines how
women reduce their vulnerability to HIV/AIDS. This research therefore attempted to fill the
gap of establishing the family based factors and women’s vulnerability to HIV/AIDS in
Lower Nyakach.

2.3. Economic status and women’s empowerment and vulnerability to HIV/AIDS.

Studies by Whiteside (2002)have linked HIV/AIDS and low economic status,
suggesting that HIV infection is concentrated within sections of society with the lowest
economic status. Many reasons have been given for this link, including lack of access to
education, healthcare and income. It is possible to conceptualize the direct effects of these
deficiencies as it relates to HIV infection: without education, there is less knowledge about
HIV transmission and protection, without healthcare, there is no way to know one’s status,
and without income it is difficult to purchase contraceptives. But understanding the impact of
low economic status on these proximal factors related directly to individual behaviour does
not provide the entire picture. Economic status affects and reflects where one lives, what one

docs fora living, and the power one has in relationships (Kate, 2007).
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Mabala (2006), in his discussion of vulnerability to HIV infection, shows that low
economic status can make it difficult to avoid, mitigate the effects of, or live unsafe
relationships, and can cause individuals to feel unsafe in their communities. As well, statistics
have sho\sn that people (especially women) of loweconomic status are more likely to
experience coerced sex, or exchange sex for money, gifts, food and shelter.The
increasedeconomic burdens on AlDS-affected households can often force girls to provide
forthemselves and their families by engaging in relationships that might heighten their risk of
HIV infection. The economic pressures that lead to vulnerability is felt still more acutely

amongadolescents, especially those without parents.

A lot of women's economic work is not accounted for by the national economic
statistics since a great deal of women’s work does not take place in large market oriented
formal sectorestablishments. Majority of women's economic activities are mainly in the
informal sector. More women are involved in food processing and clothing industries as well
as in agro-processing, weaving, embroidery and street hawking at the bottom levels

(Blackden and Bhanu. 1999).

Women who are vulnerable to HIV/AIDS are the world’s poorest. Low economic
status is a ke> ally in the spread of HIV/AIDS. The UNAIDS report asserts that despite
women’s higher biological vulnerability, other factors such as the legal, social and economic
disadvantages faced by women in most societies greatly increase their HIV vulnerability

(UNAIDS, 2004).

Though HIV is not confined to the economically disadvantaged only, economic
instability has contributed to its spread by creating yet another situation of vulnerability. The
overwhelming majority of about 94 percent of all people living with HIV/AIDS at the end of
2000 were found in the less developed regions where a large proportion of the populations

were women. Sub-Saharan Africa bears a disproportionate burden of the epidemic. The
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region is home to 70% of the world’s adults living with HIV/ AIDS. In what has emerged as
a vicious cycle, HIV/ AIDS deepen the instability of households and nations, and thisfavours
the spread of the virus. With few financial assets, the poor are often politically and socially
marginalized and often have limited access to healthcare infonnation and services

(Population Reference Bureau, 2000).

Despite numerous policies since independence, economic inequality still remains
widespread in Kenya, afflicting proportionately more women than men. The national Poverty
rate estimated at 52.3% in 1997 had increased to 56.8% by 2000 with wide regional
disparities. The most affected regions are Nyanza and North Eastern. Female headed
households constitute a higher proportion of the poor both in the rural (54.1% vis-a-vis 52.5%
for male heads) and urban areas (63.0% vis-a-vis 45.9%).In general, the female headed
households are economically disadvantaged than the male headed households(Welfare

Monitoring Survey, 1997).

When women have economic power-defined as control of income and capital-they
gain more equality and control over their own lives. The high and growing incidence of AIDS
highlights women’s lack of power over their own sexuality. Because of economic reasons,
many women teel unable to refuse the sexual advances of partners even if they know they
risk infection. This has also pushed some young women between the ages of 15 and 25 into
sex work, and many new cases are being reported from this group. In 1992, HIV prevalence
rates of 15 to 20% were reported for female sex workers in Nigeria (Takyiwaa. 1998).
Women in Kenya are more likely to be unemployed than men and even when they are
employed; they earn less than men on average. Women are mainly found in the rural and
informal sectors of the economy and other low-income occupations such as basket weaving
and dress making. Lack of opportunity is typified by lack of access labor markets,

employment opportunities and lack of access to productive resources. In the formal labor
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market in Kenya, women constitute only 29% of total labor force. The majority of women
employed in the modern sector (about 58%) work in the service industry. Further analysis
also shows that even in the service industry, especially in the public sector, it is 'men heavy'
at the top, whereas women occupy the lower cadres (Human Development Report for Kenya,
2001). Women employment in Kenya is still characterized by low productivity, low pay and
long hours of work. This is partly due to disproportionate high amount of time spent on
unpaid work and inadequate access to economic opportunities. Unemployment is also higher
for women than for men. Estimates for the late 1990s show that the overall urban

unemployment was about 25 percent, with female being 38 percent (Manda, 2002).

A combination of low levels of income and cost sharing in the provision of healthcare
means that majority of Kenyans have no access to Medicare, thus shifting the burden of care
to women who take over from hospitals and other healthcare providers. Therefore, while cost
sharing in the healthcare sector may have succeeded in reducing the cost to the government,
the burden has simply been passed over to women. This combination exerts an immeasurable
toll on women in two ways. First, women have to take time off from other productive work to
take care of the sick. Secondly, this increases their vulnerability to the scourge through their
reproductive function. The increasing number of HIV/AIDS cases and the resultant number
ol widows and orphans has increased women’s workload and their financial responsibilities

significantly (USAID, 2000).

Women's lack of access to basic health care are symptomatic of greater susceptibility
to HIV exposure. From this perspective, HIV becomes not only a particularly harsh sexually
transmitted disease but also an economically determined one (Heise and Elias, 1995). Their
economic status also increases the likelihood of marrying early and to older men so as to
uplift their standard of living. They may see this as an avenue of improving their lot or what

is referred to as social mobility. Young women (14-24 years) from low-income families are



particularly vulnerable to the men called —Sugar daddies who offer money and gifts. These
younger women are documented as the most infected compared to older women -50 year olds

(UNAIDS, 2004).

Overall, the neglect of women’s needs and rights undermines the potential of entire
communities to grow and develop. Economic powerlessness is therefore deeply rooted in the
glaring imbalance between what women do and what they have - in terms of both assets and
rights. As women’s status increases, so do the benefits to society. Studies have shown, for
instance, that the major contributing factor to improved child nutrition is women's economic
status, particularly their educational levels. In addition, the countries that have closed the
gender gap in education the fastest have experienced the fastest economic growth(IFAD,

2003).

From the literature, it is evident that low economic status factor is connected to
women’s vulnerability to HIV/ALDS. The researcher therefore carried out a research in
Lower Nyakach Division to determine whether low economic status hinders women's fight

against HIV/AIDS pandemic.

2.4. Culture and women’s economic empowerment and vulnerabilityto HIV/AIDS

Some cultural practices are perceived to be the main causes of the spread of HIV
especially where women are concerned and the main challenge in prevention is the limited
understanding of the social context of HIV. Cultural beliefs and practices relating to fertility
and sexuality may represent significant barriers to the adoption of HIV prevention strategies
by women. Cultural values undoubtedly shape behaviour central to the AIDS epidemic. It is
also important to note that there are positive attributes of culture that can be identified and
harnessed. Some values and beliefs regarding the sexual behaviour of women and men
influence the balance of power in sexual decision making - many cultural factors enhance

women's vulnerability to STIs and HIV and are incompatible with attitudes, knowledge,
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skills and a sense of efficacy necessary for women to negotiate and practice safe

sexualbehaviour (Weiss&Gupta, 1993).

There are a number of factors that make culture a key ally to the spread of HIV/AIDS
where women are concerned. There is a cultural expectation that —good women don't know
about sex. Gender determines how and what men and women are expected to know about
sexual matters and sexual behaviours. These norms prevent women from being
knowledgeable about their bodies, sexuality, STI and HIV prevention. This then constrains
women from making informed decisions about their sexual behaviour and sexual health

(UNAIDS, 1999).

In many cultures women accept itching, burning, discharge, discomfort, and
abdominal and back pain as an inevitable part of womanhood. Also some traditional norms of
virginity elevate ignorance about sex to being a sign of purity, yet boys are expected to be
more knowledgeable and experienced. Young girls have no forum (except probably school)
where they can inquire about sexuality. The assumption is that if they were given information
they would definitely indulge in the sexual act. Virgins are even more in danger today
because of the myth that prevails that if a man is HIV positive and have sexual relations with

virgin changes his HIV status to being negative from positive (Weiss and Gupta, 1993).

The sexual communication taboo inhibits open discussion about sexual issues both
between partners and between parents and children. Openly discussing sexuality is seen as
encouraging promiscuity and is viewed as a violation of traditional values and cultural
practices. The inability of families to discuss sexual behaviour within the family may lead to
discomfort and inability to discuss sexual histories with prospective partners. Family patterns
laid down within the family during childhood work to the disadvantage of women who may
not know what questions to ask prospective partners or the most effective methods of

protection against HIV/AIDS (Rankin, 2005).



Attitudes and practices relating to sexuality may make women more vulnerable to
HIV infection. This is because it is culturally acceptable for a man to have pre-marital sexual
relationships and extramarital relationships that are socially sanctioned and common for men.
A recent study done in Kenya to determine the modes of HIV transmission confirms that the
determinants of HIV epidemic are strongly associated with culture mainly male circumcision
and societal acceptance of concurrent/multiple partners. Even when there are calls for
monogamy, they do not make sense because many women are monogamous but their
sexualpartners are not (National AIDS Control Council, 2009: V). Heise and Elias (1995)
point out that a number of campaigns tell women to stick to their partners and to love
faithfully give women a mistaken impression that if they remain monogamous, they will be

safe from H1V/AIDS.

Many cultures allow for double standards that give men the license to be sexually
adventurous while restricting female sexuality. The call for monogamy is unlikely to be
heeded because polygamy is widely accepted in many African societies. HIV prevalence in
those who are in polygamous unions in Kenya is also said to be high at 13 percent compared
to those who are in non-polygamous unions at 6 percent. AIDS prevention programmes do
not address this aspect of double standards but leave women in this situation without
adequate information or skills to protect themselves from infection (Susser, 2000).
There is also the tendency for young women between the ages 15-24 to be partnered with
older men and this increases the likelihood that they will be exposed to HIV/AIDS. This age
gap is likely to increase as older men seek out younger and younger partners in the hope of
avoiding AIDS (Heise & Elias, 1995). These older men are likely to have had other partners
and may be infected themselves. Practices such as, body tattooing and piercing, use of
unsterilized instruments in child birth, female genital cutting, male circumcision, surgery,
wife sharing, wife inheritance, ritual cleansing, early marriages and also nutritional taboos

are known to fuel the spread of HIV (Futures Group Europe, 2005: V).
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It has been documented that Female genital cutting is particularly widespread in sub-
Saharan Africa and is associated with infections, complications in pregnancy and urination
and psychological problems (Futures group, 2005: v).The preference for male children and
preferential treatment of the male child often results in the female child being undernourished
overworked and being subjected to early marriage.
If a young woman is exposed to HIV before genital maturation she may face a greatly
augmented likelihood of HIV infection. This dynamic may account for the very high
incidence of clinical AIDS among young women that are found in areas where sexual
initiation with older men occurs at a very early age (Heise and Elias, 1995).
It was observed in a 2006 study by UNAIDS in Kisumu. Kenya, an area that is documented
as the epicentre of HIV/AIDS in Kenya, that the fact that girls having early sex with older
men correlated strongly with a higher risk of HIV, and traditional early sexual initiation and
early marriages was seen to contribute to the dramatic spread of the virus. Girls who married
early were sexually active by the age of 15 and it is reported that 50% girls in Kenya
according to the UNAIDS study have had sex by 18 years of age, 20% premarital and 25%
are pregnant by the time they are 18 years. The prevalence rate of HIV for girls in the
Kisumu region is as high as 30 percent. Young girls face a number of problems where their
reproductive health isconcerned; they are disadvantaged because they are deliberately given
limited knowledge about modern contraceptives and minimal information about the use of
condoms and lack parental guidance, they may also not get access to STI/ARV therapy in
health centres because they are ridiculed by health workers since they are purported to know
too much and that is why they are in trouble. The expectation is that they should not be

knowledgeable (UNAIDS, 2006a).

Children are also viewed as a source of labour for the family and also a source of
security for the parents in their old age. To provide women exclusively with HIV prevention

methods that contradict the fertility norm of most societies is to provide women with no
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options at all (Weiss&Gupta, 1993). A childless woman faces the risk of rejection from her
husband, family and kin. The choice of women is in a dilemma because it is the choice
between disease prevention and fulfiliment of their reproductive role and also how to handle
the mother-to-child prevention of HIV. Women are known to bear the brunt of HIV
transmission even when it is universally known that it is men who are likely to have multiple
partners. Mothers tend to suffer blame and stigma when their infants or young adults become
HIV infected. Many women do not want to be tested because of the stigma and the
difficulties they would face such as partner rejection and psychological stress as a result of
the diagnosis. Men and women experience stigma differently. In most cultures women are
usually seen as the infectors as opposed to men who may be HIV positive and not diagnosed
yet. The woman may have been discovered to have HIV before the man because of antenatal

clinics, where mothers to be are tested for HIV (UNAIDS, 2004a).

Though women have the potential to be more efficient, they lack the complementary
inputs (capital) that would increase their productivity. Furthermore, women have insecure
tenancy rights; they cultivate the land that they do not own and in the event of divorce or the
death of spouse women become extremely vulnerable. The inaccessibly to a land title limits
women's access to credit in the formal markets. This leaves them trapped in a vicious circle
of poverty thus increasing their vulnerability to HIV/AIDS as they try to fend for themselves
(Were, 2003). Other studies have concluded that when women farmers have direct access to
knowledge and technologies, crop yields increase significantly. A World Bank review found
that 74 percent of 54completed agricultural projects with gender-related action were rated
satisfactory for overall outcome, compared with 65 per cent for the 81 projects with no
gender-related action. An often-quoted study estimated that a specific project focus on gender
increased agricultural productivity and output by more than 20 per cent. Data also reveal that

HIV infection rates are higher where gender gaps in literacy are larger (IFAD, 2003).



Belief is an element of culture. There is a widespread belief that African traditional
healers have the ability to cure HIV/AIDS. A belief that is deeply entrenched is the actively
propagated message by the traditional healers in which they claim to have the ability to cure
AIDS. A study found that some respondents believed that the African potato is a cure for
AIDS. As mentioned earlier, the most debilitating of all is the belief that sleeping with virgin

cures AIDS (Van Rensburg, 2002).

While the scale of these myths and beliefs has not been established, their contribution
to the spread of the HIV pandemic, however big or small, cannot be ignored. Therefore there
was need to carry out the research in Lower Nyakach to find out if the same traditions, taboos
and myths prevail in the area and suggest recommendations that may help women alleviate

HIV/AIDS vulnerability.

2.5 Sensitization, training and women’s economic empowerment and vulnerability to

HIV/AIDS.

Women's lack of general education and access to information also applies to
sexuality. Women have scanty information about their bodies, pregnancy, contraception and
STIs. The lack of knowledge is supported by cultural norms that dictate that good women
should not know anything about sex or the functioning of their sexual reproductive organs.
Lack of information also limits the women’s ability to identify abnormal gynaecological

symptoms that could signify sexually transmitted infections (Futures group, 2005).

In much of sub-Saharan Africa, knowledge about HIV transmission is still sparse and
women are generally less informed about HIV than men. This is more so inthe in rural areas
than in urban areas. Young women in surveys carried out lacked comprehensive knowledge
about HIV and young men were likely to have correct information about HIV. There is a
need for knowledge, communication and interventions about HIV/AIDS to go beyond raising

general awareness (NASCOP. 2009).
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It has been noted that there is lack of access to clear, factual HIV prevention
information and to HIV testing, counseling and related services, in an environment that is
safe for confidential testing and voluntary disclosure of HIV status. It is common knowledge
that few women are even aware that prevention technologies such as the female condom
exists and even if they knew that they existed they would not be able to afford them and
neither would they be available. Female condoms are said to be effective in preventing
pregnancy and Sl I including HIV prevention. Very few women are even aware that
microbicides are being developed as a prevention technology that they could control so that
they are not at the mercy of their partners at all times especially when they know that their
partners have multiple partners. The Intensifying HIV Prevention Policy Position Paper states
that: —HIV prevention programmes must be differentiated and locally adapted to the relevant
epidemiological, economic, social and cultural contexts in which they are implemented.
Adapting messages to the specific group under study is vital because if messages are not

targeted, chances of the messages being fruitless are high (UN AIDS, 2005a).

Research has shown that many H1V/AIDS messages usually designed to change
behaviour and reduce the risk of HIV transmission have been aimed generally at the whole
population of male and female alike. In other words these —messages are —gender-neutral.
These messages have failed to take into account the specific needs of women and girls and
the olten difficult reality of their daily lives. The result is that we have targeted the symptoms
of the pandemic rather than the underlying causes and the consequences of this failure have

been catastrophic (UNAIDS, 2004a).

The UNAIDS (2006) report notes that 25 years after the epidemic was first
recognized most people at high risk of HIV infection have yet to be reached by HIV
prevention, as many policy makers are not implementing approaches that have been shown to

work. Due to the fact that women have a secondary status, their educational levels and



literacy rates are low and therefore they are reached less effectively by anti-AIDS campaigns
relying on printed materials such as pamphlets, posters, and brochures. Women have less
access to radio and TV. The Kenya National HIV/AIDS Strategic Plan (2005/6-2009/10) has
observed that there is a need to use prevention strategies that adapt to the language and
situation ofa given group. There are misconceptions that it‘s not worth investing in educating
a girl child because she will soon (14-18 years) be married off and educating her would be
wasting resources which should rather be invested in a boy child who culture dictates will
remain with the family. Keeping girls at school for a longer period is one of the strategies that
are viable as this raises the status of the girl child and protects her from early marriage. When
young women go to school they become more knowledgeable about their bodies and
sexuality since this is taught in schools and they also become more economically empowered
later on by getting employment in the job sector (UNA1DS, 2004). Studies done in Kenya
and other sub-Saharan regions indicate that educational attainment has a strong effect on
health behaviours and attitudes. Data reveal that in Kenya the proportion of illiterate women
is double that of men. 14 percent of Kenyan women age 15-49 cannot read at all compared to
7 percent of men in the same age group. This also implies that information access increases

with educational attainment and wealth quintile for both men and women (KDHS, 2010).

HIV stigma and the resulting actual or feared discrimination based on lack of enough
knowledge and misconceptions have proven to be the most difficult obstacles to effective
HIV prevention. It has been observed that both stigma and discrimination reduce the efforts
to control the global epidemic and create an ideal climate for further spread of HIV. HIV
stigma emanates from fears and associations of AIDS with sex, disease, death and taboo
behaviours that may be illegal, forbidden such as pre and extramarital sex and sex work.
Stigma also accrues from inadequate awareness and knowledge about HIV that can lead to

violence and abuse against certain people and groups. Stigma is further ameliorated by
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existing prejudices and patterns of exclusion further marginalizes people who are already

vulnerable to HIV infection (UNAIDS, 2005a).

Gender sensitive approaches are key to designing prevention programmes that seek to
increase women’s access to information and services. Gender sensitive approaches recognize:
That women and men have different prevention, care and support needs and therefore
approaches that are suitable should be explored. Examples of possible approaches are
diagnosing, and treating sexually transmitted infections that should be integrated with family
planning/reproductive health clinics, and promoting female-controlled preventive tools such
as female condoms and microbicides. That AIDS literature is characterised by the invisibility
of women and women have been ignored for a long time by AIDS education and prevention
campaigns and the absence of —awareness and/or concern for women as potential sufferers

of AIDS (Cline and McKenzie, 1996).

Since knowledge is power and empowerment means having a good information base,
there was need to investigate the level of sensitization and training of women in lower

Nyakach division and how they influence their vulnerability to HIV/AIDS.

2.6 Theoretical Framework

The study employed economic empowerment theory as propounded by Blumberg
which states that enhancing women's economic empowerment comes close to being a ‘magic
potion’ that boosts gender equality and the wealth and well- being of nations (Blumberg,
1984). This argument flows from Blumberg’s general theory of gender and stratification
(Blumberg. 2004b) and his theory of gender and development (Blumberg. 1988). In both
theories, he posits that women’s economic power relative to men is the most important of the
many factors affecting the level of gender stratification in a given society at a point in history.
He makes a theory-guided case that women with economic power-defined as control of

income and other key economic resources like land and animals gain more equality and
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control over their own lives while also contributing directly to their children’s nutrition,
health, education and thereby indirectly to their nation’s wealth and income growth
(Blumberg, 1984). With control of income, women also gain self-confidence which helps
them to obtain ‘voice and vote’ in household decisions such as domestic well-being
decisions. Women tend to use income clout for more equitable decisions about sons and
daughters’ diet, education and health; economic decisions such as acquiring, allocating and
selling assets and facility decisions. They also gain freedom of movement. Further, economic
power also leads to influence by women in community affairs and ultimately, more protection
from male violence. Women who control their own income have fewer children and the

fertility rate is inversely related to national income growth (Hess, 1998).

In adopting economic empowerment theory for this study, the researcher did not fail
to recognize the limitation of this theory. The theory does not take into consideration the
external factors that impede the economic empowerment of women such cultural beliefs and
family status. These impediments are rarely discussed because there is an assumption that

people are equal.



2.7 Conceptual Framework

This section describes the perceived conceptual framework:

Fig 1.1 Conceptual Framework



From the framework, the independent variable is the factor that is measured,
manipulated or selected by the researcher to determine its influence on women’s vulnerability
to HIV/AIDS; it may be called factor and its variation levels. It is presumed to cause changes
to occur in another variable hence it is a causal variable (Kenny and Baron, 1986). Therefore
independent variables include: family status, economic factors, cultural factors and
sensitization and training. Families headed by females may use sexual networking in order to
satisfy family needs and this exposes them to the risk of contracting HIV/AIDS. Number of
dependents in a family may increase vulnerability because if the number is so big that the
family cannot take care of then it calls for selling family assets, sending other dependents to
other relatives and in cases where they are school going then they are forced to drop out of
school and mostly women do not determine the number of children that they wish to have.In
terms of division of labor, women in rural areas have the burden of fetching water, cutting
firewood, going to the farm, taking care of the children and preparing family meals. This
leaves them with very little time to take part in productive activities. Low economic status
increases vulnerability to HIV/AIDS because women, who are not economically empowered,
suffer the greatest burden of sexual ill health. Such women are also less able to demand safer
sex fearing abandonment and violence. Cultural factors also influence women’s vulnerability
to HIV/AIDS. For instance, cultural practices such as widow inheritance have increased
women’s vulnerability. Customary laws dictate that a man’s property returns to his birth
family on his death. Many widows therefore suffer property grabbing by their deceased
husbands family. Roles and responsibilities arealso determined traditionally and in many
cases, women are assigned roles that confine them to their homes and are not economically
productive. Due to lack of sensitization and training, women are oblivious of for example,
female condoms that may protect them from contracting HIV. Lack of awareness has made
women remain behind in anti AIDS campaigns, stigma and fear of discrimination as a result

of misconceptions has also increased women’s vulnerability.
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The intervening variable is a variable which comes in between other variables. It
helps to delineate the process through which variables affect each other hence it is one that
links between the independent variable and dependent variable (Kenny and Baron,
1986).These include micro-credit institutions that extend loans to women for various
purposes which include investment in own generating enterprises, asset creation or even
consumption. This improves the women’s outlook, reduces their vulnerability to HIV/AIDS
and improve HIV related knowledge and behaviour among women. Management Information
System is another variable which enables reporting on the progress to take place and
therefore it determines whether work is on or not if well managed. Stigma and discrimination
from the surrounding make it difficult for women to speak openly about their HIV status thus
lowers their ability to resist HIV infection. Government policy of a nation play a critical role
in programmes aimed at controlling HIV/AIDS. In Kenya, the government policy zeros on
the ethical, legal and financial considerations that must be taken into account when discussing
and planning communication interventions. This highly affects vulnerable groups like

women.

The dependent variable is a variable that changes because of another variable hence it
is the effect or the outcome of the variable (Kenny and Baron, 1986). These include increased
control of household resources that allows women self-esteem which is normally
accompanied by greater respect from the family hence reduces their vulnerability to
HIV/AIDS. Increased autonomy gives women ability to control their own lives. Women’s
degree of control of options such as marriage, divorce, sexuality, fertility patterns and
freedom of movement is increased when they are autonomous. Another dependent variable is
increased decision making which gives women a voice and vote in decisions concerning
domestic well-being, economic decisions such as acquiring, allocating and selling assets.

Lastly, access to credit will allow women to improve in terms of economic well-being. They



can improve their small scale farming and business. This will then reduce their vulnerability

to HIV/AIDS as they will manage to control their own lives and make own decisions.

2.8 Existing Gap of Knowledge

This study is in line with Akinyi’s report (2011 )that observes that economic
empowerment is a strategy on women’s HIV/AIDS risk behaviour change. However, not
much has been reported on the factors that hinder women’s economic empowerment. Thus
this study aims to unearth impediments to women’s economic empowerment in mitigating

their vulnerability to HIV/AIDS.

2.9 Summary of Literature Review

It is advocated for women's economic empowerment in order to mitigate the
vulnerability to HIV/AIDS. Economic empowerment has been cited as a promising strategy
for overcoming HIV/AIDS vulnerability among women. This may be achieved through
improving income stability and ownership of labor, increasing independence and
abandonment of retrogressive cultural practices. However the combination of family status,
economic factors cultural factors and lack of sensitization and training have fuelled the

spread of HIV/AIDS in the lives of women especially in Sub-Saharan region.

Given that women do not have the choice of marriage partner and the timing of
marriage make women who marry young to have older husbands and in polygamous
societies, they are junior wives. Both these factors increase the probability that their husband
is infected with HIV. Low economic status exacerbates the impact of HIVV/AIDs vulnerability
among women. They earn less than men on average and are mainly found in the informal
sectors of the economy and other low income occupations such as basket weaving and dress
making. Cultural practices such widow inheritance, female genital mutilation, wife sharing,

ritual cleansing and early marriages have also fuelled the spread of HIV/AIDS. These



practices are associated with, complications in pregnancy and urination and psychological
problems. Women do not have property rights; they cultivate land that does not belong to
them. This has increased the vulnerability of women since they have no access to essential
property like land. Training and sensitization is power and therefore for women to mitigate
their vulnerability, they should have adequate sensitization and training on HIV/AIDS related
issues. However, many women have not had adequate information regarding HIV preventive

measures.



CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Introduction

This chapter presents a detailed description of the selected research methodology. It
describes the research design, target population, sample size and sample procedure, research
instruments, validity and reliability, data collection procedure, data analysis techniques and

ethical considerations.

3.2 Research Design

The research design for this study was descriptive survey. The descriptive survey
describes the state of affairs and facts as it is (Kerlinge, 1969). It also results in the

formulation of important principles and solutions to significant problems.

The study used both qualitative and quantitative sources. Qualitative methods were
used to capture the experience of women and also established what the community perceived
as the underlying reasons for women’s vulnerability to HIV/A1DS. Quantitative method was

used to give insights of the magnitude and extent of the problem.

3.3 Target population

The study was done in Lower Nyakach division, a rural division in Nyanza province
located 40 km south of Kisumu town, covering an area of approximately 186.3 sq kms. The
division constituted 8 locations namely: East Nyakach, Nyalunya, Rang’ul, Pap-Onditi, Asao,
Central Nyakach, North Nyakach and North East Nyakach. It has a total of 13,081
households (KNBS, 2009). In this study households will be targeted because the study
focuses on residents who can be best found in households as opposed to meeting people on

the street.



34 sample size and sampling technique

This section described the sample size and sampling techniques which were used

during the actual research.
3.4.1 Sample size

A sample size of about 208 households took part in the study. At each of these
households, a woman was voluntarily asked to participate in the study. 8 chiefs, 8 opinion
leaders and 8 Community Based Organization (CBO) leaders dealing with HIV/AIDS in

Lower Nyakach division also formed part of the study. This gave a total sample size of 232.
3.4.2 Sample Procedure

Multi-stage random sampling method was used mainly to sample the women in the
chosen households. Mugenda (2008) describes multi-stage sampling as a complex form of
cluster sampling in which instead of using the entire selected cluster, the researcher randomly
selects elements from each cluster at different stages. This method of sampling waspreferred
by the researcher because sampling the entire division would have been expensive and time
consuming. The chiefs, CBO leaders and opinion were purposefully sampled using

convenient sampling.

Out of 13,081 households inLower Nyakach division, 208 were sampled to be used in
the study. This number was arrived at through multi stage random sampling process.
According to Mugenda (2008), 30% sample size is sufficient to represent a population to be
used in a social science study. Based on this, 30% of the total 8 locations in Lower Nyakach
division were sampled to determine the number of locations to be used in the study. From this
(30% of 8), 2 locations were randomly selected through a ruffle method containing names of

the above locations of which the first 2 locations picked represented the others. The ruffle
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method was preferred because it was simple to use. When this was done, Rang'ul and North

East Nyakach locations were selected to represent the others.

In the second stage sampling, sub-locations were sampled from the already chosen
locations. Two sub-locations were then picked randomly, one from each location, using ruffle
method. From this, Kasaye sub-location in Rang’ul location and Agoro West sub-location in
North East Nyakach location determined the number of households to be used in the study.
According to KNBS Lower Nyakach division (2009), these sub-locations had 225 and 1852
respectively. Given the large number of households, the third stage of sampling used 10% of
households in each of the selected sub-locations to get the number of households to
participate in the study, that was, (10% of 225=23 and 10% of 1852=185) totaling to about

208 households.

One woman from each household was asked to voluntarily give response to the
study.In acase where there was more than one woman, simple random technique was
employed to select one for the study. Thus a total of 208 women were sampled as the main
target group but since other key respondents’ opinions were sought regarding impediments to
women’s economic empowerment, the researcher sampled 20 key informants to give
response to the study. This summed up the number of respondents to approximately 228. In a

case where there was no woman in a household, the researcher skipped it.

To choose the first sub-location with which to start the survey from the two sub-
locations, the researcher again used the ruffle method containing the names of the two sub-
locations. The one which was picked first was chosen to start the survey. The actual survey
started by the researcher going at the centre of the first randomly selected sub-location after
which the researcher tossed one side of the shoes to determine the starting household. This

was arrived at following the direction that the front part of the shoe faced. After this, the
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subsequent households followed a similar routine of tossing the shoe at the end of each

sample.



Table 11 Showing multi stage sampling method used to determine number of households

sample size.

Location & stage Sub
30% locations
randomly
selected

East

Nyakach

Nyalunya

Rang'ul Rang’ul Kasaye,

Jimo
Middle

Pap-

Onditi

Asao

Central

Nyakach

North

Nyakach

1North East North East Agoro

Nyakach Nyakach West,

Agoro
East,

Awach

2rd  stage

Randomly

selected

Kasaye

Agoro

West

Number of 3rd stage Number of

households

225

1852

10% Households
randomly in the study

selected

23

208

185



3.5 Research instruments

The study used questionnaires as the main research instruments. The selection was guided by
time available as well as the objectives of the study. The research was concerned with
collecting opinions, views, perceptions, feelings, practices and attitudes and such information
were best collected through the use of questionnaires and interview techniques. Semi-
structured questionnaires were used to capture both qualitative and quantitative data. The
questions were structured into five sections in line with the objectives: section onedealt with
demographic information and establishing the level at which family status and economic
empowerment impedes mitigating vulnerability to HIV/A1DS, section two gathered data
establishing the extent to which economic status and women’s economic empowerment
impedes mitigating vulnerability to HIV/AIDS, section three sought to investigate the level at
which cultural factors and economic empowerment impedes mitigating HIV/AIDS
vulnerability, section four sought to examine the level at which sensitization and training and
economic empowerment impedes mitigating vulnerability to HIV/AIDS. An interview
schedule that captured the study objectives was developed for the focus group discussion. In
this study, structured interviews which involved the use of a set of questions were used to
collect data from opinion leaders. The interview schedule was made up of three sections and
included questions on how the opinion leaders, chiefs and CBOs helped the women reduce
their vulnerability and also questions on follow ups conducted. These measurement tools

were drafted in English and were translated into vernacular language (Luo) in case of need.

35.1 Piloting the study

Piloting was done in Kochogo East location which presentedrespondents with similar
characteristics. According to Mugenda and Mugenda (1999), a pretest sample of a tenth of
the sample respondent with homogeneous characteristics is appropriate for the pilot study.

Therefore a sample of 20 women participated in the study. The respondents were not part of
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the selected sample which was used in the main study but had the same characteristics. The
pilot study adopted procedures and sampling techniques outlined in the main study.
Pretesting of the research instruments to the respondents with the same characteristics helped
in eliminating errors which were made during the administration and scoring. It also helped

in reframing questions which were misunderstood.

3.5.2 Validity of instrument

Validity is a measurement characteristic that describes the ability of a research
instrument or tool to measure what it is intended to measure (Kothari, 1990) and the extent to
which the results of the study could be accurately interpreted and generalized to other
populations. The research instruments were given to two experts in the area to evaluate the
relevance of each item in relation to study objectives. The university supervisors as well

reviewed the instrument to see if the instrument was relevant.

3.5.3 Reliability of instrument

Reliability is the extent to which a measurement instrument gives consistent results
after repeated trials or the extent to which the test scores are free from measurement errors
(Mugenda, 1999). In research, reliability is influenced by random error, which is a deviation
from a true measurement. Hence research instrument was pretested under similar conditions
to different individuals who voluntarily accepted. Reliability was checked from the
consistency and uniformity of test results that came out of this testing. According to Copper
and Schindler (2000), test retest enables the study to compare research instruments over time.
The technique involved administering the same questionnaires and interview schedule guides
twice to the same group of subjects, but after an interval of two weeks. Scoring was done to
ascertain the number of items answered the same and this was correlated using spearson’s

coefficient correlation.



3.6 Data collection procedure

The researcher was given a letter of approval by the University College of Education and
External Studies, School of Continuing Studies and Distant Education (Kisumu Campus).
The researcher then presented the letter to the Ministry of Education, science and technology
for the authority to go ahead and carry out the study. Authority was again sought from the
District Commissioner and the District Education Officer both of Nyakach District. A
thorough training for the research assistants on the instruments was conducted, appointment
was made with the key informants and the target group was informed of the exercise by their
respective chiefs. The researcher and the assistants proceeded to collect both qualitative and
quantitative data using the already design research instruments. After the data collection
process the researcher collected the questionnaires from the research assistants for analysis,
all the interview schedules and questionnaire forms were reviewed by the researcher to check

whether all the questions were responded to.

3.7 Data Analysis Technique

Since data was in qualitative and quantitative form, organization, presentation and
analysis took different forms depending on the nature of the data. The data entry process
started immediately after collection from the field. The data was entered into the computer
for quantitative analysis. Gay (1992) noted that the most commonly used method of reporting
descriptive survey research is by developing frequency distribution, calculating percentages
and tabulating them appropriately. Inferential statistics were used to make deductions from
the data collected, to the sample or population. Qualitative data were descriptively presented,
explaining the variables to be investigated. Such data consisted of words; therefore
qualitative mode of data analysis provided ways of examining and interpreting themes hence

thematic analysis was used.
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3.8 Ethical consideration

As a way of making sure that the research analysis was based on an honest reflection
of the beliefs of the respondents, and that the respondents were protected in this research, the
researcher's way of working required adherence to ethical considerations. Since knowledge
cannot be pursued at the expense of human dignity, the researcher ensured informed consent
of the respondents and the interviewees. The researcher did personal identification thereafter
the respondents were fully informed about the aim of the study, thus avoiding problems of
deception or preventing participants from reporting negative feelings their participation. The
respondents were assured of the confidential nature of their participation and procedure to be
followed. Again the respondents were not obliged to write their names on either the
questionnaires or focus group discussions. The respondents had the freedom to ignore items

that they do not wish to respond to.
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CHAPTER FOUR

40 DATA ANALYSIS, PRESENTATION, INTERPRETATION AND DISCUSSION
4.1 Introduction

This chapter presents the study findings which have been analyzed, presented,
interpreted and discussed under thematic and sub- thematic areas in line with research
objectives. The thematic areas include questionnaire response return rate, demographic
characteristics of the respondents, family status and economic empowerment in mitigating
vulnerability to HIV/AIDS, economic status and women’s economic empowerment in
mitigating vulnerability to HIV/AIDS, cultural factors and women’s economic empowerment
in mitigating vulnerability to HIV/AIDS and lastly sensitization and training and economic
empowerment in mitigating vulnerability to HIV/AIDS in Lower Nyakach Division, Kisumu
county.
4.2 Questionnaire Return Rate

A total of 208 questionnaires were administered to the respondents to the women and an

interview schedule was done with 10 CBO leaders and 10 opinion leaders and chiefs. Of the
208 questionnaires administered for women, 201 were returned representing 96.6% return
rate. Whereas 100% response rate for CBO leaders, opinion leaders and chiefs was realized
meaning that all the opinion leaders and CBO leaders were available and accepted to respond
to the questions. The remaining 3.4% of the questionnaires not returned was due to
unwillingness to participate. This is a very good response rate as in line with Mugenda and
Mugenda. (1999) who noted that a response rate of 60% is good and a response of 70% and
over is very good.
4.3 Demographic characteristics of the respondents

This section provided personal data which helped in contextualizing the findings and

how they impede economic empowerment in mitigating vulnerability to HIV/AIDS. To



gather more information, the interview and the questionnaires sought details on the following
areas: age. level of education and marital status.
4.3.1 Demographic characteristics of women respondents by Age

In this section, the study sought to focus on age of the women respondents. This
variable was included here to allow an observation of the distribution of respondents
according to age group. Although it is beyond scope of research to assess the influence of age
on sexual behaviour, its importance is worth noting. The respondents’ age greatly influences
their knowledge and sexual behaviour and should be included as an explanatory variable. To
analyze this, the respondents were asked to state their age bracket and the responses
presented in table 4.1.
Table 4. |

Ageofthe Respondents

Age Frequency Percentage
18-25 32 159
26-35 90 44.8

Above 35 79 39.3

Total 201 100.0

Out of 201 respondents who participated in the study, 32 (15.9%) fell in age bracket
18-25 years. 90 (44.8%) were in age bracket 26-35 years, while 79 (39.3%) were above 35
years old. The impact of these findings of age distribution in the study in relation to
vulnerability to HIV/AIDS is that young womenof ages 26-35 from low income families are
particularly vulnerable to the men called sugar daddies who offer money and gifts. This age
group is also characterised by a number of sexual partners and highfrequency of sexual
intercourse. All these factors are very important in assessing therisk of acquiring HIV as they

indicate the number of potential exposures to the virus.These younger women, who may be
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most productive, aretherefore the most vulnerable compared to older women of 35 years and
above.This concurs with Tladi (2005) report on "Establishing and Explaining the link
between Poverty and HIV/AIDS' which reported young women are likely tobehave very
differently from older women and vice versa.

4.3.2 Distribution of women respondents by level of education

The study focused on the level of education of the women and how it impedes
economic empowerment in mitigating vulnerability to HIV/AIDS. Education has an
indispensable role in both knowledge of HIV and sexual behavioural practices and is
therefore worth examining. In most instances, education level varies according to economic
status with those with low economic status accounting for the majority of those with low
education levels. In recognition of this and in allowing for the assessment of the importance
of economic power in educational attainment and consequently in reducing the risk of HIV
infection and transmission, the respondents highest level of education provided a background
characteristic used during data analysis. To analyze this, the respondents were asked to state

their level of education and the responses were presented in table 4.2.

Table 4.2

Highest level ofeducation ofthe Respondents

Level of education Frequency Percentage
College/University 48 23.9
Never attended School 14 7.0
Primary 78 38.8
Secondary 61 30.3

Total 201 100.0
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Out of 201 respondents who participated in the study, 48(23.9%) were
college/university graduates, 14 (14%) never attended school at all. 78 (38.8%) had attained
education up to primary' school level, 61 (30.3%) had attained education up to secondary
level. Even though majority of the respondents had attained primary level of education and a
good number had attained secondary education, it can be said that women’s lack of higher
education applies to limited knowledge of sexuality thus vulnerability to
HIV/AIDS.Qualitative data collected from the CBO leaders who were among the key
informants reported that, “Women have scanty information about their bodies and STlIs.
Again, if the education level is low, then the chances of acquiring employment in the formal
sector diminish thus economic disempowerment which further leads to risky sexual
behaviour and vulnerability to HIV/AID”.It could be interpreted that sensitization increases
with higher level of education. High education is also linked with high level of income which
safeguards women who are the majority hence contributes positively to the economy of the
nation at large.This concurs with NASCOP (2009) report on ‘Kenya AIDS Indicator Survey’
which reported thatthere is a need for knowledge about HIV/AIDS to go beyond raising

general awareness.

4.3.3 Distribution of women respondents by marital status

The study sought to know the marital status of the respondents so that it can
determine whether difference in marital status leads to difference in sexual behaviour and
vulnerability. To analyze this, the respondents were asked to state their marital status and the

responses were presented in table 4.3.
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Table 4.3

Distribution o fwomen by marital status

Marital status Frequency Percentage
Single 31 154
Married 128 63.7
Divorced 1 5
Separated 8 4.0
Widowed 33 16.4
Total 201 100.0

Out of 201 respondents who participated in the study, 128 (63.7%) were married, 31
(15.4%) were single, 1(0.5%) was divorced, 8 (4%) were separated while 33 (16.4%) were
widowed. The importance of this variable lies in the fact that a person's marital status often
influences their sexual behaviours, that is, the type of sexual partners (regular vs. non-
regular) and the number thereof. Therefore it is important that this variable be provided firstly
as a background variable and secondly as a predictor when assessing the impediments to
economic empowerment in mitigating wvulnerability to HIV/AIDS since marital status
influences one's sexual behaviour by influencing the type of sexual partners one has as well
as whether a condom is used during sex.

From the study, majority of the respondents w-erc married thus it can be argued that
they are in stable relationships with one regular sexual partner. It is expected that this should
reduce their vulnerability to HIV/AIDS. However, such women are more at risk to get
infected by their spouses with whom they cannot insist on the use of condoms. The

qualitative data which was collected from the CBO leaders who were among the key
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respondents also confirmed that women who are married are more vulnerable to HIV/A1DS.
One respondent reported that:
“Many men do not accept to use condoms with their wives and when their wives
insist, the men tell them that may he they are the ones who are infected and that is
why they insist on condoms and when the women suggest they go for HIV test
together, the men refuse saying that they are not women to go to clinic."
Therefore the women's vulnerability is determined by the heterosexual behaviour of their
steady male partners. This concurs with UNAIDS (2005) report on ‘Intensifying HIV
Prevention’” which documented that more than 85% of women with HIV are currently
married or were previously married. Women’s vulnerability to infection within marriage is
underlinedby the fact that most men with multiple partners are married; indeed 45% of
married men had multiple partners compared with just 5% of women.
4.4 Family statusand economic empowerment in mitigating vulnerability to HIV/AIDS.
In this section, the researcher wanted to establish the extent to which family status
impedes women’s economic empowerment in mitigating vulnerability to HIV/AIDS. To
generate more information, the following sub sections were explored: household leadership,
number of dependents, gender duties in households, how women with HIV/AIDS are treated.
4.4.1 Household Leadership and vulnerability to 11IV/AIDS
The study sought to know' whether the households had leaders or not. To analyze this,
the respondents were asked to state the leader of their households and the responses were

presented in table 4.4.



Table 4.4

Household leadership and vulnerability to HIV!AIDS.

Leadership Frequency Percentage
Myself 67 33.3
Husband 128 63.7
Both 6 3.0

Total 201 100.0

Out of 201 respondents, 128 (63.7%) agreed that their husbands are the leaders in
their households. Husbands make critical decisions including influencing the actions in
certain directions in the families. Women remain to be followers and or implemented of
these decisions and have to abide by them under all circumstances. 67 (33.3%) of the
respondents revealed that they were the leaders of their households while 6 (3%) revealed
that both man and woman were leaders of households. It can be interpreted that the imbalance
in power that exists between men and women encourages male sexual freedom thereby
increases women’s vulnerability to HIV/AIDS.This further controls women's sexual
independence and encourages male sexual freedom, thereby increasing women's risk and
vulnerability to HIV/AIDS.This concurs with Gupta (2000) report on '‘Gender, Sexuality and
H1V/AIDS: The What, The Why and The How' which stated thatthe glaring lack of power of

women over their life coupled with inequalities make them easy prey for contracting HIV.

442 Number of dependents and vulnerability to H1V/AIDS

In this question, the researcher wanted to find out if there were dependents in the
households. When asked whether there were dependents in the house hold, 100 % of the

respondents reported that there were dependents in their households. The researcher further
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sought to establish how many dependents were available in each household. The following
question was asked: Ifyes. how many? The responses were presented in table 4.5.
Table 4.5

Dependents per household and vulnerability to HIV/AIDS

No. of dependents per household Frequency Percentage
1 10 5.0
2 17 85
3 25 124
4 32 159
5 68 33.8
6 39 194
7 10 5.0
Total 201 100.0

Out of the 201 respondents who participated in the study, 117 (58.2%) of the
respondents reported that there were five and above dependents in their households. 10 (5.0%)
reported that they had 1dependent each, 17 (8.5%) reported that they had 2 dependents each,
25 (12.4%) reported that each of them had 3 dependents while 32 (15.9%) reported that each
of them had 4 dependents. From the responses, it can be argued that families with high
number of dependents require adequate resources to sustain them Qualitative data collected
from the opinion leaders who were the key informants reported that, “When a household does
not meet the demands of the dependents, the girls especially become vulnerable as they may
also involve themselves in sex trade to meet their demands. When the number of dependents
in a household is high, then all the income is spent on their education and food leaving almost
nothing to save for an income generating scheme.” It can be interpreted that women living in

poverty may adopt behaviors that expose them to HIV infection, including the exchange of
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sexual favours for food, shelter, or money or support for themselves and their families. On
the same note, as earlier on reported, most of the respondents had low levels of education
which did not favour them in the job market. This incapacitated them in providing for their
dependents since they concentrated most in the informal sectors with low income. Therefore
when the family, particularly the female headed ones, is not able to meet the demands of the
dependents because of low income, they are likely to engage in unsafe sexual practices in
exchange of material gifts such as money. This concurs with Heiss and Elias (1995) report on
‘Transforming AIDS Prevention to Meet Women’s Needs’ which reported that women
usually have multiple partners to gain access to resources that they do not command
themselves.
4.4.3 Gender Duties in households and vulnerability to HIV/AIDS

The study also sought to know how gender roles are allocated in families. When
asked whether there are different gender duties in their household, all the respondents, 201
(100%) said yes. The respondents were further asked to specify the duties that were assigned
to different sexes and the responses were presented in table 4.6.
Table 4.6

Preparation o fmeals and vulnerability to HIV/AIDS.

Preparation of meals Frequency Percentage
Man I 0.6
Woman 165 82.0
Both 2 1.0
Others(specify) 33 164
Total 201 100.0

Out of the 201 respondents who participated in the study, 165 (82.2%) reported that women

are concerned with the preparation of the meals, 1(0.6%) reported that men prepare meals, 2
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(1%) reported that both men and women prepare meals while 33 (16.4%) reported that other
people in the household prepare meals.

It can be interpreted that a lot of women’s work is not accounted for because it is
unpaid work. Women tend to spend more time on children and household chores. Such duties
consume the better part of the women’s time consequently have little time to engage in
productive activities. This is in line with the study conducted by Quisumbing and Benedicte
(2000) on ‘Women Economic Empowerment’ where the study revealed that women work
two-thirds of the world’sworking hours, and that the overwhelming majority of the labour
that sustains life inthe households - such as farming, cooking food, caring for children and the
elderly, the maintenance of the house, fetching water - is done by women; universally
thiswork is accorded low status and no pay.

4.44 Women with H1V/AIDS and how they are treated by the family

The study also sought to know how women with HIV/AIDS are treated by other
family members. The responses are illustrated in table 4.7.
Table 4.7

How women with HIV/AIDS are treated in thefamily

How women with HIV/AIDS are treated  Frequency Percentage
Caring 39 194
Abandoned 108 53.7
Forced out of family 21 10.4
Immoral 33 16.4
Total 201 100.0

Out of 201 respondents, 108 (53.7%) reported that women who suffer from HIV/AIDS are
abandoned by other members of the family, 21 (10.4%), reported that such women are forced

out of the family,33 (16.4%) reported that such women are said to be immoral. Only 39
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(19.4%) reported that women suffering from H1V/AIDS are cared for by the members of the
family.

Most families abandon the women who suffer from HIV/AIDS. This may lead to
social isolation which is associated with exploitative working conditions which put
individuals at higher risk. This concurs with a survey conducted by Malaba (2003) on
‘Addressing Vulnerability of Girls and Young Women in Urban Areas’ which revealed that
negative perceptions can lead to social isolation and make it difficult to seek material or
social support from the family when it is most needed.

Women who are abandoned by their families may have been infected by their
husbands because naturally men are known to have multiple partners. They may be innocent
but will be accused falsely. Mothers tend to suffer blame and stigma when their infants
become HIV infected. Many women therefore do not want to be tested because of the stigma
and the difficulties they would face such as partner rejection and psychological stress as a
result of the diagnosis. In most cultures women are usually seen as the infectors as opposed to
men who may be HIV positive and not diagnosed yet. The woman may have been discovered
to have HIV before the man because of antenatal clinics, where mothers to be are tested for
HIV. This therefore means that women who have not known their HIV status shy off from
doing so because of fear of abandonment by the family members particularly spouses on
whom they depend economically.This concurs with a study carried out by Eka (2000) on
‘Establishing the Link between Poverty and HIV/AIDS’which reported that women are
known to bear the brunt of HIV transmission even when it is universally known that it is men
who are likely to have multiple partners.

45 Economic Statusand economic empowerment in Mitigating Vulnerability to
HIV/AIDS
In this section, the researcher wanted to find out how economic status of women

impedes economic empowerment in mitigating vulnerability to HIV/AIDS. To generate more
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information, the following sub sections were explored including occupation of the
respondents, monthly average income of the respondents, provision of household basic needs,
age group mostly affected by HIV/AIDS and lastly, availability of credit to women in Lower
Nyakach.
451 Occupation and vulnerability to HIV/AIDS

The study sought to know the occupation of the respondents and the responses are
illustrated in table 4.8.
Table 4.8

Occupation and vulnerability to HIV/AIDS

Occupation Frequency Percentage
Formally Employed 43 214
Self-employed 105 52.2
Unemployed 53 26.4
Total 201 100.0

Out of the 201 respondents, 105 (52.2%), were self-employed, 53 (26.4%) were
unemployed while 43 (21.4%) were formally employed. When asked to specify the type of
self-employment the responses revealed that most of the respondents were in the informal

sectorand the responses are illustrated in table 4.9.
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Table 4.9

Type o fself-employment and vulnerability to H1V/AIDS

Type of self-employment Frequency Percentage
Peasant farming a1 45.3
Hair Dressing 3 15
Herbalist 2 10
Basket weaving 30 14.9
Small Business 62 30.8
Tailoring 13 6.5

Total 201 100.0

Out of 201 respondents, 91 (45.3%) were peasant farmers, 62 (30.8%) were involved
in small businesses, 30 (14.9%) were engaged in basket weaving, 13 (6.5%) were tailors, 3
(1.5%) were hair dressers and 2 (1.0%) were herbalists. It can be interpreted that majority of
the respondents were engaged in the informal sector which is associated with low income. It
can therefore be argued that the informal sectors subject women to low incomes thus making
them powerless economically and vulnerable to HIV/AIDS since such women are likely to
involve themselves in risky sexual behaviours to meet their demands.This was confirmed by
qualitative data which was collected from CBO leaders who were among the key informants
and they were asked to briefly describe educational background of Lower Nyakach women.
One leader reported that, "Most of the women in Lower Nyakach have education up to
primary school level thus cannot secure jobs in the formal sector which requires high level of
education.’Therefore it can be interpreted that the respondents are economically powerless
and vulnerable to HIV/AIDS because behaviour change does not simply comethrough the
dissemination of information: It comes through empowerment - providing opportunities to

enable them to secure respectable livelihoods. This is not realized because of the low levels
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of education. This concurs with the study conducted by Kalipeni (2000) on ‘Health and
Disease in South Africa' which reported that women lack or have limited opportunities in
regard to formal employment, training and more resources and income generating projects
are unavailable to them.
452 Monthly Average Income and vulnerability to HIV/AIDS

The researcher sought to know monthly average income of the respondents. The
respondents were asked to state their monthly average income and the responses were
illustrated on table 4.10.
Table 4.10

Monthly average income and vulnerability to HIV/AIDS

Monthly average income Frequency Percentage
10,000-15,000 26 12.9
5.000-10,000 47 23.4
Above 15,000 24 11.9
Below 5,000 104 51.7

Total 201 100.0

Out of 201 respondents, 104 (51.7%) earn below Ksh 5.000 per month, 24 (11.9 %)
earn above Ksh 15,000 per month, 26 (12.9%) earn between Kshs 10000- 15000 while 47
(23.4%) earn between Kshs 5000- 10000. Given family obligations, the low income among
the respondents leads to harsh circumstances that force them to resort to unsafe sexual
practices for survival. The high price associated with unsafe sex also serves as a disincentive
against condom use. The qualitative data which was collected from the opinion leaders who
were among the key respondents also confirmed that women with low income are likely to

engage in unsafe sex to meet their demands. A participant illustrated that:
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"Because of handouts, women accept to he used bv men. This may he due to low
income or neglect by their husbands. When a husbandfails to meet the needs oj the
wife, the woman will definitely go out to look for these things from other men. The
men who do not providefor their wives expose them to risks. "
Since this type of sexual activity is often characterised by unequal power relations, it renders
women powerless in negotiating safe sex. thereby increasing their risk of infection.
This is in line with observations by Webb (1997) in his study on ’Establishing the Link
between Poverty and HIV/AIDS' which reported that often women with low incomes would
have a string of boy friends who provided for their needs, such as food, clothing and money
for their children’s school fees
45.3 Provision of Household basic needs and vulnerability to HIV/AIDS
The researcher was interested in establishing the provider of the basic needs of a
household. This was to help in determining who is actually concerned with the provision of
daily needs such as meals, clothing and even water for domestic purposes. The responses
were presented in table 4.11.
Table 4.11

Provision o fHousehold basic needs and vulnerability to HIV/AIDS

Provision of basic needs Frequency Percentage
Man 44 21.9
Woman 93 46.3
Both 64 31.8
Total 201 100.0

Out of 201 respondents who participated in the study, 93 (46.3%) reported that women
provide for their families' basic needs, 44 (21.9%) reported that men provided for the basic

needs while 64 (31.8%) reported that both men and women provided for the family basic
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needs. Nevertheless as reported earlier, majority of the women earn below Kshs 5,000 as
indicated in table 4.11 .1t can therefore be argued that women who fall prey of men because of
hand outs are overburdened with family obligations beyond their ability. They must therefore
look for means of meeting those obligations however risky they may be. These women use
sexual networking as an economic strategy as these women lack other avenues of earning
income they could use to sustain themselves and their families.Sexual networking is not seen
as a pleasure-seeking experience and reducing the number of one's partners is not only a
question of exerting self-control. This concurs with Heiss and Elias (1995) study on
Transforming AIDS Prevention to Meet Women’s Need’ which reported that women living
in poverty may adopt behaviours that expose them to HIV infection, including the exchange
of sexual favours for food, shelter, or money or support for themselves and their families.
454 Control of income and vulnerability to HIV/AIDS

The study sought to know whether the respondents have control over their income and
the responses were illustrated in table 4.12.
Table 4.12

Control ofincome vulnerability to HIV/AIDS

Control of income Frequency Percentage
Yes 67 33.3
No 134 66.7
Total 201 100.0

Out of 201 respondents who participated in the study,67 (33.3 %) who earn their own
income still do not have control over those earnings while 134 (66.7%) reported that they
control their own income. Although majority of the respondents reported that they had
control over their income, the number of those who do not have autonomy over their income

is very significant. Lack of control of income contributes to economic powerlessness because
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one ma> not use her income as she wishes. The women cannot purchase their personal effects
that they may not want their spouses to know. Women lack economic autonomy thereby
rendering them powerless to reject risky behaviour or to negotiate the most basic precaution
against the disease. This concurs with the study carried out by Copeland (2006) on ‘Women's
Empowerment vs. Disempowerment' which reported that women’s economic empowerment
and, in a sub-Saharan African sample, was inversely associated with HIV/AIDS rates. He
used surveys which included a variable of whether married women had earned cash income
in the previous year, and if so, who controlled how it was spent. Where the woman controlled
her own income,HIV/AIDS prevalence rates were lower; but where her husband (or,
infrequently, others) controlled her income, HIV/AIDS prevalence rates were higher.
455 The age group and vulnerability to HIV/AIDS

The researcher also sought to find out the age group that is mostly affected by
HIV/AIDS. The responses were illustrated in table 4.13.
Table 4.13

Age group and vulnerability to HIV/AIDS

Age group mostly affected with HIV/AIDS Frequency Percentage
15-24 41 20.4
25-34 125 62.2
35 and above. 35 17.4
Total 201 100.0

Out of the 201 respondents who participated in the study, 125 (62.2%) reported that
those affected by HIV/AIDS fall within the age bracket of 25-34 years. 41 (20.4%) reported
that the most affected group falls within the age bracket of 15-24 years while 35 (17.4%)
reported that those affected by HIV/AIDS fall within the age bracket of 35 and above. From

this it can be argued that HIV/AIDS affect the most active group of individuals. This may
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have a very negative impact on economy both at community and national levels since the
productivity of such individuals will definitely go down. People who areinfected with or
affected by HIV/AIDS may be unable to contribute to economic production.The common
thread that runs through this study is based on theargument that because in most instances
HIV/ AIDS claims the lives of those agedbetween 25 and 35 years, the very people that work
to support families, their ailment and later deathcan have a very negative impact not only on
the economy but also on the household as funds become depleted as they are divertedfrom
saving to paying for the care of the sick and later for funeral costs.

Qualitative data which was collected from one of the opinion leaders who were
among the key informants and were asked to say how HIV/AIDS has affected their
community. It was reported that,"In cases where the affected or the infected was employed,
prolonged illness might result in the loss of employment, thusdepriving families of their
source of income. HIV/AIDS also poses a threat among subsistence and small-scale farmers
and their families as they are too illto carry out farming activities.*” This then implies that
fanners can only farm smallportions of land thuscompromising household food consumption
which then increases the likelihood ofhunger and famine in the community.This concurs with
the study by Ford et al (2002) on “The Microeconomic Impact of HIV/AIDS* which reported
that the majority of those affected arethe economically active youth which affects both the
supply and demand side of theeconomy, thus carrying very negative consequences for the
economy at all levels.

4.5.6 Availability of credit and vulnerability to HIV/AIDS

The researcher sought to find out if Lower Nyakach women have accessibility to

credit. The respondents were asked to describe availability of credit to them and the

responses were illustrated in table 4.14.
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Table 4.14

Availability of Credit and vulnerability to HIV/A1DS

Availability of credit Frequency Percentage
Not Available 53 26.4
Averagely available 114 56.7
Very available 34 16.9

Total 201 100.0

Out of 201 respondents who took part in the study, 34 (16.9%) agreed that credit
facilities are very available, 114 (56.7%) reported that availability of credit is average while
53 (26.4%) reported that credit is not available to them at all. Qualitative data collected from
the CBO leaders who were part of the key informants and were asked to describe
accessibility of credit to women in Lower Nyakach reported that,“Credit is available but
women cannot access them since they lack collateral. This is because women lack ownership
of valuable property such as land and real estate thus reduces their ability to acquire such
credit.” It can therefore be interpreted that women are economically disempowered and are
therefore vulnerable to HIVV/AIDS because of lack of collateral. Men are the sole owners of
property. Again, men are the key decision makers in most cases and when they say no to
lending, the women cannot go against it.This concurs with Omutoko and Wambugu (2000)
on ‘Gender Issues in Development’ that ownership of land and property empowers women
and provides income and security. Without resources such as land, women have limited say
in household decision making.

4.6 Cultural factors and economic empowerment in mitigating vulnerability to
HIV/AIDS
In this objective three, the researcher sought to establish the level at which cultural

factors impede economic empowerment in mitigating vulnerability to HIV/AIDS. In this
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regard, the following were tested from the respondents, the opinion leaders and the CBO
leaders interviewed on ownership of property, decision making, negative cultural practices
and gender roles.
46.1 Ownership of property and vulnerability to HIV/AIDS

The researcher wanted to find out how property ownership differs between men and
women. Further, the researcher wanted to find out who was responsible for herding cattle.
The responses were illustrated in table 4.15.

Table 4.15

Ownership ofproperty, herding ofcattle and vulnerability to HIV/AIDS
Who owns land, cattle, and estate?

Who herds the cattle Man Woman Both Others  Total Percent (%)

Man 4 3 22 1 30 14.9%
Woman 58 n 29 2 100 49.8%
Both 4 0 5 0 9 4.5%
Others(specify) 12 21 10 19 62 30.8%
Total 78 35 66 22 201

Percent 38.8% 17.4% 32.8% 10.9% 100.0%

Out of the 201 respondents, 78(38.8%) agreed that higher percentage of men own the
property,35 (17.4%) reported that women own property, 66 (32.8%) reported that both man
and woman have equal rights in ownership of property while 22 (10.9%) reported that other
people such as in laws have the right of ownership to property. On the other hand, 30 (14.9%)
reported that men take the role of herding cattle, while 100 (49.8%) reported that women take
the leading role of herding for their husbands, 9 (4.5%) reported that both men and women
herd cattle while 62 (30.8%) reported that other people such as children and herds boys herd

the cattle. This is evident in the cross-tabulation between who owns property and who herds
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the cattle as indicated in the table 4.15.These are the valued property yet women do not have
the ownership. They have no right to make productive use of this property and this reduces
their economic power and decision making thus increase their vulnerability. Qualitative data
collected from one of the opinion leaders who were among the key informants reported
that" Thereality is that women have less personal autonomy, fewer resources at their
disposal, andlimited influence over the decision-making processes that shape their societies
and their ownlives. Additionally, there is little opportunityfor a woman to acquire a piece of
landIndeed, even when thehusband dies, the customary Imv still does not acknowledge the
wife as havingfull rights tothat land left by her deceased husband.In that context, widows
and divorced women have virtually no tenure or inheritance rights with which to ensurefood
security for themselves or their children; it is only through their male children, or male
relativesfrom their husband's lineage, that women have land tenure rights. ”

It can be interpreted that a landless situation keeps women in a vulnerable context,
given the fact that they are not free to use the land still called the property of their husbands
or even their male children. They cannot utilize the land optimally to the extent of raising
their levels of income. This is in line with the study carried out by Wanyoike (2011) on
‘Perception of Samburu Rural Women in Kenya with Regard to HIV/AIDS’ which reported
thatthe main drivers of the AIDS epidemic in women are the social norms and values that
relegate women to a lower status, where she is looked upon as a social minor or a second
class citizen who cannot inherit or own property or make independent financial decisions.
4.6.2 Decision making and vulnerability to HIV/AIDS

The researcher in this question, wanted to find out the main decision maker in the
house household. The respondents were asked who the main decision maker in the household

is. The responses were illustrated in table 4.16.
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Table 4.16

Decision making and vulnerability to HIV/AIDS

Decision maker Frequency Percentage
Woman 59 29.4
Man 118 58.7
Both 24 11.9

Total 201 100.0

Out of 201 respondents, 118 (58.7%) reported that men are the main decision makers. 59
(29.4%) reported that women are the decision makers while 24 (11.9%) reported that both
man and woman are decision makers in the household. From the analysis it could be noted
that women have few chances of making decisions in households. Unequal power
relationships between men and women in sexual decision making, for instance results in fear
of disrupting a relationship by bringing up sex issues such as condom use. This may make
women passive sexually and in many other ways hence vulnerability to HIV/AIDS. One of
the CBO leaders who were among the key informants illustrated that:

“Women have no right to decide on an income generating project, how many children to
have, which schools to take the children to, and even the kind o fclothing to own. They
cannot decide on the kind offarming activities for the family. Widows are most
disadvantaged, they cannot decide on whether to be inherited or not, they areforced
into it and they can even be ejected out ofthefamilies should they resist inheritance. ”

This statement clearly shows that women are economically disempowered because they have

to seek authority from their male partners whenever they want to engage in an income

generating activities and even their reproductive health. This is in line with studies done by

Family Health International (1998) on ‘Family Planning and Women’s Lives’ which reported
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that decisions regarding to sexual and reproductive health information and services are often
made by male partners or parents in law.

On a further analysis, the researcher sought to know if there are certain times when
women can make decisions without consulting other people. The responses were illustrated in
table 4.17.

Table 4.17

Autonomous Decision Making and vulnerability to HIV/AIDS

Autonomous Decision making Frequency Percentage
Yes 133 66.2
No 68 33.8
Total 201 100.0

Out of 201 respondents who participated in the study, 133 (66.2%) reported that there
are certain times when they make decisions without consulting other people while 68 (33.8%)
reported that there are no chances of making decisions without consultation. The researcher
further wanted to find out when the respondents can make decisions without consulting
another person. Thus the respondents were asked to give examples of cases when they can
make decisions. Out of 201 respondents, 97 (48.3%) reported that they made decisions on the
kind of meals to prepare. 22 (10.9%) reported that they could make decision on when to go to
the market, 10 (5.0%) reported that they could only make decision on farming activities, 2
(1.0%) reported that they could make decisions on the company to work for and other 2
(1.0%) of the respondents reported that they could make decisions on when to go for further
studies. Quite a significant number, 68 (33.8%) however reported that they were not aware of
cases when they could make their decision. From this finding, it could be noted that majority
of women could make decision on very less productive things such as preparing meals and

going to the market. This still confirms that women occupy a very low position in decision



making. This therefore reduces their economic empowerment since they don’t take part in
making decisions in areas that concern productivity thus they are unstable economically
hence vulnerable to HIV/AIDS. It can be argued that women were not key decision makes
because they had no rights to own property. Ownership of property such as land empowers
women economically and thus they could have a bargaining power in matters that concern
their lives. This concurs with Omutoko and Wambugu (2000) on ‘Gender Issues in
Development' reported that ownership of land and property empowers women and provides
income and security. Without resources such as land, women have limited say in household
decision making and this often relates to vulnerabilities such as HIV/AIDS.
4.6.3 Negative cultural practices and vulnerability to HIV/AIDS

In this question, the researcher was interested in finding out whether there were
cultural practices that affected women negatively. The respondents were asked if they were
aware of such practices and the responses were illustrated in table 4.18.
Table 4.18

Negative cultural practices and vulnerability to HIV/AIDS

Negative cultural practices Frequency Percentage
Yes 161 80.1
No 401 9.9
Total 201 100.0

Out of 201 respondents, 161 (80.1%) reported that they were aware of negative
cultural practices while 40 (19.9%) reported that they were not aware and the responses were
presented in table 4.18. From the analysis, it can be noted that there are negative cultural
practices that disadvantage women. Culture refers to a people’s way of life and every person
is expected to conform to the cultural practices. Some cultural practices are perceived to be

the main causes of the spread of HIV especially where women are concerned. This concurs
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with Mill & Anarfi (2002) in a study on ‘Poverty and HIV/AIDS’ which reported that
cultural beliefs and practices relating to fertility and sexuality may represent significant
barriers to the adoption of HIV prevention strategies by women.

To explore further, the respondents were asked to mention three examples of such
negative cultural practices and the responses included the following: widow inheritance,
polygamy, early forced marriage, taboos such as women can’t own property, once married a
woman can’t go back to the parents despite the hardships experienced, a woman without a
man is not supposed to build a house.
4.6.3.1 Polygamy and vulnerability to HIV/AIDS

Polygamy is accepted in Luo community in which Lower Nyakach division is found.
Men are known to have up to ten wives. Polygamy is a cultural indicator of one's economic
status. The women among the opinion leaders who were among the key respondents were
asked if they saw any connection between HIV/AIDS and polygamy and one of them gave
the following illustration:

"It is the worst since the wives are mostly not in terms and so if one gets the
virus then it spreads to the rest. If the man is infected it gets to infect the
women so easily because they had no control o f the situation and the fact that
they had other sexual partners apartfrom their wives. ”

A CBO leader who was among the key informants pointed out that, ‘Polygamy
continues and even if men are aware of the dangers they do not want to change. The older
women felt that it was the younger women who were spreading HIV/AIDS because they had
other sexual partners in addition to their husbands. The women do have an idea howHIV can
spread in a polygamous setting especially through the young brides who are married off to
older men without their consent but by their parents.’This finding concurs with Susser (2000)

on his study on ‘Culture and Sexuality’ u'ho reported thatthe call for monogamy is unlikely to
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be heeded because polygamy is widely accepted in many African societies.HIV prevalence is
high in those who are in polygamous unions in Kenya.
4.6.3.2 Early Marriage and vulnerability to HIV/AIDS

The age difference between men and women was also pointed out. The community
does not see the link between early marriage and vulnerability to HIV/AIDS. Qualitative data
collected fromone of the opinion leaders, the key informants reported that,“Early marriage
has created a problem for the empowerment of women because they had little or no education
as they did not have a chance to go to school because they had been married early.” It can be
interpreted that the fact that young girls are married off to older men gives them an impetus
to go out and seek younger men and the fact that they have multiple partners increases the
risk of getting HIV. Young girls are especially vulnerable to HIV/AIDS because they are
introduced to the world of adult sex when they are prematurely married off as children.This
concurs with UNAIDS (2008) report on 'Global HIV/AIDS’ which observed that promoting
universal education has shown that higher educational levels have lower HIV
prevalence.Taking girls to school reduces girls HIV risk and vulnerability. Girls who
complete primary education are more than twice as likely to use condoms; while girls who
finish secondary school education are between 4 and 7 times less likely to be infected with
HIV.

4.6.3.3 Widow inheritance and vulnerability to HIV/AIDS

The study revealed that wife inheritance is a cultural practice which the people of
Lower Nyakach still hold on to very strongly. Wife inheritance is a cultural aspect that is a
possible conduit for the spread of HIV/AIDS. Qualitative data was collected from the opinion
leaders who were among the key informants where they were asked to state whether there
was a link between HIV/AIDS and widow inheritance. It was reported that,“Widow
inheritance has played a major role in the spread of HIV/AIDS because somebody can be

inherited when the husband had all the signs of the disease but still they will follow the
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culture. The community still believes in the culture.” One of the CBO leaders who were
among the key informants reported that, “A widow's privileges are taken away from her with
the demise of her husband to the extent that she cannot be a functional member of the
community unless she gets a male companion from the clan. She does not own any livestock,
which is an economic strength. The widow becomes vulnerable to HIV infection either
through inheritance or through sexual relations with other men in the community to support
herself.’This finding concurs with Wanyoike (2010) in his study on'Perception of Samburu
Women in Kenya with Regard to HIV/AIDS’ which reported that the widow cannot transact
any business regarding the sale of cows and goats even if her husband had many cows and
goats, it is the inheritor to sell on her behalf.
4.6.3.4 Taboos and vulnerability to HIV/AIDS

The study revealed that taboos such as once a woman is married, she cannot go
back to her parents despite hardships experienced, women can’t own property, and that issues
of sexuality should not be discussed openly had exposed women to HIV/AIDS.Qualitative
data collected from the opinion leaders revealed that, "Married women must live with their
husbands even when they are undergoing some form of violence.” This makes women endure
abusive marriages that sometimes deny the chances of economic empowerment. Additionally,
when women have no right to own property, they become vulnerable because this forces
them to exchange sexual favours to meet their demands as it has been discussed in objective
two. This concurs with Mill and Anarfi (2002) on his report on ‘HIV Risk Environment for
Ghanian Women’ reported thatthe sexual communication taboo inhibits open discussion
about sexual issues both between partners and between parents and children. Openly
discussing sexuality is seen as encouraging promiscuity and is viewed as a violation of

traditional values and cultural practices.



4.6.4 Gender Roles and vulnerability to HIV/AIDS
In this section, the study sought to find out how gender roles were determined in the

community andthe responses were illustrated in table 4.19.

Table 4.19

Gender roles and vulnerability to HIV/AIDS

Gender roles Frequency Percentage
Family Unit 51 25.4
Society 150 74.6

Total 201 100.0

Out of the 201 respondents. 150 (74.6%) reported that society determined gender
roles while 50 (25.4%) reported that family unit determined gender roles. From the analysis,
it could be noted that roles are assigned to men and women by the society thus cannot be
changed at individual levels.Qualitative data collected from the opinion leaders who were
part of the key informants were asked to state some of the factors that may hinder women’s
participation in community affairs. It was reported that, “Women are expected to be
submissive to their husbands and remain in the home to take care of the children.” It could
therefore be interpreted that the society is unfair to women because these roles that are
assigned to them confine them to the extent that they cannot take part in the income
generating activities thus they become vulnerable to HIV/AIDS should their spouses die.
These limited women'’s effort and lag behind in economic empowerment. This is in line with
Wambugu and Omutoko (2000) in ‘Gender Issues in Development’which reported thatroles
influence relationship between men and women. For example, women were expected to get
married and stay home to raise a family. The men were expected to go out to work to support
his family.
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4.7 Sensitization and training and economic empowerment in mitigating vulnerability to

HIV/AIDS

In this objective four, the researcher sought to examine the level at which sensitization
and training impedes economic empowerment in mitigating vulnerability to HIV/AIDS. In
this regard, the following were tested from the respondents, the opinion leaders and the CBO
leaders interviewed on: Knowledge on STIs, sources of information, HIV preventive

measures and level of knowledge on vulnerability.

4.7.1 Knowledge on STIs and vulnerability to HIV/AIDS

The researcher sought to know the respondents’ level of knowledge on sexually
transmitted diseases. When asked whether they knew any sexually transmitted diseases, all
the respondents reported that they were aware that there are diseases transmitted through
sexual intercourse. 201 (100%) respondents knew sexually transmitted diseases.
To verify this information, the respondents were asked to give examples of the STIs they
know and the responses were illustrated in table 4.20.
Table 4.20

Knowledge on STIs and vulnerability to HIV/AIDS.

Sexually Transmitted Diseases Frequency Percentage
Syphilis 1 0.5
HIV/AIDS 5 25
Al the above 16 8.0
1st three 179 89.0

Total 201 100.0
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Out of the 201 respondents, | (0.5%) reported that she knew syphilis only, 5 (2.5%)
reported that they knew HIV/AIDS only, 16 (8.0%) reported they knew all the above while
179 (89.0%) reported that they knew the first three only. While Lower Nyakach women were
aware that there was HIV/AIDS, their knowledge level about its details was very low and
man> misconceptions existed. This was confirmed by qualitative data from opinion leaders
who were the key informants of the study. It was reported that/Women have very scanty
knowledge on HIV/AIDS. This is ascribed to various factors such as illiteracy.’ It was also
reported by the CBO leaders who were part of the key informants that, ‘Most women have
low levels of education and therefore cannot access more information on HIV.” Another
CBO leader reported that,”“Lower Nyakach women have scanty information about HIV/AIDS
because they were preoccupied with problems of lack of enough food thus they did not want
to involve themselves in matters pertaining to sensitization given that they spent much of
their time trying to fend for their families.” It can therefore be concluded that women
respondents did not have adequate knowledge as a result of the low levels of education. This
therefore put them at risk of contracting HIV/AIDS.This is in line with KDHS (2010) report
thatinformation access increases with educational attainment for both men and women.

4.7.2 Sources of information and vulnerability to HIV/AIDS

In this question, the researcher sought to further investigate on the sources of

information that Lower Nyakach women relied on. The respondents were asked to mention

their sources of information and the responses were illustrated in table 4.21.



Table 4.21

Sources o finformation and vulnerability to HIV/AIDS

Sources of information Frequency Percentage
Media 133 66.1
School/Church 20 10.0
Health Facilities 28 13.9
Friends 20 10.0
Total 201 100.0

According to table 4.21, out of 201 respondents who participated in the study. 133
(66.1%) reported that they relied on electronic media for information on HIV/AIDS. 20
(10.0%) reported that they relied on school and churches for more information on HIV/AIDS,
28 (13.9%) reported that they relied on health facilities for more information on HIV/AIDS
while 20 (10.0%) reported that they relied on friends for more information on HIV/AIDS.
4.7.2.1 Media and vulnerability to HIV/AIDS

From this analysis, it could be concluded that majority of the Lower Nyakach
women relied on electronic media for more information on HIV/AIDS. Qualitative data
collected from the opinion leaders who were key informants reported thaf'Radios are the
main electronic media that most households own. This is because of low levels of income
among most women: they can only afford to purchase small radios to listen to
announcements. Additionally, radios are the only means through which information is
relayed in their local language."lIt can be argued that ordinarily, certain aspects of language
would be missed when information is not passed in its original language. This means that
women missed certain important pieces of information that could have been of great help to
them. Qualitative data from the CBO leaders who were among the key informants also

reported that.“Low' levels of education also play a role in limiting sensitization among Lower
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Nyakach women.” As had been earlier analyzed, majority of the respondents had low levels
of education. This meant that they could not rely on information in print media. Even though
the respondents could read and write, it was reported by the key informants that, “ Reading is
one thing that the women do not like.” A CBO leader reported that, "Women, when issued
with booklets that contain information on HIV/AIDS. are reluctant to receive them. They
often complained, ‘I will not be able to read the small letters. | will also not get time to read
them".” From such complaints, it could be interpreted that women were not well educated
hence lacked interest in reading. This stems from the fact that women have a secondary
status, their educational levels and literacy rates are low and therefore they are reached less
effectively by anti-AIDS campaigns relying on printed materials such as pamphlets, posters,
and brochures. This is in line with The Kenya National HIV/AIDS Strategic Plan (2005)
which also observed that there is a need to use prevention strategies that adapt to the language
and situation ofa given group.
4.7.2.2 School/ church and vulnerability to HIV/AIDS

It was also recognized that a section of the respondents relied on church or schools for
more information on HIV/AIDS. This could be probably because those women could not
afford to buy radios, TVs and even magazines due to their low income. Qualitative data from
the opinion leaders who were part of the key informants reported that,"Because of low
economic status of women, they only rely on information they get from schools and
churches.” Thus religious leaders play a very powerful role as opinion leaders in their
respective communities. They can appeal to the moral code of their followers and also
provide a supportive environment for people and families of people living with HIV/AIDS.
However, some of the religious leaders have been in the forefront in the fight against HIV
prevention tools such as the condoms thus failed to inform their audience on the importance
of condoms. This has therefore increased the vulnerability of the women. This concurs with

Agha (2003) on his study on ‘The impact of a mass media campaign on Personal Risk
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Perception' which reported that the church in Kenya has fought against the use of condoms to
fight against HIV as well as the introduction of sex education in the Kenyan curriculum.
4.7.2.3 Health Facilities and vulnerability' to HIV/AIDS

It was recognized that other respondents relied on health facilities for more
information on HIV/AIDS. However, as reported by opinion leaders who were the key
informants of the study, “Health facilities are charging levies on the clients. The services are
not offered for free. Ibis therefore deters some women from visiting the health facilities if
they consider their cases not so serious.” A female opinion leader reported that,“Some
women prefer to deliver their babies at home due to lack of money. They seek the services of
the Traditional Birth Attendants who have been sanctioned and trained previously.” This practice
has been discontinued by the government of Kenya but it still goes on unabated. The Traditional
Birth Attendants are in danger themselves of getting infected and so are the women because they
do not know the status of the attendants, and chances of a baby getting infected from a HIVV/AIDS
positive mother are high, it is therefore concluded that they risk their lives so much by
delivering at home since most of the precautions are not taken into consideration. This is
opposed to when a woman delivers in the health facility where she would get better services
and will also be taught health issues. This is in line with Wanyoike (2011) in the study on
Perception of Samburu Rural Women in Kenya with Regard to HIVV/AIDS reported that very
few women attend ante-natal clinics where information about mother-to-child transmission is
available, because they do not think it necessary.
4.7.2.4 Friends and vulnerability to HIV/AIDS

According to table 4.21, out of 201 respondents who participated in the study,20
(10%) reported that they relied on friends for more information on HIV/AIDS. However,
given that most women in Lower Nyakach have low levels of education, it could be argued
that they may not have the knowledge necessary to adopt safer sexual behaviours. Qualitative

data collected from CBO leaders who were among the key respondents reported
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that/"Women are shy to discuss HIV/AIDS issues with other people other than their peers.
They therefore feel freer to discuss with their friends but not any other.” This implied that the
respondents who relied on friends for more information on HIV/AIDS could only receive
very scanty information. This is in line with LTNALDS (2004) which reported that rural
women have been observed to be the least informed about transmission of HIV/AIDS.
4.7.3 Knowledge on ways of acquiring HIV/AIDS and vulnerability

In this question, the researcher wanted to find out if the women were aware of ways
through which HIV/AIDS is acquired. The following question was asked: in what ways can
one acquire HIV/AIDS? The options provided included blood transfusion, mother-to-child,
sharing body piercing/cutting instruments, all the above and lastly, don’t know. The
responses were presented in table 4.22.
Table 4.22

Knowledge onways o facquiring HIV/AIDS and vulnerability

Ways of acquiring HIV/AIDS Frequency Percentage
Sexual Intercourse 49 24.4
All the above 152 74.6
Total 201 100.0

Out of the 201 respondents who participated in the study. 49 (24.45%) reported that
HIV/AIDS can only be acquired through sexual intercourse while 152 (74.6%) reported that
HIV/AIDS could be acquired through all the options provided. From this analysis, it is clear
that all the respondents (100.0%) knew that HIV/AIDS is acquired through sexual
intercourse. Despite the awareness, most of the respondents still are the most vulnerable
group. This could be due to the fact that the women do not have adequate knowledge
concerning the disease. Qualitative data collected from the opinion leaders who were among

the key respondents reported that,”In as much as women were aware that HIV/AIDS is
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acquired through sexual intercourse, there are some knowledge gaps associated with it
because of lack of sensitization and training. It is reported that majority of women do not
know how to read the symptoms of HIV/AIDS. It is therefore hard for them to discover that
their spouses are infected or not. They will continue engaging in unprotected sexual
behaviour. Lack of knowledge on the symptoms of the scourge is as a result of low levels of
education that the women had.” This is a knowledge gap that has continued to put women at
risk. Additionally, a CBO leader that deals with HIV/AIDS and was part of the key
informants reported that. Women do not know their HIV status and their spouse's status and
that is why they are at risk.” It was reported that when a woman was asked why she did not
know her status, she illustrated that:

Idon Vlike VCTs because ofthe stigma associated with the disease ifyou are diagnosed and
you are positive, you don't have friends, you have no company. VCT is not
something that has been embraced. ”

It is clear from the above sentiments that VCT as a concept is not well understood and is not
accepted because of the fear, stigma and discrimination that it created for the community.

Qualitative data from the CBO leaders who were part of the key informants reported
that,"Women in Lower Nyakach Division do not know about Post Exposure Prophylaxis
therapy (PEP).” When asked to describe the knowledge level of women regarding PEP, it was
reported that,“Women are not aware that rape or forced sex could make them vulnerable to
HIV/AIDS infection. They are not aware of the existence of PEP and so even after forced
sexual intercourse or rape; they remain quiet and not discuss it with anyone.”

Even though. Lower Nyakach women were aware of the ways through which
HIV/AIDS is acquired, there were deadly myths regarding the transmission that put women at
risk. It was reported by the opinion leaders who was part of the key informants that,“Myths
are very profound to the extent that they have been considered as crucial reasons for therapid

spread of the pandemic. The most common is witchcraft instigated by a jealous neighbour.



These myths are provided as reasons for not adopting safer sexual practices especially
condom use. Itis common belief among some people that condoms, most especially
government condoms, carry germs that spread HIV/AIDS.” These reports recognized that
women were aware of the ways of acquiring HIV. however lack of knowledge, training and
sensitization which was as a result of low levels of education left women vulnerable. This
finding is in line with UNAIDS (2004) report on ‘Facing the Future Together’ which
observed that basic AIDS education remains fundamental. Rural women have been observed
to be the least informed about transmission of HIV/AIDS.
4.7.4 Knowledge on HIV/AIDS Preventive measures and vulnerability

In this question, the researcher wanted to find out whether the respondents were aware
of HIV/AIDS preventive measures. To respond to this, women were asked the following
question: List at least two HIV/AIDS preventive measures that you know of. The responses
were presented in table 4.23.
Table 4.23

Knowledge on HIV/AIDS preventive measures and vulnerability

HIV/AIDS preventive measures Frequency Percentage
Abstinence 15 75
Faithfulness 50 24.9
Screen blood 3 15
No share sharp objects 12 5.9
Condom use 121 60.2
Total 201 100.0

Out of the 201 respondents who participated in the study, 15 (7.5%) reported that
HIV/AIDS is prevented through abstinence, 50 (24.9%) reported that HIVV/AIDS is prevented

through faithfulness, 3 (1.5%) reported that HIV/AIDS could be prevented through screening
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blood before transfusion, 12 (5.9%) reported that by not sharing sharp objects, HIV/ALDS
could be prevented whereas 121 (60.2%) reported that HIV/AIDS is prevented through the
use of condoms. It can therefore be noted that women were aware of the preventive measures
especially the condom use. However, one of the CBO leaders who provided qualitative data
reported that, “HIV stigma and the resulting actual or feared discrimination based on lack of
enough knowledge and misconceptions have proven to be the most difficult obstacles to
effective HIV prevention.” It could therefore be interpreted that both stigma and
discrimination reduce the efforts to control the global epidemic and create an ideal climate for
further spread of HIV. HIV stigma emanates from fears and associations of AIDS with sex,
disease, death and taboo behaviours that may be illegal or forbidden such as pre and
extramarital sex and sex work. This concurs with UNAIDS (2005) report on ‘Intensifying
HIV Prevention UNAIDS Policy Paper’ which reported that Stigma accrues from inadequate
awareness and knowledge about HIV that can lead to violence and abuse against certain
people and groups.

From the analysis, it can further be noted that majority of the women only recognized
use of condoms as the only way of preventing HIV/AIDS. There are other means through
which HIV could be prevented. Therefore this implies that women lackedcomprehensive
knowledge about HIV preventive measures. Qualitative data collected from opinion leaders
who were among the key informants and were asked: what do Lower Nyakach women
identify as ways of preventing HIV/AIDS among themselves? It was reported that women
had a narrow knowledge on the preventive measures. It was illustrated that:

“Due to the fact that women have a secondary status, their educational levels and

literacy rates are low and therefore they are reached less effectively by anti-AIDS

campaigns relying on printed materials such as pamphlets, posters, and brochures.

Therefore keeping girls at schoolfor a longer period raises the status ofthe girl child

and they become more knowledgeable about their bodies and sexuality since this is
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taught in schools and they also become more economically empowered later on by
getting employment in the job sector
The above statement clearly sum up the main reason behind the scanty knowledge that the
women have in HIV/AIDS prevention- low levels of education which results in economic
powerlessness. Closely connected to this are the HIV stigma and the resulting actual or feared
discrimination based on lack of enough knowledge and misconceptions have also proven to
be the most difficult obstacles to effective HIV prevention. In addition, condom use that
majority of women were aware ofhas a number of limitations. Qualitative data from the
opinion leaders illustrated the perception below:
“Condoms are a technology that women may influence but cannot control because it
hinges on a male decision. Condom use is also based on thefact that a woman must
negotiate the use of the same with an often-unwilling partner. This is because of
Social, economic, cultural, and emotional forces that limit a woman's ability to
negotiate the use ofcondoms. For the condom strategy to work, women must be able
to discuss their use and sex with their partners, which is not the norm. The women
also believe that when they are married, there is no need of using condoms because
condoms deny them the pleasure derivedfrom sex. ”
It can therefore be argued that there are also strong emotional barriers that may prevent a
woman from discussing condoms because it hinges on matters of fidelity and trust. In many
communities the use of condoms signifies distrust among partners rather than care and
concern. When a couple does not use condoms it is a sign of intimacy. Women themselves
have not warmed up to condom use because they find condoms unpleasant because they
reduce sensation and they interfere with natural sex thus vulnerability to HIV/AIDS.The
above illustration concurs with the study conducted by Heiss and Elias (1995) on

‘Transforming AIDS Prevention to Meet Women’s Needs’ who reported thatPsychological
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factors may also prevent a woman from raising the topic of condom use because they feel that
they are immune to infection and that it cannot happen to them.
4.7.4 Female condoms and vulnerability of HIV/AIDS

To explore the level of training and sensitization, the women were asked the
following question: Are you aware that there are female condoms? The responses were
presented in table 4.24.
lable 4.24

Female condoms and vulnerability to HIV/AIDS

Female condoms Frequency Percentage
Yes 66 32.8
No 135 67.2
Total 201 100.0

Out of 201 respondents who participated in the study, 66 (32.8%) were aware that
there are female condoms while 135 (67.2%) were not aware that there are female condoms.
From this finding, it could be noted that the level of training and sensitization was low.
Qualitative data collected from the CBO leaders who were part of the key informants
reported that, “Many women in Lower Nyakach are not aware that female condoms are
available and it is because they have not been widely advertised. Female condoms are so
expensive that women who are economically disempowered cannot afford them.’This could
be attributed to low levels of education among the women, especially those who live in the
village. It is no wonder few women are even aware that prevention technologies such as the
female condom exist and even if they knew that they existed they would not be able to afford
them because of their low level of income, however female condoms help in preventing HIV.

This is in line with UNAIDS (2005) report on "Intensifying HIV Prevention UNAIDS Policy
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Paper” which reported that female condoms are said to be effective in preventing pregnancy

and STI including HIV prevention.

4.7.5 Level of know ledge of women on their vulnerability' to HIV/AIDS.

In this section the researcher wanted to find out the level of knowledge of women on
their vulnerability to HIV/AIDS. The women were therefore asked the following question:
To what extent do you rate level of knowledge of women on their vulnerability to
HIV/AIDS? The responses were illustrated in table 4.25.
Table 4.25

Level o fknowledge o fwomen on their vulnerability to HIV/AIDS

Level of knowledge Frequency Percentage
Excellent 05 2.5
Fair 68 33.8
Good 10 5.0
Very Good 07 35
Worse 111 55.2
Total 201 100.0

Out of 201 respondents who participated in the study, 5 (2.5%) reported that the level
of knowledge of women on their vulnerability to HIV/AIDS was excellent, 68 (33.8%)
reported that the knowledge of women on their vulnerability to HIV/AIDS was fair, 10
(5.0%) reported that the knowledge of women on their vulnerability was good. 7 (3.5%)
reported that the level of knowledge of women on their vulnerability was very good whereas
111 (55.2%) reported that the level of knowledge of women on their vulnerability to
HIV/AIDS was worse. From the analysis, it could be noted that majority of the women were

not aware of the fact that they were vulnerable. As been explained in earlier sections, there
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are salient factors that have caused the increase in numbers of vulnerability. Such factors
include limited access to education, economic factors and cultural factors. However, women
were still not aware that they were the ones most vulnerable and their vulnerability still
increases due to low levels of sensitization and training. This concurs with UNAIDS (2004)
report on 'Facing the Future Together’ which reported that although women account for the
majority of new HIV infections, this has not been reflected in the policies or the material
resources committed to fight the disease and legal structures, instead of protecting women

further expose them to HIV vulnerability.



CHAPTER FIVE
50 SUMMARY OF FINDINGS, CONCLUSION AND RECOMMENDATION
51 Introduction:

This chapter summarizes the findings of the study. This is followed by conclusions
arising from the findings, and the recommendations for policy action aimed at mitigating
women's vulnerability to HIV/AIDS through economic empowerment. The chapter further
explores areas of further research envisaged in contributing towards the reduction of
women’s economic powerlessness.

52 Summary of Findings:

The summary of the findings were represented as per the objectives of the study. It was
found that majority of the women interviewed representing over 44%were of the ages
between 26-35 years.This meant that they were within the productive ages. This could be
translated into highly economically powerful lot: however, these women were economically
powerless due to factors such as economic, cultural and education level. The women, due to
their low levels of education, have not secured chances in the formal employment sector. A
cross section of the study showed that despite the fact that most of the respondents were
married, they were still the most vulnerable.

The first objective of the study was to establish the extent to which family status
impedes women’s economic empowerment in mitigating vulnerability to HIV/AIDS. Data
analysis and interpretation revealed that the psychological consolation that when one is in a
monogamous marriage then she is safe, and should not bother about preventive measures,
have played a role in endangering the lives of women. More often than not, there are extra
marital affairs for different reasons. The men get involved in extra marital affairs because it is
believed that men are naturally polygamous. Women on the other hand engage in extra
marital affairs because handouts that they get from the secret lovers.Female-headed families

use sexual networking as an economic strategy as these women lack other avenues of earning
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income they could use to sustain themselves and their families. The women usually have
multiple partners to gain access to resources that —they do not command themselves.

In most households, men were the leaders and were charged with the responsibility
of decision making. The women are considered second class citizens who cannot make useful
decisions. Single and widowed women were the only ones who could make decisions on their
own. The women were therefore left behind in most affairs of the family and community at
iarge. In connection to this, most of the household duties are performed by the women. For
instance, it was revealed that duties such as preparation of meals, general cleaning, cutting
firewood, fetching water, herding cattle, going to the farm and going to the market were
majorly performed by women. However a cross sectional study reveals that the women
carried the burden of herding cattle and going to the farm that they were not entitled to.
Women do not own valued property such as land and cattle. From this it is clear that most of
the duties carried out by the women were not paying thus they remained economically
disempowered. If women owned the land they cultivate and the cattle they look after, they
would be economically empowered, gain financial independence hence lower vulnerability.

The study also revealed that w'omen suffering from HIV/AIDS were treated with a lot
ot prejudice. Mothers tend to suffer blame and stigma when their infants or young adults
become HIV infected. Many women do not want to be tested because of the stigma and the
difficulties they would face such as partner rejection and psychological stress as a result of
the diagnosis. In most cultures women are usually seen as the infectors as opposed to men
who may be HIV positive and not diagnosed yet. The woman may have been discovered to
have HIV before the man because of antenatal clinics, where mothers to be are tested for HIV
as it has been pointed out by Eka (2000).

The second objective of the study was to establish how economic status impedes
economic empowerment in mitigating vulnerability to HIV/AIDS. Data analysis and

interpretation revealed that majority of the women in Lower Nyakach is self-employed.
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Never the less, they were mostly working in low paying economic activities such as hair
dressing, peasant farming, domestic workers and basket weaving. This was revealed when
they were asked to state their monthly average income. Majority of the women earned
between Kshs 5,000-10,000. Such meager income is not enough to sustain families. This is
what may push such women into exchange of sex with handouts. The core reason behind the
women’s concentration in the informal sector with very low pay is the low levels of
education that women possess. The research further revealed that women were the providers
of basic household needs. It is ironical that the women who have very low income are the
same ones expected to provide for the family basic needs. If women gain high level of
education, they will access well-paying job opportunities in the formal sector leading to
economic empowerment which in the end will lower their vulnerability to HIV/AIDS.

It was also revealed that women did not have control of the little income generated
from the micro-economic activities they were involved in. This implies that women decision
making powers are low to the extent that they cannot even control their own income that they
have sweated for. This is a major impediment to economic empowerment which leads to
vulnerability to HIV/AIDS within marriage. This is also connected to provision of household
basic needs. It has been earlier discussed that women are the providers of household basic
needs. Unfortunately, the same women do not have the ability to control the little income
they generate. This leaves the women with only one option: look for whichever means to
access the basic needs and that would imply offering sexual favours in exchange with money.

The study further revealed that HIV/AIDS mostly affected those who are between
25-34 years. Although it is beyond scope of research to assess the influence of age on sexual
behaviour, its importance is worthnoting. The respondent's age greatly influences their
knowledge and sexual behavior and should be included as an explanatory variable. Women in
the teens are likely tobehave very differently from those aged 20 and above and vice versa.

The women who are between 25-34 years are still very active sexually and are in the
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reproduction age bracket. While these women are active sexually, their level of knowledge is
low due to low level of education. They are not well equipped with information on
transmission and prevention of HIV/AIDS. This leads to susceptibility to HIV from either
regular or irregular sexual partners.

Concerning credit availability, it was revealed that credit availability to Lower
\yakach was averagely available. In further analysis, it was revealed that credit was available
but accessing was the problem. This was because the women lacked collateral. Given that
women did not have the right to own property, accessibility to credit which is tied to
collateral such as land is not within their reach. When women have the ability to access
credit, then it would be possible for them to expand on their income generating activities and
so will be able to have autonomy in decision making hence lower their chances of getting
infected with HIVV/AIDS.

The third objective of the study was to examine the extent to which cultural factors
impedes women's economic empowerment in mitigating vulnerability to HIV/AIDS. Data
analysis and interpretation revealed that cultural factors have impeded economic
empowerment of women. Women's vulnerability is compounded by a male dominated
society. Many cultural aspects of Lower Nyakach stand out as the main conduits facilitating
the spread HIV/AIDS. Readily identifiable cultural aspects that predispose Lower Nyakach
women to HIV/AIDS include polygamy, early marriages, wife inheritance and numerous
taboos. Polygamy is accepted in the area and men are known to have more than one wife. The
study revealed that wife inheritance is a central cultural practice and any widow trying to
resist it may be subjected to rejection. Early marriages were as a result of drop out from
school due to lack of economic resources. Although gender is considered culture specific,
there is consistency across cultures in difference between women’s and men’s roles, access to
resources and decision making authority. The findings revealed that because of cultural

norms, women were not entitled to ownership of property such as land because they were

87



viewed as foreigners. They could only make decisions on very small issues such meals to
prepare.

The fourth objective was to assess how sensitization and training impedes women’s
economic empowerment in mitigating vulnerability to HIV/AIDS. The information from data
analysis and interpretation is that most women in Lower Nyakach had very little training and
sensitization pertaining to transmission and prevention of HIV/AIDS. It was further revealed
that the women themselves had little knowledge that they were the most vulnerable. It was
revealed that even though women were aware HIV/AIDS is transmitted through sexual
intercourse, they had little knowledge on their partners HIV status. The women do not know
how to read the signs and symptoms of HIV/AIDS. It was also revealed that in as much as
women are aware of condoms as a preventive measure against HIV/AIDS, they do not have
the higher bargain. The man decides on whether to use it or not. This was as a result of low
level of education which leads to women’s lack of bargain for safe. Additionally women are
not even aware of the existence devices such as female condoms.

5.3 Conclusions

The study investigated impediments to women’s economic empowerment in mitigating
vulnerability to HIV/AIDS in Lower Nyakach Division. This was in relation to Akinyi’s
report (2011) that observed that economic empowerment is a strategy on women’s HIV/AIDS
risk behaviour change. The study therefore sought to investigate impediments to economic
empowerment. To achieve this, the researcher, sought to establish the extent to which family
status impedes women’s economic empowerment in mitigating vulnerability to HIV/AIDS in
Lower Nyakach and concludes that female headed households with low income use sexual
networking as an economic strategy as these women lack other avenues of earning income
they could use to sustain themselves and their families. Women have multiple partners and
offer them sexual favours in exchange of money and food items. Women spend much of their

time to perform most of the household duties which are not paying. This leaves them with
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very little time left to try and engage in paying duties. Stigma and discrimination from family
members have also made women face rejection and this has hindered many women from
knowing their HIV status so that they can change their sexual behaviours. Therefore it can be
concluded that family status is an impediment to women’s economic empowerment in
mitigating vulnerability to HIVV/AIDS.

The study sought to establish how economic status impedes women’s economic
empowerment in mitigating vulnerability to HIV/AIDS in Lower Nyakach Division and
concludes that majority of the women in lower Nyakach are not formally employed. Most of
them are in the informal sectors where the income is very low. This is due to the fact that
their level of education is low. Findings indicate that due to the low levels of income, these
women are not able to fend for their families thus resort to live unsafe relationships, and can
cause individuals to feel unsafe in their communities. Women of loweconomic status are
more likely to experience coerced sex, or exchange sex for money, gifts, food and shelter. It
was also revealed that women were the main providers of the household basic needs despite
their low monthly average income. From this finding it can be concluded that women
engaged in unsafe sexual behaviours in order to prove for the household. The study also
revealed that majority of those infected with HIV/AIDS are those falling between 25-34 years
thus it can be concluded this has contributed a great deal to the economic powerlessness of
the women given that this is the most active age group. Even though 56.7% of the women
interviewed reported that availability of credit to women is average, its accessibility is very
low due to lack of collateral. It can be concluded that women cannot access credit because
they do not own property that can act as collateral.

In seeking to understand the extent to which cultural factors impede women’s
economic empowerment in mitigating vulnerability to HIV/AIDS in Lower Nyakach
Division, the study concludes that vulnerability of women is as a result of gender inequalities

that are evident in the lives of women. These gender factors that fuel the spread of HIV as a
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result of cultural oppression of women resulting in the greatest number of new infections;
millions of women sexually subjugated to forced sex without protection, women without the
power to say no to risky sex and without the right to negotiate safe sex. The combination of
.Aultural and economic factors has fuelled the spread of HIV/AIDS in the lives of women.
Culture has it that good women don’t discuss sexual matters. Women have therefore been left
behind in knowledge concerning their sexuality. It can therefore be concluded that these
norms prevent women from being knowledgeable about their bodies, sexuality and STI and
HIV prevention. This then constrains women from making informed decisions about their
sexual behaviour and sexual health. Lack of information also limits the women‘s ability to
identify abnormal gynecological symptoms of sexually transmitted infections. It can also be
concluded that the Lower Nyakach women are greatly disadvantaged due to cultural practices
that expose them to high chances of contracting HIV/AIDS. The practices that make the
women susceptible to HIV/AIDS infection range from early marriage, multiple partners in
marriage in terms of polygamy and widow inheritance.

The study sought to establish how' training and sensitization impedes women’s economic
empowerment in mitigating vulnerability to HIV/AIDS and concludes that the messages that
the women have received have not led to behaviour change due to impediments such as the
low status of women, low literacy levels and cultural barriers. Women have very scanty
knowledge on transmission and preventive measures of HIV/AIDS. For example, women are
aware that condoms help prevent HIV/AIDS but they don’t know that female condoms exist.
It implies that such women have very low levels of knowledge which is as a result of low
level of education. Lower Nyakach women have not received training and sensitization on the
importance of condom use. Qualitative data revealed that women themselves do not prefer to
use condoms as it denies them pleasure. They also oppose the use of condoms because they
believe that once in a marriage, then they are safe from HIV/AIDS. Additionally, women do

not have training and sensitization on the importance on knowing their HIV status. It is
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nportant to know one’s status as it will help them change their behaviour accordingly. . In
conclusion, low level of training and sensitization is as a result of low level of education that
women have.

The limited knowledge they have is distorted and mediated by cultural beliefs and
understandings. The subservient position of women renders them powerless to make any
decisions regarding their sexuality. Lack of education further disadvantages the women as
they become resistant to change with regard to cultural practices which put their health at
risk.

54 Recommendationsfor Policy Action

These recommendations are based on the findings of this study.

The study has shown that family status impedes women’s economic empowerment in
mitigating vulnerability to HIV/AIDS and therefore the study recommends that programmes
aimed at economic empowerment range from income-generating schemes to enhanced legal
protection for female headed households. Micro-credit or finance programmes aimed at
investing in self-employment include credit, savings and capacity-building programmes
particularly beneficial to women. Credit programmes to maintain household expenditure and
schooling or benefit packages including food, schooling and clothing can provide immediate
relief. Preventionefforts need to work at reducing HIV related stigma among the low income
groups and high income groups alike for failure to do as such might result in the breeding ofa
silent epidemic among the vulnerable group, whose impacts will not only be isolated among
this population group butwill affect the whole family. This could be done by broadcasting

moredocumentaries on HIV/AIDS and ensuring a balance between the population groups.

The study also recommends that women have to be economically empowered so that they
can provide for themselves and also have bargaining power. This can be done through
women's projects and small enterprises where they are able to generate their own money

which will give them a degree of independence. To achieve this, the government should
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‘einforce its policies and work with the community leaders and elders to put an end to early
-nirriages and to reduce the high school dropout rate of girls. The fact that the government
has not taken serious steps on early marriages has encouraged the community to continue to
expose the girl child and women to harmful practices that make them susceptible to
HIV AIDS. Allowing girls to get an education, and keeping girls in school longer, ideally
until they are eighteen, is one way of keeping them out of early marriages. In this way they
could receive primary and secondary education which would give them more economic

opportunities.

The study further recommends a participatory approach to the fight of HIV/ALDS is
recommended instead of a comprehensive approach that is not sensitive to people‘s cultures.
Cultural sensitivity is paramount. Ways within the cultures should be explored so as to stop
the spread of HIV/ALDS. It is important to engage respected and accepted people in the
community such as pastors and religious leaders, as well as the elders in effecting behaviour
change within the locality. There is a need to create more awareness about the risk of wife
inheritance which is a major pathway of the spread of HIV/AIDS and to encourage HIV
testing before those unions. The elders should also be educated about the dangers of wife
inheritance and encourage HIV testing to ascertain the status of both the inheritor and the

widow as a way of controlling the spread of HIV/AIDS.

Lastly, the study recommends that there is a need for greater awareness regarding the
need and importance for knowing ones HIV status. Outreaches are required for women who
do not visit VCTs in order to explain the dangers of not doing so and the necessary follow up
for pregnant mothers. These outreaches must also be directed at men, political leaders and
decision makers to acknowledge the importance of safe motherhood. The use of condoms as
a protective tool could be a viable option but it is the sole decision of the man whether to use

condoms or not. The men should be sensitized to first accept the condom as a way of
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r-otecting their families. More awareness campaigns using the community health workers
and involving men as well as the elders should be encouraged so that the community is

sensitized.

55 Suggestions for Further Studies
1 Further research needs to be carried out more on quantitative research with
men themselves as respondents to establish what can bring about behaviour
change in men regarding HIV/AIDS.
2. Further research also needs to be carried out to determine role of economic
empowerment in reducing vulnerability to HIVV/AIDS.
3. A study should be carried out to assess effectiveness of HIV/AIDS messages

that will fill the knowledge gaps in the HIV preventive measures.



56 Contribution to the body of know ledge
Table 5.1 highlights the major contribution to the already existing body of knowledge
npromoting women’s economic empowerment. It highlights the gains to be realized from

the study which could be added to the present situation.

Table 5.1 Contribution to the Body of Know ledge

Objective

1 To establish the extent to which family
status impedes economic empowerment
in mitigating vulnerability to

H1V/AIDS.

2. To investigate ho economic status
impedes women’s economic
empowerment in mitigating

vulnerability to HIV/ALDS.

3. To examine the extent to which cultural
factors impede economic empowerment
in mitigating vulnerability to

H1V/AIDS.

4. To assess how training and sensitization
impede women’s economic
empowerment in mitigating

vulnerability to HIV/AIDS.

Contribution to knowledge

Female headed households with low
income resorted to sexual networking in
exchange of handouts. Men were the
leaders and final decision makers in
families.

Women with low levels of education find
themselves in the informal job sector with
very low pay. They have low bargaining
powers to safe sexual behaviours thus
vulnerability to HIV/AIDS.

Cultural practices such as widow

inheritance and polygamy have subjected

women to HIV infection.

Low levels of training and sensitization as
a result of economic powerlessness has
increased women’s vulnerability to

HIV/AIDS.
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APPENDIX |

Letter of transmittal

P.O. BOX 1691

KISUMU

3rd FEBRUARY, 2012.

Dear sir/madam,

RE: RESEARCH

lam a post graduate student at The University of Nairobi currently carrying out a research
study on Impediments of women’s economic empowerment to mitigate their vulnerability to

HIV/AIDS in Lower Nyakach Division, Kisumu County.

You have been chosen to participate in this study. | would be grateful if you could fill the
questionnaires delivered to you for the purpose of this research study. The schedule given is
to assist me get unbiased information. The information you give will be treated with

confidentiality and for the purpose of the research only.

Your cooperation will be highly appreciated.

Yours faithfully,

ELIZABETH AKINYI ORUKO.
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APPENDIX Il
Letter seeking authority
P.0. BOX 1691
K.ISUMU

3rdFEBRUARY, 2012

THE DISTRICT OFFICER
LOWER NYAKACH DIVISION
PAP-ONDITI

Dear sir/madam,

RE: RESEARCH

I am a post graduate student at The University of Nairobi interested in studying Impediments
of women’s economic empowerment in mitigating their vulnerability to HIV/AIDS in Lower
NyakachDivision. | therefore intend to administer questionnaires to 208 women and
interview schedules to 10 opinion leaders and 10 CBO leaders. The findings will be

confidential and | would be grateful if you could give me chance to carry out the research.
I am looking forward for your assistance.

Thank you.

Yours faithfully,

ELIZABETH AKINYI ORUKO.
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APPENDIX Il

Questionnaire for women

This questionnaire is designed for use to determine impediments to women’s economic
empowerment in mitigating vulnerability to HLIV/A1DS. Do not write your name anywhere on

this questionnaire since all responses is confidential. Thank you for your cooperation.

Date of interview

Code

SECTION A: DEMOGRAPHIC INFORMATION

I. Age. 18-25 26-35 U above 35

2. Highest level of education

Primary j | Secondary | | College/university| | Never attended school
3. Marital status Singlej ~|Married | | Divorced J | Separated | | Widowed
4. Are there dependents in this household? Yes | | No

5. Ifyes, how many? Girls] j Boys |

6. Does this household have a leader?

Yes | No
If yes, who?
Myself | | Husband | | Others (specify) _
7. Do gender duties vary in your household differ? Yes No

If yes, who does the following duties?
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Activities Man  Woman Both Others(specify)
Preparing meals

Washing clothes

Cutting firewood

Fetching water

Herding cattle

Going to the farm

Going to the market

8. Are you aware of your HIV/AIDS status? Yes | INo |

9. How does a family treat a woman who is suffering from AIDS?

10. How do you as a family decide on the number of children you would wish to have?

Man | |  Woman | | Both | | Others (specify)

SECTION B: ECONOMIC STATUS

1. What is your main occupation? Employed | | Self-employed | |

Unemployed | |

2. If self-employed, specify

3. What is your monthly average income? Belowkshs5,000 | | 5,000-10,000
10,000-15,000 f-----1 Above 15,000 1 |

4. Who mainly provides for the household basic needs? Man | | Woman | | Both

5. In what ways do you use your income? Household expenditure | I personal effects |
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6. Apart from yourself, is there another person who controls your income?

Yes | | Nol1l 1

7. Ifyes, who? Spouse | | In-laws | | others (specify)

8. From your own understanding, what age group is mostly affected by HIV/AIDS?

15-24 yrs.|~ 25 - 34yrs | | 35 - 44yrs | [ 45yrs and above |

9. How would you describe the availability of credit to women like you? Not available | |

Averagely available | | Very available

C: CULTURAL FACTORS

1 Does your household own property? Yes | | No

If yes, kindly tick appropriately as per ownership.

Property Ownership
Man Woman  Both Other

Land

House

Bicycle

Poultry

Cattle

Estate

2. Inyour household, who is the main decision maker?

Woman Man Both | | Others | |



3.As a woman, are there times when you can make certain decisions without consulting

another person? Yes | | No | 11fyes, kindly give an example.

4. Are you aware of certain negative cultural practices which affect women in your

community? Yes | | No | |

5. Ifyes, mention a few

6. How are gender roles determined in your community?

Family unit | | Society | |

SECTION D: SENSITIZATION AND TRAINING

1 Do you know of any sexually transmitted disease? Yes 0O No | [

2. Ifyes which ones do you know? Tick the ones you know

Gonorrhea | | Syphilis | | HIV/AIDS | | Candidacies | |

Others (specify)

3. How did you get to know about the sexually transmitted diseases?

Friend | | Relative | | Peer | [ Media | |

Seminar/meeting | I Health facility | | Others
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4. What sources of information do you usually rely on when seeking understanding in

H1V/AIDS?
Print and electronic media | | Local leaders | | Church
| | Seminar and workshops I 1 Internet | 1 Health facilities
J Sharing among friends Others
5. Inwhich ways can one acquire HIV/AIDS? O Sexual intercourse
O Blood transfusion O Mother to child
Sharing body piercing/cutting instrument | | All the above

] don’t know

6. List at least two HIV /AIDS preventive measures that you know of.

7. Are you aware that there are female condoms? Yes No

8 To what extent do you rate level of knowledge of women on their vulnerability to

HIV/AIDS? Worse | | Fair| | Good | [erygood | [Excellent
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APPENDIXIV

Interview Guide for CBO leaders

This interview guide is designed for use to determine impediments to women’s economic
empowerment in mitigating HIV/AIDS vulnerability in Lower NyakachDivision. All

responses will be treated confidentially. Thank you for your corporation.

Date of Interview

Target population: CBO leaders.

1 Gender: Number of male and female CBO leaders interviewed

Male Female

2. How long have you worked in Lower Nyakach Division
3. What objectives does your organization have in regard to HIV prevention in Lower
Nyakach Division?
4. Does your organization have a specific programme for women?
a) Ifyes, describe the programme.
b) Ifno, explain why women are not given a programme of their own.

5. How would you describe economic status of women in Lower Nyakach Division?

o

In your opinion, what are some of the factors that hinder women’s economic

empowerment?

7. What is the knowledge level of Lower Nyakach women regarding how HIV is
transmitted?

8. In your opinion, what do you think can be done to improve women’s economic
empowerment?

9. What possible missing information do Lower Nyakach women have regarding

prevention of HIV/AIDS?
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10.

11.

12.

13.

14.

15.

Could you identify some of the problems you have encountered in relaying
information about HIV/AIDS to Lower Nyakach women?

What level of knowledge do Lower Nyakach Women have regarding PEP (Post
Exposure Prophylaxis) therapy?

What mode of communication does your organization use to pass information about
HIV/AIDS?

What are some of the communication challenges that you have encountered?

What, in your view, is the most effective way of having behaviour change in regard to
risky sexual behaviour in Lower Nyakach Division?

In what ways, in your opinion, do men get involved in HIV/AIDS activities?
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APPENDIX V

Interview Guide foropinionleaders

This interview guide is designed for use to determine impediments to women’s economic

empowerment in mitigating HIV/AIDS vulnerability in Lower NyakachDivision. All

responses will be treated confidentially. Thank you for your corporation.

Date of Interview

Target population: Chiefs and opinion leaders.

10.

11.

Gender: Male| | Female

Briefly describe the background of your community in terms of education, health
and economic status for both men and women.

In your own opinion do Lower Nyakach women get entitled to economic resources
such as land?

In your view, what are some of the factors that may hinder women’s participation
in family/community affairs?

How has HIV/AIDS affected in your community?

Between men and women, who is most at risk of contracting HIV/AIDS and why?
How do you get involved in HIV/AIDS activities?

How do the following groups regard a woman who is HIV positive:

a) Family  b) Community

What do Lower Nyakach women identify as ways of preventing HIV/AIDS among
themselves?

What is the role of men in the spread of HIV/AIDS among women?

What do Lower Nyakach women see as a link between the following and the

spread of HIV/AIDS?
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a) Wife inheritance
b) Multiple partners
c) Early marriages
d) Education level.
12. In your opinion, what are the possible connections between economic status of
women and HIV/A1DS?

13. What are the knowledge gaps among women in regard to H1V/AIDS?
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