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Abstract
Almost thirty years into the global HIV/AIDS pandemic, it has become apparent
that dominant HIV prevention paradigms yield limited results, and that new approaches
are needed. The project positions itself within this moment of crisis in HIV prevention by
contributing a novel approach to the study and development of HIV prevention.

Research Question
The project is guided by the following research question: How does (re)inserting
the accounts of women participants of diverse backgrounds and experiences allow us to
critique, complement and move beyond the limitations of the discourses about women
and HIV prevention that dominate the National response to HIV/AIDS in Ghana?

Data Gathering
The project is based on eight months of ethnographic fieldwork undertaken
between 2006-2007 in Accra. Qualitative interviews and other methods were used to
gather material pertaining to the National response to HIV/AIDS in Ghana, and to collect
the accounts of women participants.

Results
The analysis begins with a critical examination of the discourses about women
and HIV prevention that dominate the National response to HIV/AIDS in Ghana. These
discourses are situated within a broader context shaped by local, national and
ii

transnational forces, a point that is well reflected in their similarity to discourses of the
international HIV/AIDS community. Because they rely on limited understandings of
women and HIV prevention, these discourses lead to the development of prevention
programs targeted to the "general population" that do not effectively respond to women's
issues and needs. Analyzed in relation to the discourses of the National response, the
women participants' accounts provide a deeper assessment of their limitations, and a
more comprehensive picture of the issues that affect them and how they navigate within
their circumstances as agents. By extension, the participants' accounts offer insight into
the development of prevention programs that are more responsive to their needs, and that
work with women's strengths as opposed to what women lack.

Conclusion
Through the development of a two-fold analytical model, the project offers a
novel approach to the study of HIV prevention. Furthermore, the project makes numerous
recommendations to render HIV prevention more effective in the Ghanaian context, and
elsewhere.
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Chapter 1: Situating the Research

Chapter Summary
The chapter begins by situating the research within what is identified as a moment
of "crisis" in HIV prevention. Almost thirty years into the global HIV/AIDS pandemic, it
has become apparent that dominant preventive paradigms yield limited results, and that
new approaches are needed. The project endeavors to contribute to the study and
development of HIV prevention by offering a critical inquiry into women and HIV
prevention in Ghana. It does so by drawing from the accounts of women participants of
diverse backgrounds and experiences interviewed in Accra to critique and complement
the discourses about women and HIV prevention that dominate the National response to
HIV/AIDS in the country. Having positioned the research within the dialogue on HIV
prevention, the chapter proceeds to describe the relevance of Ghana and its capital city as
the site for an inquiry into HIV prevention. Turning to a review of women's
epidemiological and social positioning in the country, the chapter goes on to argue for the
importance of a project that critically reviews official discourses about HIV/AIDS by
drawing from the accounts of women on the ground. The chapter concludes by offering
an overview of the thesis, outlining the contents and goals of each of its chapters.

1.1. A Crisis in HIV Prevention
In a recent issue of The Lancet devoted to assessing the state of HIV prevention
worldwide, Piot et al. (2008) begin the chapter "Coming to terms with diversity: A call to
action for HIV prevention" by noting that: "[a] quarter of a century of AIDS responses
has created a huge body of knowledge about HIV transmission and how to prevent it, yet
every day, around the world, nearly 7000 people become infected with the virus" (p. 78).
Narrowing her focus to the southern portion of the African continent, Duffy (2005)
echoes this point when she observes that: "[n]early two decades of prevention efforts in

2
Zimbabwe appear to have made little difference in halting or reversing the alarming
trends of increasing incidence and prevalence of HIV/AIDS" (p.23).
Statements such as these have surfaced in much of the literature on HIV
prevention published in the last five years. They call attention to what appears to be an
increasing dissatisfaction with prevention paradigms, and their (in)ability to significantly
diminish the spread of the virus. As shall be explored later, HIV prevention has been an
area of debate in the international HIV/AIDS community since the very beginnings of the
pandemic. Accordingly, many of the arguments being directed at dominant prevention
paradigms are not new, but have been echoed in various forms since the very appearance
of the virus. However, as the global pandemic approaches its third decade, these debates
seem to have reached a critical breaking point. Looking back over a quarter-century of
HIV prevention "characterised by islands of success in a sea of failure," academics,
activists, and representatives of the various organizations and institutions that make up
the international HIV/AIDS community have accelerated their demand for major change
(Bertozzi et al., 2008, p.75).
This moment of crisis in HIV prevention has manifested itself in various ways.
One has been the critical revision of dominant preventive paradigms and an attempt to
identify why they yield such limited results. For instance, ample critique has been made
of a prevalent approach to prevention focused on individual behavior change. The latter is
built upon the assumption that if presented with information about HIV and how to
prevent its transmission, individuals will be able to adopt necessary measures to protect
themselves from becoming infected. Because it targets a rational individual dissociated
from the broader context within which his or her experiences come to take shape, the
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behavior change approach does not account for the complexities of lived reality, and the
many barriers that may limit the adoption of seemingly self-evident protective behaviors.
As shall be explored throughout the dissertation, this approach nevertheless remains a
leading prevention paradigm globally, and in Ghana more specifically.
Commenting on the limits of a model that ignores "social and economic
contexts," Kalipeni et al. (2007) note that: "as evidenced by the sustained upward
trajectory of HIV incidence in Sub-Saharan Africa, this dominant approach and the
prevention programs deriving from it are costing lives as well as funds" (p. 1016).
Critiques of HIV prevention extend far beyond abstract theoretical debate and into
people's bodies and lives. Given the urgency of the situation, this moment of crisis has
also been accompanied by an attempt to identify and construct alternative approaches to
the study and development of HIV prevention. As Cassell et al. (2007) stress:
New approaches to combat the pandemic are particularly welcome in light of the
United Nation's estimates that almost five million people become infected with
HIV, and more than three million people die of AIDS, each year... Preventing
new infections remains the key to breaking the back of the epidemic and
curtailing the expanding need for treatment, (p. 605)
The present doctoral dissertation situates itself within this critical moment in the
field of HIV prevention by contributing to the creation of a novel approach to the study
and development of HIV prevention. It takes as its departure point the discrepancies
observed between official discourses about women and HIV prevention in Ghana, and
what the accounts of women of diverse backgrounds reveal about these issues.
Drawing from eight months of ethnographic fieldwork pursued in Ghana's capital
city of Accra between 2006 and 2007, the project begins with a critical examination of
the discourses about women and HIV prevention that dominate the National response to
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HIV/AIDS in Ghana.1 These discourses are situated within a broader context shaped by
complex local, national and transnational forces, a point that is well captured in the
similarities found between the discourses of the National response in Ghana and those
that dominate the international HIV/AIDS community. Because they rely on limited and
stereotypical understandings of women and HIV prevention, these discourses lead to the
development of prevention programs targeted to the "general population" that do not
effectively respond to women's issues and needs.
Turning to qualitative interviews undertaken in Accra with women participants of
diverse backgrounds and experiences, the project draws from their accounts to critique
and complement the discourses of the National response. Analyzed in relation to official
discourses, the participants' accounts provide a much more comprehensive understanding
of the issues that affect them in relation to HIV/AIDS and how they navigate within their
circumstances as agents. By extension, the participants' accounts offer insight into the
development of prevention programs that are more responsive to their needs, and that
work with women's strengths as opposed to what women lack.
The dissertation therefore asks and attempts to answer the following questions:
What are the discourses about women and HIV prevention that dominate the
1

The term "National response to HIV/AIDS in Ghana" (or diminutive versions like the National
response or the National response to HIV/AIDS) will be used throughout the thesis to refer to the
organizations, groups, governmental bodies, individuals, texts and other elements involved in shaping and
responding to HIV/AIDS in the country. I will elaborate upon the work of the National response and how I
am analyzing this institution in subsequent sections. See also Appendix B for a descriptive summary of the
National response to HIV/AIDS in Ghana.
I place the term "general population" in quotation marks throughout the dissertation in order to
underline its vague and somewhat arbitrary nature. While it can allude to the Ghanaian population as a
whole, in the context of the National response to HIV/AIDS in Ghana, the term encompasses the
individuals of unknown serostatus who do not belong to a Most-at-Risk-Group (MARG) or other
specifically identified group. In the context of this thesis, the term "general population" is used in keeping
with the definition of the National response, to allude to women of unknown serostatus who are not
affiliated to highly targeted MARG groups like commercial sex workers or PWHA.

National response to HIV/AIDS in Ghana? What are the local, national and
transnational forces and patterns that affect the development of these dominant
discourses? What do the women participants' accounts reveal about the limitations
of these discourses: how do they further their critique? Based on the women
participants' accounts, what are the complex forces, factors and issues that affect
their experiences of HIV/AIDS in Ghana, and how do they navigate within this
context as agents? What do the women's participants accounts reveal about what
needs to be considered and done in crafting HIV preventive initiatives that better
respond to their issues and needs? In a nutshell, how does (re)inserting the accounts
of women participants of diverse backgrounds and experiences allow us to critique,
complement and move beyond the limitations of official discourses about women
and HIV prevention in Ghana?

1.2. Relevance of the Research
This doctoral project situates itself within the dialogue of the international
HIV/AIDS community that has manifested itself recently in what I call a crisis in HIV
prevention. Accordingly, the project responds to the key priorities mapped out within
these debates. In the first place, it has been highlighted that:
Successful prevention requires knowledge of the nature of the epidemic in
individual countries, as well as community and country contexts. Broader
socioeconomic and cultural factors (eg. poverty, human rights, religion) that
affect the spread of the virus must be addressed, but our early assumptions about
their interactions have been too simplistic and need to be better understood.
(Merson et al., 2008, p.485. See also Wegbreit et al., 2006)
As shall be argued in subsequent chapters, in Ghana and internationally, official
discourses about women and HIV/AIDS often relegate women to very limited and
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stereotypical roles. In the process, these discourses obscure and over-simplify the varied
and complex forces and factors that come to affect women's experiences in different and
same locations. However, as Kalipeni et al. (2007) note: [o]nly policies that derive from a
proper understanding of regionally specific manifestations of these embedded
relationships and address sexuality, empowerment and vulnerability as well as social,
gender, and economic inequities will help to reduce HIV transmission" (p.1016).
Focusing on the context of Ghana, and even more specifically its capital city of Accra,
this project attempts to provide a comprehensive account of the complexities at play in
shaping the epidemic in this locale, particularly with regard to how it affects women.
In the mid 1990s, a considerable amount of social scientific work was being
conducted on HIV/AIDS in Ghana, and on issues pertaining to women and the gendered
dimensions of the epidemic more particularly. For reasons unknown, few research
undertakings can be identified that tackle these issues following the turn of the
millennium. However, given the fact that women continue to be disproportionately
affected by HIV in Ghana, the need to examine and respond to these issues remains as
important as ever. Consequently, the present dissertation endeavors to fill a void in
current research that examines the gendered dimensions of the epidemic in Ghana, and
how these relate to HIV prevention. This information can (and hopefully will) prove
useful in the Ghanaian context specifically, helping to guide the development of HIV
prevention strategies that more effectively respond to women's issues in the country.

3

Work published on HIV/AIDS in Ghana in the 1990s (or that draws from research conducted
during this decade) includes: Adomako Ampofo (1999); Anarfi (1993, 2001); Anarfi and Awusabo-Asare
(1993); Ankomah (1992, 1999); Awusabo-Asare (1995); Awusabo-Asare, Anarfi and Agyemang (1993);
Mill (2001, 2003); Mill and Anarfi (2002); Takyi,(2003); Wolf and Tawfik, 2000. Work that deals with the
epidemic in Ghana following the turn of the millennium includes Duda et al. (2005); Faria (2008).
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Though it draws from fieldwork undertaken in Ghana's capital city, this doctoral
inquiry positions itself within a broader theoretical, methodological and academic
framework. In addition to contributing to the literature on HIV/AIDS in Ghana, the
project also attempts to contribute to the dialogue surrounding HIV prevention by helping
to craft a novel approach to the study and development of HIV prevention.
In an initiative that resonates with this doctoral enterprise on a number of levels,
Tawfik and Cotts Watkins (2007) compare the interpretations about women and the
transmission of HIV in Malawi that are produced at three different sites. The first level,
"Geneva," consists of the discourses about women and HIV produced internationally, by
institutions like the World Health Organization (WHO) and USAID. This level can be
compared to what I refer to as the "international HIV/AIDS community." On the second
level, and closely linked to the discourses of "Geneva," the authors group the rhetoric
produced by players in Lilongwe, Malawi's capital city. Encompassing governmental
institutions and the local offices of development agencies and NGOs, this grouping is
closely akin to what I refer to as the "National response to HIV/AIDS in Ghana."
As will be examined in the description of the analysis process in Chapter 3, the
National response to HIV/AIDS in Ghana benefits from being situated as an institution,
as defined in the realm of Institutional Ethnography. Through this lens, the National
response can be understood as being constituted of the diverse government, bi-lateral and
multi-lateral agencies, local and transnational NGOs, community groups, individuals,
documents, programs and projects involved in responding to HIV/AIDS in the country
(see also Appendix B for a descriptive review of the National response to HIV/AIDS in
Ghana). These players are influenced by complex forces emanating at local, national and
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transnational levels, and they are engaged in constant relations of power. Nevertheless,
certain tropes and approaches still come to be dominant within the work of this
institution. Like Tawfik and Cotts Watkins, who revise the dominant rhetoric of
"Geneva" and "Lilongwe," I am in interested in tracing the discourses that dominate the
National response to HIV/AIDS in Ghana.
The third level in Tawfik and Cotts Watkins' work consists of women
participants' and their husbands' interpretations of issues related to HIV/AIDS in the
Balaka district of Malawi. Because they are comprised of the accounts of people on the
ground, this component of the research can be likened to what I refer to as the "women
participants' accounts." Having situated these three sites, the authors trace the dominant
interpretations that emerge from each one, highlighting the tensions that result from their
comparison. For instance, they note "significant discrepancies in the rhetoric used in
Geneva and Lilongwe to describe women's motivations for extramarital partnerships, and
the rhetoric used in Balaka" (p. 1098). The discourses produced in Geneva and Lilongwe
represent women as being driven into adultery because of poverty and economic lack,
thus ascribing them to a position of passivity. In drawing from women and men's
accounts on the ground, the authors are able to provide a more nuanced image of these
dynamics, observing that "women were certainly poor, but they did not seem as
powerless or passionless" (p. 1091).
In the conclusion of their article, Tawfik and Cotts Watkins (2007) draw from
their research undertaking in Malawi to offer a number of recommendations to help guide
further research. These suggestions coincide rather precisely with the aims of the present
doctoral dissertation. First, the authors emphasize "the importance of basing prevention
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programs on research that systematically, rigorously and critically examines the
assumptions of Geneva and Lilongwe" (p. 1098). Focusing on the context of Ghana, this
doctoral dissertation begins as a critical examination of the discourses about women and
HIV prevention that currently dominate the National response to HIV/AIDS in the
country. Drawing from a vast body of related literature, I position the discourses of the
National response within a broader framework shaped by complex local, national and
transnational forces. Turning to the accounts of women of diverse backgrounds and
experiences, these are used to further the critical process by highlighting the significant
discrepancies between official discourses about women and HIV prevention, and how
women participants describe these issues. The project therefore fulfills the first
requirement outlined by Tawfik and Cotts Watkins, namely a critique of existing
discourses and interventions.
Second, the authors go on to note that:
Policy on AIDS, gender and other topics will undoubtedly continue to be
formulated globally and implemented nationally in Sub-Saharan Africa, but
outcomes are likely to be more successful if policies and programs pay more
attention to on-the-ground interpretations of women as not only poor, but also
passionate and powerful, (p. 1099)
Allowing for a more rigorous critique of official discourses, the women participants'
accounts also provide rich insight into the issues that affect them in relation to HIV/AIDS
and how they navigate within this context as agents. Drawing from the insight provided
in the women participants' accounts, this dissertation offers a more complex and
comprehensive picture of the issues women face and the tools they require to protect
themselves from HIV infection in Accra. Moreover, it does so by rejecting what is a
common tendency in development and HIV/AIDS-related work to position women from
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the Global South as victims. In viewing the women participants as active agents, the
project argues for the development of HIV prevention strategies that work with women's
strengths and assets, as opposed to what women lack.
Finally, the project also echoes the attention accorded by the international
HIV/AIDS community to the importance of including people infected and affected by the
disease in the development and implementation of programs. This idea is at the core of
the GIPA principle, which stands for the "Greater Involvement of People with HIV/AIDS
(PWHA)." Derived from a notion embedded in the Paris AIDS Summit Declaration of
1994, GIPA emphasizes the important role PWHA have to play in educating and
mitigating the spread and impact of the disease in their communities (Asia Pacific
Network of People Living with HIV and AIDS, 2004, p.3).
Similarly, as Coates et al. (2008) note: "[o]ne of the most energizing activities in
many strategies and campaigns for HIV prevention involves using the creativity and
energy of people who are most affected by the epidemic" (p. 671). By virtue of having
been exposed to information while receiving treatment, care and support, and in gaining
insight from their own experiences, PWHA are often very knowledgeable about
HIV/AIDS. Consequently, they are uniquely positioned to provide ideas as to what puts
people at risk of becoming infected, and the tools they require to prevent this from
happening. In that this dissertation draws heavily from the accounts of women who are
living with the virus in Ghana, it fulfils this important recommendation of the
international HIV/AIDS community.
Drawing from fieldwork undertaken in Ghana's capital city of Accra, the present
doctoral dissertation provides an important and timely inquiry into the gendered
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dimensions of the epidemic and HIV prevention in this context. Beginning as a critical
examination of the discourses about women and HIV prevention that dominate the
country's National response, it turns to women participants' accounts in order to
complement these official tropes. Providing a more complex and nuanced understanding
of the issues that affect them and their vulnerability to HIV, women's accounts also offer
valuable insight in crafting HIV prevention interventions that better respond to their
needs. Delivering a critical examination of the gendered dimensions of the HIV/AIDS
epidemic in Ghana, how it has been responded to and how it affects individuals on the
ground, this dissertation offers theoretical, methodological and practical insights that
extend far beyond the purview of this particular nation.

1.3. Rationale for the Selection of the Research Site
This dissertation is based on ethnographic research undertaken in Ghana's capital
city of Accra. In addition to being a relatively stable and safe country -an important
consideration when selecting a venue to undertake fieldwork as a single female on a
budget— Ghana also constitutes a most relevant site for a research inquiry into women
and HIV prevention. Not only does the epidemiology of HIV/AIDS in Ghana lead to the
prioritization of HIV prevention in the National response, but Accra also presents
characteristics that make it an "ideal" context for the study of HIV prevention.

The Epidemiology of HIV/AIDS in Ghana: A Focus on Prevention
The most recent UNAIDS data, gathered for the 2007 period, estimates HIV
prevalence in Ghana to be approximately 1.9% (see UNAIDS, Ghana: Country Situation,
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2008). This number represents the overall country rate, though prevalence varies within
the country's ten different regions. Ghana is bordered by Cote d'lvoire, Togo and
Burkina Faso, countries that have higher rates of HIV prevalence. This is an important
point considering the amount of migration that occurs between Ghana and its neighboring
countries, particularly Cote d'lvoire (see Akwara et al., 2005, p. 14). With regard to viral
typology, HIV Type 1 remains the most prevalent strain in the country. It has however
"reduced slightly from 95% in 2005 to 93% [in 2006]. HIV II for the first time since the
monitoring of the prevalence recorded more than 1% of the total confirmed cases,
recording a prevalence of 2.2%" (HIVSentinel Survey Report 2006, 2007, p.47).
As is the case throughout most of Sub-Saharan Africa, youth and young adults are
increasingly affected by the virus in Ghana. The Sentinel Survey for 2006 —an annual
epidemiological review that draws its information from data gathered at antenatal clinics
throughout the country— notes that:
The increase in prevalence seems to be fuelled by the younger age groups and
in urban areas. The 15 to 24 year age group alone contributed 30% of the total
HIV positive cases while persons below the age of 35 contribute 88% of the total
positive samples. (HIV Sentinel Survey Report 2006, 2007, p.47)
In addition to youth, other vulnerable groups such as commercial sex workers
(CSW), men who have sex with men (MSM) and prisoners have been identified as being
strongly affected by the virus in Ghana. Nevertheless, the national epidemic remains
classified as a generalized one. As Dzokoto (2008) notes, "[fjhe HIV prevalence among
pregnant women has been consistently above 1%. The sexual networks in the general
population are sufficient to sustain the epidemic independent of sexual transmission from
sub-populations at higher risk for infection" (p. 13). In keeping with patterns of
transmission found in generalized epidemic contexts,
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The main mode of transmission of the virus in Ghana is through heterosexual
intercourse, which accounts for 75 to 80 percent of all HIV infections. Vertical
transmission from mother to child accounts for 15 percent, and transmission
through blood and blood products accounts for 5 percent. (Akwara et al., 2005,
p.l)
Because prevalence remains relatively low at 1.9%, HIV prevention is identified
as a key strategy to help keep rates at these levels. Consequently, it constitutes one of the
main priorities in the country's National response. This position is outlined in the Five
Year Programme of Work, when it states that "[conservatively, 96% of the Ghanaian
population is uninfected by HIV. A key strategic direction of the programme of work for
the next 5 years, therefore, is to keep this population HIV-free through vigorous
implementation of evidence-based prevention interventions" {The National response to
HIV/AIDS: Five year programme of work, 2006, p. 30). Accordingly, Prevention and
BCC (Behaviour Change Communication) activities received 33% of the national budget
allocated to HIV/AIDS for the 2006 Annual Programme of Work (APOW), the highest
percentage after the 53% allocated to Treatment and Care (see Dzokoto, 2008, p. 52).
Given the importance accorded to HIV prevention on the part of its National
response to HIV/AIDS, Ghana constitutes a wonderful site for a research inquiry focused
on issues pertaining to HIV prevention. Furthermore, because the epidemic in Ghana is
generalized, the National response prioritizes "primary prevention, mainly directed
toward persons hitherto uninfected by HIV" (Sahasrabuddhe and Vermund, 2007, p.242).
The "general population" therefore ranks as a very important target for preventive
activities. Because this project focuses on the development of HIV prevention programs
that aim to halt the infection of women from the "general population" —namely women of

14
unknown serostatus who do not belong to highly targeted groups like commercial sex
workers or PWHA— Ghana provides a most pertinent research site.

Accra: An "Ideal" Context for the Study of Prevention
Though brief, this initial survey has hopefully painted a picture of the epidemic in
Ghana as very heterogeneous and complex. The situations and opportunities experienced
by communities and individuals within this same nation vary greatly, based on factors
that include geographical location, gender, age, membership to a particular ethnic group
or social class, etc. In turn, these differences come to affect and influence the possibility
that someone will be exposed to the virus in the first place, and their ability to protect
themselves from infection. In the context of this dissertation, I have chosen to focus on
Ghana's capital city of Accra. Because most of the players involved in the National
response to HIV/AIDS are located in the capital, this choice is partly a logistical one,
facilitating access to interviews, meetings and other components of the fieldwork.
Beyond logistics, Accra also offers an "ideal" scenario when it comes to studying the
strengths and limitations of current HIV prevention in the country.
First, Accra is located in the South of Ghana, a region that "by virtue of its early
contact with Europeans, experienced earlier diffusion of education, industrialization,
higher socio-economic position, greater autonomy of women, low child mortality and
openness to the west, amongst others" (Mensah, 2006, p. 319). These dynamics have
extended into the present, with the Greater Accra region boasting "socio-economic
features that are more typical of a middle income region than of a poor developing
economy, including an upper poverty line of 5%, level of urbanization of 88%, and a total
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fertility rate of 2.9 births per woman" (Agyei-Mensah, 2006, p.314). Although there is
certainly poverty in Accra, the capital city offers a more prosperous context than the
remainder of the country. Social services are more readily accessible, and "[t]he Greater
Accra Region has better access to modern health facilities including sexually transmitted
disease clinics, and HIV/AIDS screening facilities" (Oppong, 1998, p. 446).
In their work in a South African mining town, Campbell and Mzaidume (2001)
comment on the difficulties associated with carrying out HIV preventive work in a
context that is much less than "ideal." The authors note that the violent context of this
mining town undermines "local participation in egalitarian community networks...trust
and reciprocal help and support...and a positive local identity," elements that have been
linked to the uptake of HIV preventive behaviors (p. 1978). Many of Accra's inhabitants
also face their fair share of hardship and inequality. However, because it is the most
prosperous area of Ghana, residents of the capital enjoy higher access to education,
employment, legal, social and health services than their counterparts in the rest of the
country. In turn, these various assets have been linked to more successful HIV preventive
outcomes in much -if not most—of the literature on HIV/AIDS.
As Andrzejewski et al. (2009) note: "Ghanaians with higher educational
attainment and who report literacy are more likely to have higher levels of health
knowledge than those who are illiterate or have lower levels of education" (p.236). The
capital therefore offers an "ideal" context in which to study HIV prevention, in that its
population is more likely to have been exposed to messages and programs related to HIV
prevention and to have access to some of the means required to enact it. This being the
case, and as will be examined in coming chapters, the accounts of the women who
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participated in this study reveal important limitations in their knowledge of HIV
prevention. If these women —all of them residents of Accra at the time of my fieldwork—
are unable to identify all the modes of transmission of the virus or to name a site where
they can receive HIV testing and care, one can extrapolate that the situation is probably
worse for women living outside of this more favored environment. In no way does this
point diminish the importance of studying and better understanding the needs of women
living in other regions of the country, including the more impoverished North or rural
areas. However, for an initial inquiry into women and HIV prevention in Ghana, the
capital city offers a somewhat "ideal" or "best case" starting point.

1.4. A Focus on Women
In the introduction to the book AIDS, Sexuality and Gender in Africa: Collective
Strategies and Struggles in Tanzania and Zambia, Baylies and Bujra (2000) observe that:
All are potentially susceptible to AIDS. HIV crosses all lines of social division.
At the same time social circumstances may entail particular vulnerability. Gender
relations serve in this regard as an important component of the way AIDS has
impacted on African societies...Relative proportions of adult males and females
infected vary from place to place, but UNAIDS estimates that by the end of the
[20 ] century, twelve or thirteen women were being infected in Africa for every
ten men. (p.3)
Following patterns found in the rest of sub-Saharan Africa, women in Ghana have been
particularly affected by HIV/AIDS. In fact, "since the beginning of the epidemic, the
number of infected females has always been multiple times the number of males. By the
end of 1996, twice as many women as men had AIDS" (Oppong, 1998, p.438). Though
the ratio has declined a bit since, "[fjemales are [currently] estimated to be 1.3 times
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more likely to become infected than males" (Ghana AIDS Commission, National
Strategic Framework II2006-2010, 2005, p.5).
Beyond women's higher representation in seroprevalence data, the epidemic in
Ghana has been shown to follow various gendered patterns, such as women becoming
infected at a younger age than men (see Ghana Statistical Service, 2004). This reflects a
trend described by Mill and Anarfi (2002) when they note that: "[t]he formation of sexual
partnerships between older men and younger women...[is] a feature of the demography
of HIV disease in Africa that has profound implications for women's vulnerability to
infection" (p.327. See also Duda et al., 2005; Thomas, 2007). Ghana's 2003 DHS
(Demographic and Health Survey) underlines another interesting gendered pattern, noting
that: "[mjarital status was significantly associated with HIV serostatus for women. After
controlling for other factors, women in monogamous relationships were more likely to be
HIV positive than women in other types of relationships" (Akwara et al., 2005, p. 31).4
Overall, formerly married women have the highest rates of infection in the country, a
point that can be attributed in part to the widowing caused by AIDS. "However, there is
also the possibility that, among women at least, being formerly married...increases their
vulnerability to HIV infection by placing them in positions where they may be sexually
exploited" (Akwara et al., 2005, p. 12).
Though these epidemiological details only begin to scratch the surface of the
complex gendered manifestations of HIV/AIDS in Ghana, they highlight a situation
where women find themselves disproportionately and specifically affected by the disease.
4

Baylies and Bujra (2000) offer an explanation to this phenomenon when they note that
"[m]arriage is a context of considerable vulnerability for women in respect of HIV, because they can be
infected, not through 'improper' behaviour, but in consequence of complying with norms of fidelity, if their
husband has unprotected sex outside of marriage" (p.l 1).
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Like the broader international HIV/AIDS community, the National response to
HIV/AIDS in Ghana has certainly come to acknowledge the idea that HIV/AIDS is
shaped by gendered dynamics, and that women are affected and must be targeted in very
specific ways. Nevertheless, the discourses surrounding women that dominate the
National response continue to be premised on very stereotypical and limited assumptions.
I would argue that an important reason for this pattern lies in the continued underrepresentation of women in the work of the National response, with regard to the number
of positions occupied and the level of influence exercised by women, as well as the
diversity of women active within it.
It is important to note that this gender imbalance is not unique to the work of the
National response to HIV/AIDS. In fact, it merits from being located within the broader
context of women's social and legal positioning in the country. In her article on the
dynamics of female spaces in Ghana, Muller (2003) notes that:
Women in urban and rural settings are organized in many different ways: based
on jobs in the form of trading or market associations, based on religion, such as
Muslim and Christian organizations and based on self-help aspects, such as the
organization of the [disabled] women. In the history of Ghana, women's
organizations played an important political role during the struggle against British
colonization at the beginning of the 191 century and up to 1957, the year of
Ghana's independence. Collective military actions were organized by female
heads of towns or villages, called queenmothers. (p.333)
Furthermore, since 2001, the Ministry of Women and Children's Affairs
(MOWAC) has spearheaded a "national response to gender inequality" by promoting the
"implementation of activities that address the rights of women and children towards
advancing the status of women and the growth, survival and development of our
children" (Ministry of Women and Children, n.d.). Women in Ghana have been
organizing around issues and mobilizing politically for numerous decades. Nevertheless,
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important gendered imbalances still continue to mark political representation in the
country. As Fallon notes, "[t]he relative absence of women in Ghana's government has
been problematic since independence in 1957" (2003, p. 529). These patterns continue to
play out in the present, given that "[c]urrently, very few women occupy upper-echelon
positions on the civil service" (Adinkrah, 2004, p.332).
While positions of influence in the public and private sectors continue to be
dominated by men, a majority of women in Ghana nevertheless participate in incomegenerating activities. In fact, Anarfi and Awusabo-Asare (1993) remark that
"[traditionally, a non-working wife is considered to be lazy; a Ghanaian woman works to
cater for herself, her children and other members of the extended family. Most women do
work and tend to earn separate incomes" (p.4). This said, a combination of factors
including gendered expectations and limited educational opportunities find most women
pursuing "[p]etty trading, sewing, hairdressing, nursing, teaching and secretarial work"—
jobs marked by low salaries and financial insecurity (Adinkrah, 2004, p.331). Even
outside of the informal sector, women continue to face discrimination in the workplace.
"Only a minority of women in formal sector employment [enjoy] protection from labour
laws" (The Coalition on the Women's Manifesto for Ghana, 2004, p. 37).
As the Women's Manifesto for Ghana goes on to note, legal discrimination
remains an important barrier for women in other spheres, including women's rights and
obligations in marriage and divorce. "While women can be divorced under customary
law on grounds of witchcraft, stealing and adultery, these are not grounds for divorcing a
man" (The Coalition on the Women's Manifesto for Ghana, 2004, p. 37). Issues
surrounding land ownership also constitute another important barrier to women's full
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economic emancipation in the country. Although "[tjhere are constitutional provisions
which protect women's land rights in Ghana," the actual implementation of these laws
and their conflict with traditional regulations limit women's access to them (The
Coalition on the Women's Manifesto for Ghana, 2004, pp.17). For instance,
Customary law does not recognize marital property or non-monetary
contributions to the acquisition of property during marriage. Even though
widows might benefit from the children's inheritance, the fact that they cannot
inherit property from their husbands increases their social vulnerability and
poverty. (The Coalition on the Women's Manifesto for Ghana, 2004, pp.17-21).
Given Ghana's ethnically diverse context, it is important to note that women
experience the impact of customary law differently, based on the cultural groups they are
born or marry into. For instance, Adinkrah (2004) notes that:
Among the patriarchal Ewe and northern ethnic groups, women are manifestly
subordinate in their social relationships with men. In contrast, women of the
matrilineal Akan-speaking groups enjoy relatively higher social status because of
matrilinearity and the tendency towards greater economic independence, (p.331)
Having provided these specifications, the author goes on to note that:
Overall, however, Ghanaian women occupy a subordinate social status vis-a-vis
their male counterparts in virtually every domain of social life. Indeed, there is a
general cultural expectation that women demonstrate respect, passivity,
obedience, submissiveness, and acquiescence toward men, particularly with
respect to their husbands' wishes and demands, (p.331)
These and other complex cultural and socio-economic factors therefore contribute
to lessening the opportunities available to women in Ghana. Though a growing number of
women are accessing post-secondary education and coming to occupy professional roles
in the public and private sectors, most positions of power and influence continue to be
dominated by men. Furthermore, as Opare (2005) notes and as shall be explored in the
analysis of the material, even when they are placed in positions of relative influence,
"[w]omen continue to be dominated by their male counterparts in decision-making

21
processes" (p.94-5). This broader context therefore illuminates some of the reasons as to
why discourses surrounding women and HIV/AIDS in the National response continue to
revolve around limited and stereotypical tropes. Not only are women of diverse
backgrounds under-represented within this institution, but complex forces also shape how
much power and influence women can exercise.
That is not to say, however, that women are altogether absent from the work of
the National response to HIV/AIDS in Ghana. In fact, women occupy diverse positions
within this institution. For instance, I had the opportunity to meet with and interview
female representatives of organizations and institutions during my fieldwork. These
women occupied a range of positions within the National response, and represented
various players including the Ghana AIDS Commission, development partners like
CIDA, multi-sectoral partners like UNAIDS and the UNDP, as well as local and
international NGOs.
Furthermore, organizations and groups devoted to addressing women and
HIV/AIDS have also played a key role in contributing to the gendered understandings
and work of the National response. These groups include the Society for Women and
AIDS in Africa (SWAA-Ghana) and Pro-Link, two NGOs that represent women at the
national level and that have created programs tailored specifically to their needs. The
work of the Manya Krobo and other Queen Mothers' associations, which shall be
explored in greater detail later, offers another interesting complement in the gendered
work of the National response. The past decade has also witnessed the creation of support
groups for positive women. In addition to catering to the specific needs of this
constituency, as leaders of their own support groups, women are also invited to take part
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in meetings of the National response. Because these women tend to emerge from a muchless educated and otherwise privileged background, they bring to the table a perspective
that is drastically under-represented in the National response. Finally, a number of
women's organizations in Ghana have also started addressing HIV/AIDS in their work
through the creation of specific programs and interventions.
While the presence of these groups and organizations has broadened the gendered
response to HIV/AIDS in Ghana, overall they have not led to major modifications in the
discourses about women that dominate the work of the National response. As shall be
explored in Chapter 4, these discourses continue to rely on very limited and stereotypical
tropes about women. Moreover, the work of women's organizations sometimes finds
itself obliged to reinforce problematic discourses about women and HIV/AIDS. Baylies
and Bujra (2000) expand upon this point in their examination of the response to
HIV/AIDS in Tanzania and Zambia, stressing the need for "short term interventions to be
consistent with and not contradict more long term objectives, so that they contribute to
rather than inadvertently reinforce those power relations which drive the epidemic" (pp.l2). Drawing from her research experience in a village in Peru, Mueller (1995) attributes
this pattern to the processes of abstraction and institutionalization intrinsic to
development. She notes: "[t]o make the women in Juliaca visible to agency procedures,
they must be made invisible in the format of abstracted policy categories" (p. 100).
Similarly, in the National response to HIV/AIDS in Ghana, representations of
women continue to be more in line with the discourses of the international HIV/AIDS
community than with women's varied perspectives on the ground. As shall be explored
later, political economic forces play an important role in maintaining these dynamics,
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because in order to access funds, agencies and organizations must align themselves with
the views and paradigms of donors. As Tawfik and Cotts Watkins (2007) remark:
In Lilongwe bureaucrats and activists interact with donors to formulate policy and
strategic plans to implement programs. Through this interaction, elites are
exposed to western interpretations of Africa. Although they may resent these
portrayals, the lure of foreign funding makes it likely that bureaucrats and
activists will support, at least rhetorically, western adaptations of the Geneva
model for the African context, (p. 1091)
Similarly, the women (and men) involved in the National response to HIV/AIDS
in Ghana may understand gendered issues and HIV prevention in a more nuanced and
complex manner than captured in official discourses. However, by virtue of working
within the confines of this institution and its processes, these players may find themselves
obliged to repeat and reinforce limited representations when applying for funding,
developing programs and conducting evaluations. Furthermore, with the exception of
support group leaders, the individuals working in the National response have all been
educated at post-secondary levels, and they are part of the country's privileged middle
class. Consequently, they may not be ideally positioned to represent the very diverse
remainder of the Ghanaian population.
In Ghana, women face important inequalities at institutional, social and cultural
levels, which limit their access to positions of power in institutions like the National
response. Because there is not enough quantity and variety in terms of women
represented within this institution, the discourses about women and HIV/AIDS that
dominate the National response continue to base themselves of very limited tropes. This
process is exacerbated in a context where the National response is heavily dependent on
outside funding, and must align itself with the view of donors -thus explaining the strong
influence of the international HIV/AIDS community in shaping discourses in Ghana. In
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her analysis of women's involvement in community decision-making, Opare (2005) notes
that "[w]henever the views of women are not solicited and thus do not help to shape local
development programmes, mistakes are made for lack of information they could have
given and which might have led to an improved project design" (p.92).
Though women are involved in shaping the work and discourses of the National
response, they remain under-represented in quantity,

influence and diversity.

Consequently, the discourses of the National response rely on very narrow assumptions
about women. There is therefore a need to more actively (re)insert the perspectives of
women of diverse backgrounds and experiences into the work of the National response.
Drawing from the insight provided by the women participants' accounts, this dissertation
attempts to offer a more complex and comprehensive picture of the issues women face
and the tools they require to protect themselves from HIV.

1.5. An Overview of Things to Come
To recapitulate, this doctoral project draws from material gathered over the course
of eight months of ethnographic fieldwork in Accra. It begins by mapping the discourses
about women and HIV prevention that dominate the National response to HIV/AIDS in
Ghana, relating them to local, national and transnational forces. Turning to interviews
with women of diverse backgrounds, the project draws from the participants' accounts to
critique and complement the discourses of the National response.
In order to reach these goals and fulfill the requirements of a doctoral dissertation,
I begin by locating the project within an academic framework. Situating HIV/AIDS as a
complex political pandemic, Chapter 2 engages with social scientific literature to
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examine the epidemic in Ghana and Africa from a critical gender and political economic
perspective. Turning to HIV prevention more specifically, the chapter concludes by
mapping the key points to emerge from the crisis in HIV prevention and by locating the
present inquiry within these debates. Focusing on methodological issues, Chapter 3
addresses the processes involved in gathering the material over the course of the
fieldwork in Ghana, and how this material has been analyzed. The examination of
fieldwork and analysis are constructed around the two components of the project, namely
the discourses of the National response and the women participants' accounts.
Chapters 4 and 5 encompass the analysis and findings. The first chapter begins by
critically examining the discourses about women that dominate the National response.
The second section of the chapter draws from the women participants' accounts to
highlight the limitations of these official discourses, and to provide a more
comprehensive understanding of the issues women face in relation to HIV/AIDS and how
they navigate within their circumstances as agents. Following a similar pattern, Chapter 5
focuses on HIV prevention more specifically. It begins by tracing the approaches to HIV
prevention that dominate the National response, turning to the women participants'
accounts to critique and complement these discourses. By way of a conclusion, Chapter 6
ties all of these elements together, highlighting the contributions of the project to the
study and development of HIV prevention in Ghana, and elsewhere.
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Chapter 2: Positioning the Project in Academic Literature

Chapter Summary
Chapter 2 draws from the abundant social scientific literature written about
HIV/AIDS to provide a framework for the project. The chapter begins by locating the
HIV/AIDS pandemic as a highly complex and political phenomenon. Through this lens,
relations of power must be seen as shaping how HIV unfolds epidemiological^ and how
it is represented and responded to. The chapter goes on to draw from the critical literature
written about HIV/AIDS in Ghana, Africa and globally to position the two elements of
the project, namely the National response to HIV/AIDS in Ghana and the women
participants' accounts. The literature focused on gendering the pandemic provides insight
into the issues that affect women in relation to HIV/AIDS, and the ways that women have
been construed and responded to on the part of the international HIV/AIDS community.
Similarly, the political economic framework allows for a deeper understanding of the
transnational and national forces at play in shaping the epidemiology and response to
HIV/AIDS in Ghana and elsewhere. The chapter concludes by providing a review of the
social scientific literature written about HIV prevention, and by positioning the project
within this body of work.

2.1. HIV/AIDS: A Complex Political Pandemic
In 1981, the New York Times published an article about a strange and new "gay
cancer," affecting otherwise healthy young men living in the New York and San
Francisco Bay areas (Altman, 1981). It would take a few years, but these mysterious
symptoms would eventually be traced to a never-before seen virus -HIV— and its
associated syndrome —AIDS. Because marginalized populations (including gay men,
blacks, hemophiliacs, sex workers and IV drug users) found themselves particularly
affected by the virus, the initial moments of the pandemic were accompanied by the
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development of theories and speculations as to who was at risk of contracting the virus,
and why they proved more susceptible than the "general" (read white heterosexual
middle class) population (Crawford, 1994; Gilman, 1995; Holland et al., 1990).
For those personally affected by the virus and the scholars and activists working
with them, it was evident from the very outset of the pandemic that medical
establishments, governments, and other institutions responsible for naming and
responding to the HIV phenomenon were far from neutral. Though the pathogen itself
was new and unique, the "epidemic of signification" that was emerging as a result of HIV
anchored itself to and exacerbated numerous preexisting ideologies and inequalities
(Treichler, 1999. See also Brandt, 1987; Crimp, 1988; Gilman, 1988, 1995; Parker, 2001;
Watney, 1987, 1994). Offering insight into the power relations underlying who spoke
about HIV/AIDS and how, early critics also highlighted the impact of these dynamics on
the very epidemiology of the virus. In opposition to a biomedical model that tended to
dissociate the virus from its broader socio-political context, cultural critics pushed for an
understanding of HIV as yoked to a number of other issues and factors. Clearly, "[t]he
biology of transmission and infection... [was] inextricably bound to social and economic
relations of power and control" (Zierler and Krieger, 1998, p. 14).
Close to three decades later, HIV has now seeped into the bloodstream and
consciousness of individuals and communities throughout the world, leaving few and
little untouched upon its path. In the process, HIV/AIDS has continued to serve as "a
focal point for many of the social ills that plague modern society" (Morrison & Klusacek,
1992, p.xxvi). The situation on the African continent, for example, has been particularly
telling of the politics underlying the spread and categorization of HIV. As will be
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emphasized throughout this chapter, the history of colonialism and ongoing dynamics
that place African nations in positions of lesser power economically and ideologically
have had direct repercussions on shaping the spread and response to the virus on the
continent (see Agyemang and Shabaya, 2005; Baylies and Bujra, 2000; Browning, 1998;
Chirimuuta, 1989; Farmer, 1992; Gilman, 1985, 1995; Mama, 1996; Patton, 1992; Poku,
2002; Watney, 1994; Wertheimer, 2004; Yeboah 2007).
At a theoretical level, this doctoral project is therefore committed to situating
HIV/AIDS -and more particularly HIV/AIDS in Africa— as a highly political issue,
where relations of power shape how HIV unfolds epidemiologically and how it is
represented and responded to. Furthermore, as an extremely complex phenomenon, the
spread and categorization of HIV/AIDS must also be understood as yoked to numerous
inter-connecting issues and forces that operate at individual, community, national and
global levels. It is through this lens that I will proceed to examine the rich social
scientific literature devoted to exploring the pandemic in Ghana, Africa, and globally.
The chapter will begin by locating HIV/AIDS within two critical perspectives,
namely gender theory and political economy. These areas offer rich insight into the issues
at play in shaping the course of HIV/AIDS in Africa and elsewhere, while allowing for a
central recognition of power and complexity. Furthermore, these critical perspectives are
very helpful in positioning the project's two main subjects of analysis, namely the
National response to HIV/AIDS in Ghana and the women participants' accounts. Though
there is much overlap between the gender and political economic perspectives, they are
examined in two separate sections to mirror the social scientific literature on HIV/AIDS
that informs the research. However, as will be discussed in the concluding chapter of the
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thesis, the tendency for written work to focus on distinct themes or perspectives related to
HIV/AIDS can obscure the complex and overlapping forces that come to affect people's
lived experiences. Merging the gender and political economic approaches into one
cohesive framework could therefore allow for a more comprehensive understanding of
the impact of these forces in the lives of people on the ground.
Because the project issues from and contributes to the field of HIV Prevention
more specifically, the last section of the chapter focuses on this particular area of the
social scientific literature written on HIV/AIDS. The section begins by drawing from the
critical gender and political economic perspectives to highlight some of the power
dynamics at play in shaping this sub-area of the response to HIV/AIDS. Continuing my
examination of the moment of crisis in HIV prevention begun in the introduction of the
thesis, the chapter concludes by highlighting the key points that emerge from this
dialogue, and by positioning the present doctoral project within these debates.

2.2. Gendering HIV/AIDS
Returning to a discussion of the early years of HIV/AIDS, the process of trying to
identify who was at risk of becoming infected by this strange new virus witnessed women
coming to be at the centre of intense epidemiological debates. Scientists, media
institutions, governments and other key players involved in responding to the budding
epidemic questioned women's susceptibility, and the very possibility that they may
become infected with the virus (Gorma, 1996; Patton, 1994; Treichler, 1999). In the late
1980s and early 1990s, discourses shifted from what Baylies and Bujra (2000) describe as
"hidden women" to a discourse of blame (p.2). Though more visible, women continued to
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be relegated to a marginal status in the epidemiology of AIDS. Categorized and
responded to not on their own terms, women were instead positioned by association, as
partners or caregivers for the infected, or as vectors of transmission in the case of sex
workers and mothers. Early representations of women and HIV/AIDS therefore
manifested themselves in similar "contradictions as other discourses: stock characters,
stereotypes, and exceptions...real women at risk, real women with HIV and AIDS
invisible or alibied" (Treichler, 1992, p.42).
In response to these flawed and limited understandings, activists and scholars
began a move towards the "gendering" of the pandemic. Situated within the larger critical
movement described above, this gendering process included both a critique of the
dominant discourses circulating on women and HIV, and an attempt to represent and
provide assistance to women in a fairer and more effective manner (see Amaro, 1995;
Gorma, 1996; Holland et al. 1990; Schoepf, 1988; Patton, 1990, 1994; Treichler, 1992,
1999). Gradually, the voices of critics and other women living with and/or advocating
against HIV, compounded by ever-growing rates of infection, began to bear their fruit.
By the latter half of the 1990s, gender had come to occupy an important position
in discourses and practices surrounding HIV/AIDS, a process that has continued to
increase with time (see Baylies and Bujra, 2000). In fact, that at this point in the global
pandemic, one could easily argue gender to be a normalized concept when it comes to
framing and responding to the virus. Indeed, most discourses and practices related to
HIV/AIDS —from newspaper articles, to UNAIDS projects and reports, to service
delivery within AIDS service organizations, to scientific journals and conferences, and so
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on— seem marked by the underlying assumption that HIV infects and affects women and
men (and the shades in between) in very different ways.
The ever-growing attention granted to women and gender on the part of the
international HIV/AIDS community has yielded important insight into the role of related
dynamics on shaping the course of the virus. Nevertheless, important problems persist
with regard to how women and gender are framed in the discourses of the international
HIV/AIDS community. Critical gender scholars have thus continued the process started
in the early days of the pandemic, by problematizing these tropes and attempting to offer
more nuanced understandings of the gendered dimensions of HIV/AIDS.
For instance, it has been argued that while gender may have become a taken-forgranted element in framing and responding to the HIV/AIDS pandemic, women's issues
continue to be marginalized within the international HIV/AIDS community. Speaking at
a seminar on gender mainstreaming in HIV/AIDS-related work, Shisana notes that:
Gender mainstreaming has happened when policy planners and researchers have
internalized the gender perspective and no longer have to be conscious of their
behaviours... When they can identify the conditions that affect men and women
differently, those that affect men more than women and those that affect women
more than men; when they can identify risk factors for men and women for each
of their conditions and develop different interventions for men and women
accordingly. (Quoted in Kleintjes et al., 2005, pp. 4-5)
As the seminar proceedings go on to note, rhetorically, gender has certainly been
recognized and adopted as a factor that affects the course of the pandemic. However,
when its comes to the actual application of this concept, most "[programmes continue to
ignore the particular gender-based vulnerabilities faced by women and girls, men and
boys, and gender continues to be seen as a women's issue" (Kleintjes et al., 2005, p. 18.
See also Schoultz, 2008; von Braunmuhl, 2003). Rather than integrating gender into the
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very foundations of understandings and responses to HIV/AIDS, the international
HIV/AIDS community has tended to position gender as just another issue amongst many
to contend with. This process mirrors a development pattern described by Mertus as
'"add woman and stir,' reflecting a desire to solve 'women's' problems by creating
'special' women's programs for their 'special needs'" (in Amoakohene, 2004, p.2379).
In her work on the impact of masculinities on the spread of HIV in Africa, Kaler
(2003) makes a related point when she notes that: "[m]ost work on the gendering of
AIDS has focused on women's experiences rather than men's, perhaps an extension of
the common bias in social science research that women are gendered, but men are simply
men" (p.350). In the process, she brings to the forefront a point that merits clarification in
the context of this dissertation. I must therefore emphasize that while this project focuses
on women's experiences more specifically, it does so by adopting a relational
understanding of gender. Just as women's experiences are formed by expectations
surrounding femininities and what it means to be a woman, so too are men impacted by
gendered scripts of masculinity. In turn, women and men exist in a world where they
interact continuously, and where these wider gendered norms influence what women and
men can say and do with and to each other. Gender must therefore be seen as existing
relationally, in that masculinities and femininities are constructed and enacted together
and in relation to each other (see Bayles and Bujra, 2000; Imam et al., 1997).
With regard to HIV/AIDS, gendered rules manifest themselves quite explicitly in
the dynamics surrounding the sexual transmission of the virus. As Spronk (2005) notes:
"[s]exual relations are an integral part of the normative and practical order of everyday
life and they give meaning to gender roles" (p.268). Gendered ideologies and related
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power dynamics come to shape what is sexually acceptable and possible for women and
men, including the adoption of HIV prevention strategies. For example, dominant scripts
of female sexual fidelity and passivity, clashing with dominant scripts of male sexual
appetite, have been said to limit women's ability to negotiate safe sex through condom
use (see Holland et al, 1990; Manderson and Jolly, 1997; Ryan, 2000).
Similarly, Sorrell and Raffaelli (2005) note that: "[m]asculinity can be linked to
the HIV epidemic directly and indirectly." For example, "[d]eeply held notions equating
masculinity with sexual prowess and fatherhood...may contribute directly to the HIV
epidemic by encouraging individuals to engage in unprotected sex" (p. 594). Theirs, and
the other work devoted to exploring the impact of men and masculinities on shaping the
course of the HIV/AIDS pandemic in Africa is therefore key in constructing a gendered
framework that moves beyond addressing women in isolation (see also Baylies and
Bujra, 2000; Campbell, 1995; Kaler, 2004; Mlay et al., 2008; Perez-Jimenez et al. 2007;
Silberschmidt, 2004; Simpson, 2005).
With an increasing amount of attention being granted to the role of masculinities
in shaping the course of HIV/AIDS, it has become increasingly apparent that the
"sustained empowerment of young women requires a substantial change in men's
behaviour" (Ankomah, 1999, p. 305). Programmatically, this principle has played out in
the development of initiatives like Programa H by the Brazilian organization Promundo.
This project has garnered quite a bit of attention in the centrality it accords to masculinity
and men in effecting HIV prevention. Using "educational workshops, lifestyle
campaigns, innovative approaches to attracting young men to health facilities, and a
culturally sensitive impact evaluation methodology," the program attempts to stimulate:
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Young men to question traditional "norms" associated with masculinity, and
promotes both discussion and reflection about the "costs" of traditional
masculinity as well as the advantages of gender equitable behaviors, such as
better care for their own health. (Programa H, 2008)
Programa H therefore contributes to a process described by Parikh (2007) as the
valorization

of "alternative

notions

of masculinity

characterized

by

martial

responsibilities, affective bonds, and public interaction between spouses... to increase
partner cooperation and communications and reduce marital HIV risk" (p.l 199).
Though it is important to acknowledge the role of masculinities in shaping the
spread of HIV/AIDS, Reddy and Dunne (2007) warn against a pendulum effect. Rather
than shifting the focus to masculinities alone, the authors emphasize the importance of
remaining attentive to the role of femininities and the interaction of the two in shaping
the spread of HIV/AIDS. The body of work devoted to exploring femininities and
HIV/AIDS, and how femininities and masculinities interact with one another is also very
useful in guiding the present project (see Haram, 2004; Maticka-Tyndale et al., 2005;
Parikh, 2007; Pietila, 2004; Rapele, 2004; Smith, 2001; Spronk, 2005).
While this dissertation is premised on a relational understanding of gender, it
nevertheless remains committed to addressing women's issues more specifically. As
Amaratunga et al. (2002) note:
The ultimate goal of gender mainstreaming is to achieve gender equality. It requires
that both men's and women's concerns are considered in the design,
implementation, monitoring and evaluation of policies and programmes in all
political, economic and societal spheres so that women and men benefit equally.
Gender mainstreaming does not, however, automatically remove the need for
women-specific programmes or for projects targeting women, which will often
remain necessary to redress particular instances of past discrimination or long-term,
systemic discrimination, (p. 14)
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The annual UNAIDS reports note continual increases in women's rates of infection
globally, now estimating women to represent more than half of all cases of HIV infection
in the world (UNAIDS, 2007). Similarly, in Ghana, women continue to be
disproportionately affected by the virus, representing about two thirds of cases of
infection in the country. While it builds upon a relational understanding of gender, this
project is premised on a conviction that women in Ghana are affected by HIV/AIDS in
very ways that require specific and critical attention.
In addition to highlighting the woman-bias in much of the work on gender and
HIV/AIDS, critical gender scholars have also identified a number of problems with
regard to how women are construed in the discourses and practices of the international
HIV/AIDS community. First, it has been noted that related discourses have tended to be
dominated by the idea that women are more vulnerable to the virus. This notion emerges
in part as a result of "the physiology of women's reproductive systems, which have a
large surface area, [making] it easier for them to be infected with HIV than it is for men"
(Kleintjes et al., 2005, p.l. See also Laga et al., 2001; Mast et al, 2004; Mofenson, 2000;
Msuya et al, 2002). Beyond their more susceptible genitalia, the persistent inequalities
that limit women's opportunities and choices have also been identified as a key factor in
exacerbating their greater vulnerability to the virus. This notion is well captured in a
statement put forth by the World Health Organization, when it suggests: "women's
powerlessness provides one of 'the most intractable barriers to the control of AIDS'"
(quoted in Mill and Anarfi, 2002, p.327).
Without a doubt, it is paramount to recognize the power inequalities at play in
shaping women's experiences of HIV and AIDS throughout the world. Nevertheless, this
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WHO quote and the many other discourses that attribute the gendered impact of
HIV/AIDS to women's "powerlessness," capture what is a tendency to relegate women to
the status of passive victims. This echoes what Saunders (2002) describes as the
"victimology narrative" attributed to women from the Global South in international
development, a trope that sees "the erasure of woman as an empowered and powerful
subject" (p. 14). Borrowing from colonial legacies that have persistently attempted to
silence African women and to emphasize their assumed powerlessness, discourses about
HIV/AIDS in Africa have been strongly marked by this problematic equation of woman
to victim (see Horn, 2000; Hammonds, 1997; Mama, 1997; Parikh, 2007).
For example, much of the literature focused on addressing the political economy
of HIV/AIDS in Africa positions women's persistent economic lack as a driving force
behind the epidemic (Akeroyd, 2005; Anarfi & Mills, 2002; Ankomah, 1996). Women
are seldom understood as empowered agents and even in the cases where they do engage
in income-generating activities, they are seen as continuously oppressed by their
situations and the men they interact with. This point also resonates in discussions
surrounding HIV and women's sexuality. As Spronk (2005) notes:
When it comes to women's sexuality, much HIV/AIDS-related research tends to
place sexuality in a negative perspective: seeing sexuality as the 'problem' that
results in HIV infection. Moreover sexuality tends to be used in an instrumental
and self-evident way, with the emphasis usually being placed on the more
problematic aspects of women's sexuality... This results in a subtle process of
defining African women's sexuality as above all, flawed. There is hardly any
literature on female pleasure, on the relation between emotional involvements and
sex, on alternative sexual practices, or on female agency instead of lack of
control, (p. 270)
While it is paramount to recognize the role of unequal gender dynamics and broader
structural inequalities in shaping the course of HIV/AIDS, by focusing on "women's
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subordination...[as a] primary risk factor for HIV," these tropes provide little room for
women to be, or to be read, as active agents in their own right (Gysels, Pool and
Nnslusiba, 2002, p.190. See Duffy, 2005; Lovell, 2002; Ochieng, 2003; Wanyeki, 2004
for examples of women's positioning as victims in HIV/AIDS research).
Though understandings of women in the global HIV/AIDS community have
tended to be dominated by the victimology narrative, another discourse also appears quite
prevalently. This trope positions women as vectors for the transmission of the virus
through childbearing and commercial sex work, and seems to have marked discourses
surrounding HIV/AIDS since the very advent of the virus. In fact, Patton (1994) made
note of this leitmotif in her analysis of the first decade of the pandemic, noting that
"[w]omen are either vaginas or uteruses and curiously never both at the same time"
(p. 107. See also Gorma, 1996; Treichler, 1999). Similarly, in her analysis of the WHO's
Program on AIDS, Booth (1998) posits that:
The distinction between the national mother and the global whore... reflects
the internationalization of a Western double standard of femininity that is
imperialist and racist in its effects. As a result it sets up a problematic picture of
the way in which the crisis affects women and is exacerbated by gender
inequalities, (p. 129)
Though understandings related to women and HIV/AIDS have expanded
significantly since the early days of the pandemic, the mother/whore pattern remains. For
example, in her analysis of recent TIME magazine reporting on the pandemic in SubSaharan Africa, Brijnath (2007) remarks that this coverage continues to echo the limited
dichotomy.

In the process,

"[wjomen,

and especially women's bodies,

are

decontextualised from women's social existence and are only referred to insofar as they
affect either men or children" (p.378). Seemingly contradictory, the mother/whore
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dichotomy actually works in conjunction with the victimology narrative to reinforce
women's powerlessness (women spread the virus not out of bad will but inability to act
any other way), and women's marginalization (in that women are never addressed on
their own terms, but always by association).
Positioned as victims or vectors of the virus, these limited understandings call
attention to what is a tendency on the part of the international HIV/AIDS community to
homogenize women into a uniform category. In turn, this condensation effaces the power
dynamics that take place between women, and the various situations, barriers and
opportunities faced by women in similar contexts. As Baylies and Bujra (2000) note:
Men and women face the epidemic from different standpoints. At the same time,
however, women do not form a uniform category in respect of HIV/AIDS, nor do
men. While experiencing a general vulnerability in consequence of gendered
power relations, and the deep influence of ideologies of masculinity, the specific
social location of specific women put them in very different circumstances,
sometimes in solidarity, but sometimes in opposition to one another, (p. 13)
The increasing body of work devoted to exploring the differences in women's
experiences within a same locality lends itself to forging an academic framework capable
of accounting for the complexities at play in shaping women's experiences.
An article by Gysels et al. (2002), which I shall again return to in the next section,
offers a wonderful example of this more nuanced perspective. The authors recognize that
by virtue of living in the same area, the sex workers who participated in their research
share similar backgrounds. Nevertheless, they identify important differences within this
same community of women. In the process, the authors problematize the common
homogenization of commercial sex workers (CSW) in work related to HIV/AIDS, by
demonstrating how "[fjhese different categories of women have different risk profiles, i.e.

39
they are exposed to risk of HIV or STD infection to different extents, and they have
different degrees of control over their exposure to these risks" (p. 190).
In a similar vein, Takyi (2003) examines the impact of religion on shaping
Ghanaian women's knowledge of HIV/AIDS. He notes important differences between
the women participants surveyed, including the fact that "[t]hose who self-identified as
Christians were more likely to report higher levels of AIDS knowledge than their nonChristian counterparts" (p. 1231). The author attributes this pattern to various factors,
including members' possible adherence to "church tenets about sexuality," and socioeconomic factors like the fact that "Christian groups tended to report higher levels of
schooling...[and that] the Christians in our sample were more likely to be urban rather
than rural dwellers" (p. 1227 and p. 1231). As these two pieces of research highlight, vast
differences exist within a same community of women. In turn, these varied factors affect
whether women will be exposed to the virus in the first place, whether they can prevent
its transmission, and their experiences once affected (see also Adomako-Ampofo, 1999;
Andrezjewski et al., 2009; Boadu, 2002; Cornish and Ghosh, 2007; Oppong, 1998).
The literature on HIV/AIDS that emerges from a critical gender perspective
therefore provides rich insight in positioning this doctoral project. In the first place, it
forefronts the idea that gender has played a fundamental role in shaping the course of the
pandemic. Premised on the recognition that women and men find themselves affected by
HIV/AIDS differently, critical gender work has attempted to identify the various issues
that intersect with and accentuate these dynamics, as well as how gender has been
represented and responded to in relation to HIV/AIDS. The insight offered by the
literature reviewed above therefore provides a wonderful frame of reference in situating
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both the National response to HIV/AIDS in Ghana and the women participants' accounts.
Indeed, many of the problematic tropes about women that dominate the discourses
of the international community also permeate the work of the National response in
Ghana. As shall be discussed in the next section, this pattern can be attributed in part to
the political economic forces at play in shaping the work of the National response, where
transnational funding practices favor their use and repetition. As player within the
broader international HIV/AIDS community, Ghana is very much shaped by its
discourses and practices. As a result, many of the critiques directed to the gendered
discourses of the international community also relate to those of the National response.
Since the very beginnings of pandemic, scholars have emphasized the need to critically
examine the discourses about gender and women that are produced in response to
HIV/AIDS. The critical gender perspective forefronts the continued need to critically
examine the work of institutions like the National response to HIV/AIDS in Ghana, while
also providing rich insight into some of the problematic patterns that dominate it.
The critical gender perspective also offers helpful guidance in positioning the
second component of the project, namely the women participants' accounts. While this
project is committed to examining the impact of HIV/AIDS on women more particularly,
it does so in adopting a relational understanding of gender. The experiences of the
women who participated in this research must therefore be understood as shaped by
expectations surrounding femininities,, as well as masculinities and their many points of
overlap. While the project centers on the experiences of women participants, it does so in
a way that underscores the fact that women exist within a complex social context and that
they are very much impacted by their relationships with men and others.
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While the critical gender perspective highlights the importance of examining the
impact of HIV/AIDS on women more particularly, it also warns against the dangers of
amalgamating women into a homogeneous category. Within a same locality, women face
different opportunities and barriers that impact their vulnerability to HIV, their ability to
protect themselves from the virus, and their experiences once infected or affected. While
this doctoral project centers on the experiences of women participants in Accra, it does so
by recognizing that these women come from varied backgrounds, which affect their
experiences and choices in relation to HIV/AIDS. Gender must therefore be understood
as intricately interconnected to various other issues, including race and ethnicity, socioeconomic opportunities, age and educational level. Having situated this idea theoretically,
additional attention will be granted to the specificities of the women who participated in
this study in my description of its methodological processes and in the analysis itself.

2.3. A Political Economy of HIV/AIDS in Africa
In AIDS and Its Metaphors, Sontag (1988) muses:
From the untrammeled intercontinental air travel for pleasure and business of the
privileged to the unprecedented migrations of the underprivileged from villages to
cities and, legally and illegally, from country to country -all this physical mobility
and interconnectedness....is as vital to the maximum functioning of the advanced,
or world, capitalist economy as is the easy transmissibility of goods and images of
financial instruments. But now that heightened, modern, interconnectedness in
space, which is not only personal but social, structural, is the bearer of a health
menace sometimes described as a threat to the species itself... AIDS is one of the
dystopian harbingers of the global village, that future which is already here and...
which no one knows how to refuse, (p.93)
Though slightly alarmist, Sontag's quote captures the intimate connection between the
spread of the HIV virus and the reconfiguration of the world embodied in the concept of
"globalization." In addition to serving as a powerful symptom for these massive global
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changes, the overwhelming impact of HIV/AIDS has been greatly facilitated by them.
The global pandemic can therefore be understood both as a metaphor as well as a product
of globalization. The case of the pandemic in Africa illustrates this idea, in that the spread
of the virus and the difficulties African nations have experienced in responding to it have
been fueled by their considerable economic and political disadvantage on a global scale.
In her examination of the relationship between structural violence and HIV/AIDS,
Mukherjee (2007) notes that the "systematic exclusion of a group from the resources
needed to develop their full human potential," has played a key role in shaping the course
of the pandemic in the Global South (p.l 15).
As fairly recent phenomena, HIV and globalization are nevertheless positioned
within a complex history of (often unequal) exchanges between peoples, cultures and
nations. The processes of colonization that have marked the last four centuries of history
in Africa (and the rest of the world), need to be accounted for in understanding the impact
of HIV/AIDS on the continent. For example, with the introduction of an exchange system
based on currency, the use of local resources for export, and the development of
international transport routes, African colonies were progressively incorporated into what
has now become a global system of production and exchange. Because these processes
often occurred in keeping with the terms established by the colonizers, upon claiming
their independence, African nations entered the system at a considerable disadvantage
(see Pieterse, 1994; Tuhiwai Smith, 1999; Said, 1978; Yeboah, 2007). In 1957, Ghana
became the first independent Sub-Saharan state in Africa, spearheading a pan-continental
movement that continued until Zimbabwe and Namibia's emancipation. Symbolically
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meaningful, independence has done little by way of improving the economic conditions
of African nations and their peoples.
Enjoying brief periods of economic respite post-independence —in part through
the help of loans acquired to facilitate their integration into the world market— the
economies of most African nations were soon threatened by civil wars and coup d'etats,
famines and droughts, and most importantly, changes in the international market and
local economies. In the 1980s, under increasing difficulty to pay off their debts, many
African countries underwent Structural Adjustment Programs (SAP) initiated by the
International Monetary Fund and the World Bank. According to Cheru (2002), the "key
objective of adjustment programmes within indebted countries [was] to reduce
consumption of goods and services... to produce [more] exports to be sold for dollars that
[could] then be used to pay debts" (p.302). Discussing the Structural Adjustment Program
in Ghana, Tettey (2005) describes some of its processes as including "reductions in
government expenditures, devaluation of the currency, retrenchment of workers,
privatization of state enterprises, and removal of price controls" (p.6).
Today, "[d]ebt servicing often [absorbs] well over a quarter of African countries
limited government revenues" (Cheru, 2002, p.304). As a result, African states have
found themselves increasingly unable to provide their citizens with the social services
necessary for meeting their basic needs. Commenting on the effects of these programs in
Ghana, Agyemang and Shabaya (2005) note that under the SAP and the introduction of a
Heavily Indebted Poor Countries (HIPC) initiative in 2001, "poverty levels have
increased, the gaps between the rural and urban areas, the resource-rich and resource-
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poor regions, and between the rich and poor have widened and access to health care and
education curtailed" (p. 134).
With regard to HIV/AIDS, under-resourced health systems have meant fewer and
poorer clinics or hospitals, directly impacting the existence, delivery and quality of HIV
testing, treatment and care. Additionally, the "brain drain" and the mortality associated
with AIDS have depleted the number of doctors and nurses active on the continent.
Consequently, the quantity of health professionals available per capita in Ghana and the
rest of Africa remain drastically disproportionate when compared to Western standards
(see Adinkrah, 2004, p. 330; Whiteside, 2002, 2006). Scarce budgets also result in
minimal social support to those infected with or affected by HIV. Costs associated with
treatment, travel, time away from work, burials and the many other consequences of the
illness are seldom covered by governmental programs. Households must therefore incur
these expenses independently, a process that can have very severe consequences. As
Grant and Palmiere (2003) note:
When HIV/AIDS strikes a household, the stress around illness, death and
uncertainty about the future can be overwhelming... At the household level, the
death of an adult during his or her productive years means the loss of a family
member whose foregone income adversely affects the welfare of surviving family
members, especially if the deceased is also the main breadwinner, (p.236. See
also Carael and Glynn, 2008; Cheru, 2002; Schoepf, 1988)
As a result of HIV/AIDS, many adults in their prime are unable to work. By extension,
they are unable to sustain themselves and their families, or to contribute to their national
economies. A vicious cycle, the HIV/AIDS pandemic contributes to worsening the state
of African countries.
Faced with these significant obstacles, African nations have far from remained
inactive in responding to HIV/AIDS. Operating with limited resources, governments have
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established national bodies to respond to HIV/AIDS and have launched extensive
prevention, education and care initiatives. This point is very well captured in the multifaceted work of the Ghana AIDS Commission, the governmental body in charge of
directing and overseeing the National response in the country (see also Chikwendu, 2004;
Collins et al., 2008; Merson et al., 2008). Similarly, numerous NGOs and local grassroots
programs have sprouted throughout the continent to help in the response to HIV/AIDS. In
fact, Laird (2008) relates the proliferation of NGOs in Africa to changes heralded through
the structural economic changes outlined above. She notes:
While Structural Adjustment Programmes were being instituted as a remedy to
economic crisis, non-governmental organizations (NGOs) were increasingly
regarded as the necessary alternative vehicle to the African state for the delivery
of welfare services and the catalyst for social development... In Ghana, to take a
fairly typical example, there were just 10 registered NGOs in 1960, by 1990
there were 350, rising to 900 just five years later with a trebling in number to
3000 by 2004 (pp.379-80)
Because HIV/AIDS appeared during this time of NGO "proliferation," local and
transnational non-governmental organizations have come to play a very important role in
responding to the spread of the virus, in Ghana and the rest of Africa (see Chikwendu,
2004; Chillag et al., 2002). Though they have been instrumental in disseminating
information about the virus and in bettering the lives of those infected and affected,
important limitations can be identified with the work of NGOs. These include:
Fragmentation and duplication of development activities; an inability to scale-up
successful projects; lack of collaboration due to competition for funding; failure
to reach the poorest of the poor; and weak accountability, particularly when NGO
headquarters are located oustside the countries of operation. (Laird, 2008, p.380)
Given these shortcomings, Laird emphasizes the need to recognize and reattribute priority
to the public sector in responding to the social issues and needs of the Ghanaian
population (see also Opare, 2005).
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Whether discussing the work of NGOs, the public sector or small grassroots
projects, minimal local funds available for HIV/AIDS have led National responses in
African countries to be greatly dependent on monies from the Global North. This point
holds true for the $25 million fund known as the Ghana AIDS Response Fund
(GARFUND), set up in 2002 with the support of the World Bank. This fund, which
constitutes the great majority of the budget for the National response to HIV/AIDS in the
country, "has received immense support from both multilateral and bilateral sources"
(Ghana AIDS Commission, National HIV/AIDS Strategic Framework II, 2005, pp.5758). As Jones (2004) notes, this donor dependency often comes at a high cost. African
governments or organizations must abide by the ideologies and practices of the donors in
order to be eligible for funding, thus highlighting the "unequal relationship between giver
and most recipients" (2004, p. 180). Baylies and Bujra (2000) echo this point when they
note that "donor preferences have sometimes dictated a direction and substance in
activities at variance with what local activists or government personnel might have
preferred" (p.40).
The case surrounding USAID, a highly visible player of the National response in
Ghana and the broader international HIV/AIDS community, provides a key illustration of
the influence of Western knowledge in shaping the response to HIV/AIDS.5 In 2003, with
the announcement of the President's Emergency Plan for AIDS Relief (PEPFAR), "[a]
five-year, $ 15 billion, multifaceted approach to combating the disease around the world,"

I must emphasize that 1 use the terms "Western" knowledge and "non-Western" knowledge
cautiously, in that I do not wish to depict these as separate and unconnected spheres. Quite the contrary,
varied knowledges from across the world have contributed to shaping Western knowledge over the course
of history, and vice-versa. Nevertheless, through colonialism and other processes, the West has come to
isolate its own knowledge as better. This position may be unfounded —why should one knowledge be
better than another?— but it still calls for particular and specific critical attention.
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the Bush administration came to be at the source of intense debates surrounding its
foreign aid policies (The United States' President's Emergency Plan for AIDS Relief).
Though it provides monies to countries that have been highly affected by HIV/AIDS,
PEPFAR does so under certain conditions. The most contested condition relates to the
fact that "[o]f the twenty per cent of the total PEPFAR funds allocated to 'prevention,'
one third of this is earmarked for 'abstinence until marriage'" (Jones, 2004, p.177). In
Ghana, rates of infection remain relatively low at less than 2%, so the country is not
actually eligible for PEPFAR funding. However, as a recipient of USAID funding, the
National response has certainly been affected by the abstinence approach. In fact,
abstinence constitutes to be a key tenet of preventive messages in the country.
Many have argued that abstinence-based programs are for the most part
ineffective in preventing the transmission of HIV. Instead, they should be viewed as
vessels for the imposition of conservative notions about "proper" sexuality (see Collins et
al., 2008; Krauss, 2008; Merson et al, 2008). This point is echoed by Barnett and
Parkhurst (2005), who note: "[s]ex in the very diverse circumstance within Africa and
within African countries is not necessarily the same as sex in those societies and policy
communities driving prevention agendas via their funding programmes" (p.592).
In her critical review of international development reproductive health programs,
Pigg (2005) relates the imposition of a Western scientific understanding of sexuality to
(neo)colonial politics of knowledge. Through funding practices and other mechanisms,
the West continues to privilege itself as "the center of legitimate knowledge, the arbiter
of what counts as knowledge and the source of 'civilized' knowledge" (Tuhiwai Smith,
1999, p.63. See also Alatas, 2000; Porter and Judd, 1999; Schoepf, 1995; Stillwaggon,
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2002). Speaking of these dynamics in Ghana more specifically, Muller (2003) notes that:
"[l]ocal knowledge is post-integrated into predefined concepts of development, reduced
to be a source of information and a utensil for application, whereas western knowledge
remains the 'world-ordering' knowledge" (p.343).
Though transnational political economic forces play a key role in shaping
National responses to HIV/AIDS like the one in Ghana, it is important to note that such
forces also operate at the national level. For instance, Agyemang and Shabaya (2005)
examine the role of corruption and resource mismanagement at the government level in
Ghana and Zimbabwe in shaping both socio-economic inequalities in the country, and
how they are responded to. Similarly, Amoakhene (2004) and Fallon (2003) examine the
role of the Ghanaian government's policies on shaping the response to women's issues in
the country, and in affecting Ghanaian women's access to and enjoyment of their rights.
This point is also well illustrated in the Ghana AIDS Commission's funding
practices. One of the principal purveyors of funds for HIV/AIDS-related organizations,
projects and activities in Ghana, the GAC issues Calls for Proposals on a bi-yearly basis.
Stakeholders are thus invited to submit proposals outlining the operational or project
costs for which they require assistance. In order to be eligible for funding, applicants
must fulfill certain criteria, which include being officially registered as a non-profit
organization or as a community group. Furthermore, they must tailor their proposed
projects to answer to the priority areas and approaches outlined in the official policy
documents of the GAC —most notably the Annual Programme of Work that directly
informs the Call for Proposals (see Appendix B).
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Because they are dependent on the GAC for a large portion of their funding,
programs and organizations in Ghana must align their work with the priorities established
by this institution. In turn, these priorities are often shaped by the dominant tropes and
approaches of transnational donors. At all levels of the National response, funding can
therefore be identified as a mechanism of control, in that monies are allocated to those
who are able to position themselves in keeping with the priorities of the donors —whether
or not they believe these to be the most pertinent, relevant or effective.
Processes established through colonialism therefore continue to play out in the
present, limiting the ability of African nations to respond to HIV/AIDS on their own
terms. Beyond these macro processes, the colonial history of Africa also illuminates some
of the political economic forces at play in shaping the spread of HIV/AIDS at micro
levels. For instance, the development of systems of migration through colonization have
set the tone for a continent where employment and economic subsistence often entail
relocating to a city or moving to a new country altogether (see Anarfi, 1993; Carael and
Glynn, 2008; Dworkin and Ehrhardt, 2007).
In their study on sex tourism in Amsterdam and Havana, Wonders and
Michalowski (2001) note that one of globalization's key manifestations has been the
exponential increase in "the worldwide movement of bodies across borders, whether for
business, war or pleasure" (p.548). In the Global North, growth in levels of education, in
quantities of white-collar jobs and in women's participation in the workforce have
created a need for laborers. This demand has been accompanied by "high unemployment
rates, insufficient capacity for job creation, rapidly expanding labor force and huge
overall decent work deficit" in the Global South, thus setting the stage for massive
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migration across borders (International Labour Office, 2005, p.64). Echoing Sontag,
Anarfi (2001) notes that: "[t]he spread of any infectious disease can be accelerated in a
situation of large-scale migration" (p. 17). It is in part through this key aspect of
globalization that in less than three decades, HIV has been able to spread so massively,
leaving no area of the world untouched.
In addition to the significant amount of migration outside of the continent,
migration within Africa has also played a key role in exacerbating the spread of the virus.
As Carael and Glynn (2008) note, "[fjhe urban populations of sub-Saharan Africa have
increased by 600% in the last 35 years: a growth rate which has no precedent in human
history" (p. 123.). Rapid urbanization, increased travel and exchange between African
countries, the continued development of transport routes and other processes of intracontinental/national migration have had direct repercussions on the unfolding of the
pandemic. Studies have revealed the virus to follow trucking routes and to proliferate in
mining towns —areas populated by high numbers of transitory "single" men, where the
demand for sex workers is high (see Akeroyd, 2004; Campbell and Mzaidume, 2001;
Campbell and Williams, 1999; Soskhone and Shtarkshall, 2002; Yeboah, 2007). In
addition to the risks of transmission for migrant men and the sex workers who cater to
their needs, frequent are the stories of partners becoming infected by their husbands upon
their return from business away from home. This is a pattern of transmission that Anarfi
(1993) relates to the "circular" nature of migration in Africa, where people "who leave
their places of origin come back eventually in the short or in the long term" (p. 17).
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Though men have dominated migratory patterns in Africa, women are
increasingly required to leave their place of origin in search of work. As Dworkin and
Ehrhardt (2007) note:
To date, HIV/AIDS prevention interventions for migrants have largely focused
on men who are truck drivers, sea farers, uniformed servicemen, and traders,
assuming that they are the ones who engage in risky sexual behaviors. However,
massive numbers of women workers also flow into large industrial centers,
particularly for work in domestic service, other service-oriented jobs, or
entertainment industries, (p. 15)
Similarly, in his extensive interview survey undertaken with over one thousand
Ghanaians between the ages of 17 and 45, Anarfi (1993) notes that since the mid-1970s,
migration in Ghana has come to encompass a growing number of women. Because they
are younger and less educated than their male peers, female migrants are more likely to
resort to sexual means for survival, thus heightening their vulnerability to HIV infection.
In addition to the risks that emerge from heightened contact (especially sexual
contact) between people, the author notes a number of other ways in which migration
enhances the possibility of HIV transmission. The physical and psychological stress
associated with the migratory experience can lower resistance to infection and result in a
need for medical attention that may facilitate the spread of the virus through the use of
unsterilized equipment or tainted blood products (p. 3). In fact, considering the pivotal
role of migratory processes in shaping the course of HIV/AIDS in Ghana and Africa
more broadly, Anarfi advocates the development of policies that combine "education
with strategies for removing the factors which compel young people to migrate" (p.21).
Leading to massive migration within and without Africa, historical processes like
colonialism and economic ones like Structural Adjustment Programs have had deep
repercussions on the welfare of African populations. The number of individuals and
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families living in poverty has multiplied, as has the divide between rich and poor (see
Agyemang and Shabaya, 2005; Cheru, 2002; Takyi and Gyimah, 2007). In the
international HIV/AIDS community, the past decade has been marked by a keen interest
in how the poverty compounded by globalization has structured "the contours of the
pandemic, [and] also the outcome once an individual is sick with complications of HIV
infection" (Poku, 2002, p.6. See also Cheru, 2002; Haacker, 2004; Jones, 2004; Schoepf,
1988; Whiteside, 2002, 2006).
Because they are often located on the lower rungs of the economic ladder and also
responsible for their families' welfare, women have been particularly affected by these
processes of globalization. The term "feminization of poverty" has been developed to
refer to this phenomenon where women have to resort to the limited opportunities
available to them in order to ensure their own survival and that of their families (see
Dworkin and Erhardt, 2007; Ehrenreich and Russell Hochschild, 2002; Fusco, 2001;
Sassen, 2002; Wonders and Michalowski, 2001). Though a growing number of women
occupy professional positions in companies and governmental institutions, most women
in Ghana and Sub-Saharan Africa continue to be involved in jobs outside of the formal
sector (see Adinkrah, 2004; Akeroyd, 2004; Hodgson and McCurdy, 2001; Okeke, 2001).
Included amongst these informal occupations is prostitution, a profession that can
carry important risks for HIV infection since it revolves around sex, a potential vector for
the transmission of the virus. However, it is important to specify that participation in sex
work need not and often does not result in a positive serostatus. Because sex workers
have been one of the principal targets for preventive and educative initiatives in Africa
and elsewhere, they are often quite knowledgeable about modes of HIV prevention and
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how to implement them in their professional lives (see Adomako Ampofo, 1999; Booth,
1998; Treichler, 1999). Furthermore, it must be underlined that sex workers are far from
being a homogeneous group.
Drawing from the life histories of women who sell sex in a Ugandan trading
town, Gysels et al. (2002) develop three categories to classify their participants'
experiences. They identify the first group as "women who work in back-street bars, have
no capital of their own and are almost entirely dependent on selling sex for their
livelihoods." The second category is constituted of "waitresses in the bars along the main
road who engage in a more institutionalized kind of commercial sex." The third group
comprises "the more successful entrepreneurs who earn money from their own bars as
well as from commercial sex" (p. 179). The authors note that these different categories of
sex work entail different levels of risk. Very financially vulnerable, women in the first
group are less able to be selective of partners or to negotiate condom use. "The successful
women," on the other hand, "are in control and can negotiate good sexual deals for
themselves, both financially and in terms of safe sex" (p. 190). Parallels can be drawn
between the sex workers in their accounts and the different "types" of prostitutes working
in Ghana, including the "sitters" and the "roamers" (see Adomako-Ampofo, 1999; West
African Project to Combat AIDS and STI, 2005).
In addition to sex work, Ankomah (1996) notes that informal economic activities
related to market or roadside trading have also come to constitute a very important
livelihood for women in Ghana. He underlines that: "[fjor most women, particularly
young single ones who have just started, trading is a life of constant financial insecurity"
(p.39. See also Clark, 2001). Like sex workers, it is important not to amalgamate traders
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into a uniform group but to acknowledge that there are different "categories" within this
same form of employment. In keeping with Gysels et al.'s (2002) study of sex workers in
Uganda, vulnerability to HIV infection follows degrees of economic stability and
ownership of capital for women traders. As Ankomah (1996) remarks, "[f]or young
single women going into business, obtaining start-up capital is a problem" (p.42). This
relates in part to the restrictive requirements of banks, which make it very difficult for an
uneducated and poor woman to obtain initial capital on credit. The solution to this
predicament may come in the form of sexual exchanges with one or more partners to
access funds. Once the business has been set up, trading can be a volatile occupation.
Faced with periods of financial insecurity, traders may resort to exchanging sexual favors
for the survival of their business (see also Akeroyd, 2005, p.94 and Clark, 2001).
Though women face particular challenges, men are also affected by occupational
factors that can put them at greater risk of acquiring HIV, as in the afore-mentioned case
of long-distance truckers or miners. In fact, Akeroyd (2005) notes that occupations
"where danger and accidents are integral to the work," like the military, police, mining
and industrial jobs, pose an increased HIV risk. These risks stem from the dangers of the
occupation itself, as well as its associated "lifestyle," for example participation as clients
in the sex trade (p.92). Nevertheless, overall, men continue to have a significant amount
of economic power and occupational choice in Africa, especially when compared to those
available to women. In turn, this inequality has been described as fueling the spread of
the virus on the continent, with Ankomah (1999) observing that:
The phenomenon of sexual exchange, perhaps because of the severe imbalance
in the allocation of resources, is becoming increasingly popular as a means of
transferring resources from men who monopolize most positions of influence
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and power and are also controllers of financial resources, to women whose
opportunities of social mobility or advancement are very limited, (p.294)
In the process, the author echoes the growing focus in the study of HIV/AIDS in
Africa on sexual relations as transactional exchanges or as survival strategies (see
Akeroyd, 2005; Anarfi & Mills, 2002; Baylies and Bujra, 2000; Carael and Glynn, 2008;
Kaufman and Stavrou, 2004; Maticka-Tyndale et al, 2005). Barnett and Parkhurst (2005)
elaborate on this phenomenon when they note that:
Confronted with a choice between accepting gifts from a boyfriend or boyfriends
who visit on an occasional basis and the prospect of hand-cultivating a hectare of
land over many, many days while also caring for children, the rational economic
choice is obvious, (p. 592)
In a context where women have very limited opportunities and resources, they
may resort to sexual exchanges in order to be able to sustain themselves and their
families. Though it entails the use of sex for material gain, a differentiation is usually
made in the literature, and by the participants who inform these pieces of research,
between sex work as profession and sexual exchanges for survival or gifts (see Kaufman
and Stavrou, 2004; Mill and Anarfi, 2002). Links can be drawn between these dynamics
and women's increased vulnerability to HIV infection, since their financial dependence
on men often lowers their ability to negotiate sexual terms like condom use. As AgyeiMensah (2006) notes:
Studies have revealed that in a number of African countries the lower social and
economic status of many women has reduced their ability to negotiate safer sex,
and, in some situations, has led women to provide unprotected sex for money,
lodging, food or other necessities, (p. 313. See also Dworkin and Erhardt, 2007;
Opare, 2005)
According to Ankomah (1996, 1999), pecuniary considerations are not only
common but in fact characteristic of all pre-marital sexual relationships in Ghana. He
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describes young women as having harnessed the traditional gender role associated with
marriage, where a husband is responsible for his wife's upkeep, in order to benefit
financially from their sexual relations. Drawing from interviews and focus groups with
young Ghanaians, the researcher uncovers different categories of need that male partners
are expected to cover. These include "chopmoney" for food, rent, household effects,
provisions, financial security and items of fashion —after all, young Ghanaian women too
are affected by the messages of consumerism, femininity and beauty circulating in the
world (pp.40-42).
Like many of the discourses linking women's HIV vulnerability to sex for
financial gain, Ankomah's position is contradictory. On the one hand, he describes
women as greedy economic profiteers, ready to do anything to access the goods they
crave. On the other hand, Ankomah construes women as powerless victims, forced to
engage in sexual relations for their survival. I doubt that all pre-marital sex in Ghana is
transactional in nature, as Ankomah seems to imply in his articles. Moreover, even if it
were, as Constable (2003) notes in her study of the "mail-order bride" phenomenon,
transactional sexuality need not always signify a lack of love, tenderness or pleasure, nor
does it have to be read only in terms of women's oppression. Though the Western
mythology of love has rendered romance and financial pragmatism irreconcilable,
Constable argues that following a "cultural logic of desire," material motivations and
emotional bonds go hand in hand. In the process, she echoes one of the theoretical
premises of this project, whereas:
Political economy should not be viewed as simply a "macro" backdrop for
anthropological studies that deal with power on the "micro" or local level, but
rather that political economy is implicated in the production and reproduction of
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desire and is implicated in even the most minute and intimate levels of
interaction, (p. 143)
The political economic framework therefore provides a rich lens in situating both
the National response to HIV/AIDS in Ghana as well as the women participants'
accounts. Not only do political economic forces play a key role in shaping the spread of
the HIV virus on the African continent, but they also significantly impact the ability of
African nations to respond to their epidemics. In Ghana and elsewhere, changes heralded
through Structural Adjustment Programs have seen governments becoming increasingly
unable to meet the social and health needs of their populations. With important portions
of national budgets being invested into debt servicing, responses to HIV/AIDS have
come to be highly dependent on funding from the Global North. To access these funds,
applicants must align themselves with the views and approaches of donors. Political
economy therefore provides key insight into the processes at play in shaping the
discourses about women and HIV prevention that dominate the National response to
HIV/AIDS in Ghana, and in explaining their overlap with the discourses of the
international HIV/AIDS community.
Moreover, the political economic framework offers a very rich approach in
positioning the second component of the project, namely the women participants'
accounts. Much literature has been devoted to exploring the role of political economic
forces in shaping the spread of HIV at micro levels, as it impacts individuals and
communities. It illuminates the complex relationship between poverty, migration,
women's economic dependence on their male partners and other factors on shaping the
spread of HIV and the ability of individuals to protect themselves from infection.
Furthermore, the work focused on addressing the impact of these forces within a same
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community highlights the fact that these complex factors interrelate to many other issues,
thus impacting individuals differently. The political economic framework therefore
allows for an identification of some of the forces at play in shaping the experiences of the
women who participated in this study, while acknowledging that they manifest
themselves differently in their lives.

2.4. A Critical Review of HIV Prevention
A sub-area of the global response to HIV/AIDS, HIV prevention encompasses the
discourses, practices and programs aimed at halting or reducing the transmission of the
HIV virus. Beginning with the "safer sex" campaigns of gay advocacy groups in the
1980s, numerous other interventions have since come to complement the HIV prevention
repertoire (see Treichler, 1999; Watney, 1987). In their extensive overview of HIV
prevention, Wegbreit et al. (2006) describe current preventive strategies as including:
Information, Education and Communication (IEC) about HIV/AIDS and Behavior
Change Communication (BCC); school-based sexual education; Voluntary Counseling
and Testing (VCT); peer-based programs; Sexually Transmitted Infection (STI) screening
and treatment; condom promotion; Prevention of Mother-to-Child Transmission
(PMTCT); and prevention of blood-borne transmission using Post-exposure Prophylaxis
(PEP), Universal precautions, blood screening, and harm reduction with Intravenous
Drug Users (IVDU).
Though the National response to HIV/AIDS in Ghana utilizes a number of these
approaches, it prioritizes IEC and BCC activities as one of its primary prevention
strategies (see Ghana AIDS Commission, National Integrated IEC/BCC Strategic
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Framework, 2005). As shall be examined in the second analysis chapter, Prevention and
Behaviour Change Communication (BCC) are in fact slated together as one of the six
priority areas for the 2006-2010 plan of action of the National response. Describing
BCC, Coates et al. (2008) explain that:
Behavioural strategies attempt to motivate behavioural change within
individuals and social units by use of a range of...approaches. [These include]
those that attempt to delay onset of first intercourse, decrease the number of
sexual partners, increase the number of sexual acts that are protected, provide
counseling and testing for HIV, encourage adherence to biomedical strategies
preventing HIV transmission, decrease sharing of needles and syringes, and
decrease substance use. (p. 670)
Drawing from "cognitive behavioral models of behavior change, including the Stage of
Change model, Social Learning Theory, and the Theory of Reasoned Action," behavior
change encourages individuals to adopt behaviors that will allow them to prevent
themselves from becoming infected with the virus (Beeker et al., 1998, p.831. See also
Chilisa, 2005; Zierler and Krieger, 1998). A prime example of BCC lies in the Abstain,
Be Faithful or Use Condoms (ABC) approach to prevention discussed throughout.
In Ghana, Behavior Change Communication is a widely employed preventive
approach, particularly in the case of programs that aim to educate the "general
population." Consequently, my discussion will pay close attention to this element of
prevention. Moreover, the BCC approach is a key point of contention in the crisis in HIV
prevention introduced in the opening paragraphs of the thesis. A review of these debates
provides some interesting insight to critically understand BCC in Ghana more
specifically. Prior to delving into this discussion, it is useful to view HIV prevention
See The Annual Program of Work (2007) and National Strategic Framework II (2005). The
other areas are Policy, Advocacy and Enabling Environment; Coordination and Management of the
Decentralized Multi-Sectoral Response; Mitigating the Economic, Socio-cultural and Legal Impacts;
Treatment Care and Support and finally Research, Surveillance, Monitoring and Evaluation.
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through the critical gender and political economic perspectives discussed above. As a
sub-area of the response to HIV/AIDS, HIV prevention is shaped by complex relations of
power and benefits from being positioned within this critical framework.
In the article "Privileging prevention, gendering responsibility," Faria (2008)
offers a very interesting gender analysis of the Stop AIDS, Love Life campaign in Ghana.
The author notes that this extensive HIV prevention campaign (which I shall return to at
length in Chapter 5) draws from pre-conceived:
[G]endered subjectivities, assigning women particular roles and responsibilities in
the face of the Ghanaian epidemic...The fight against HIV/AIDS has been
constructed as a national project in which an idealized female citizen is positioned
as educator, volunteer, carer and protector of herself and society. This positioning
of women is informed by international funding paradigms but it is also one that
reflects and reinforces everyday and localized conservative ideas around gender
and sexuality in the country, (p.42)
While this particular campaign reaches out to an idealized female representative of the
"general population," Faria and others also make note of the tendency for HIV prevention
to target a much less "ideal" woman. As noted prior, a lot of importance has been
accorded globally to programs aimed at reducing the transmission of the virus from
commercial sex workers to their clients or from mothers to their infants. The emphasis
placed on these specific preventive interventions can be related to patterns described
above, where women are seldom addressed on their own terms and for their own benefit.
As Eyakuze et al. (2008) note, "PMTCT interventions in most developing countries are
guided by utilitarian principles that ascribe women the societal roles of vessel and
caretaker" (p.36).
Also offering a critical gender inquiry into HIV prevention, Jungar and Oinas
(2004) review the recent fascination with the theory that male circumcision may diminish
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risks of HIV transmission. They observe that the hypotheses and studies related to the
circumcision theory seem more "involved in reproducing imagery on 'African sexuality,'
than in envisioning actual change" (p. 109). Excluding women and their protection
altogether, these theories reinforce "a stereotypical assumption where the involved parties
are an active male penetrator who will not take interest in his (passive female) partner's
health and safety" (p. 109). It is possible to identify PMTCT, prevention with CSW and
male circumcision as "gendered" interventions, inasmuch as they recognize that HIV
affects women and men in particular ways. However, by ascribing women and men to
very limited roles, these approaches do not dismantle, but reinforce problematic gendered
ideologies and relations (see Booth, 1998; Brijnath, 2007; Gorma, 1996; Treichler, 1999).
Discussions surrounding female condoms and other female-initiated barrier
methods have also yielded rich insight into the gendered dimensions of HIV prevention.
Because women are able to control the use of these protective technologies, they are said
to offer much promise with regard to lessening male power in the context of sexual
relations. This being the case, many have warned against an oversimplified celebration of
these technologies, and the "[mjonolithic assumptions of female choice, autonomy,
control and empowerment.. .built into them" (Mantell et al., 2006).
For instance, Kaler (2001) examines the different views on women's
empowerment that emerge from speaking to varied stakeholders in the United-States,
Kenya and South Africa about female condoms. While two definitions seem to indicate a
more positive view of women's empowerment, the author also identifies a third "and
more pessimistic understanding." The latter positions the empowerment of women:
[a]s a zero-sum game in which gains to women are inevitably losses to men. This
last understanding is a potential obstacle to the diffusion of the female condom, as
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men who adhere to this view are likely to react with suspicion and fear to the
presence of the female condom in their homes, (p.786)
Furthermore, as Mantell et al. note: "[ajlthough inequitable gender relations led to
the creation of female-initiated disease prevention methods, these same relations of
inequality make it difficult for women to use female-initiated methods, especially in
long-term relationships" (p. 2000). Finally, numerous other barriers including the cost
and limited distribution of female condoms diminish women's access to these devices
(see Baylies and Bujra, 2000; Hoffman, 2004; Population Council, 2006).
While preventive interventions like PMTCT and female condom promotion are
built around an understanding of the gendered dimensions of HIV/AIDS, the same cannot
be said of most BCC programming, which remains overwhelmingly gender-blind.
Writing more than a decade ago, Amaro (1995) comments on what continues to be a
troubling pattern found in many BCC campaigns, namely that:
Their basic conceptualization is devoid of gender as a central determinant of
sexual behavior. This is a significant omission because [for example] condom use
is a sexual behavior that is clearly under the control of men and is embedded in a
socially sanctions inequality between partners. This fact is not captured by these
models, (p. 440)
Since the time of Amaro's writing, much attention has been granted to the
gendered dimensions at play in shaping the transmission of HIV, like the role of women's
financial dependence in limiting their ability to negotiate condom use. However, these
important teachings do not appear to have affected the development of actual BCC
campaigns. For example, the ABC model, a behavior change approach used extensively
throughout Africa and in Ghana, is offered as a blanket solution to entire populations. It
pays no consideration to gender, age and other important factors that affect people's
ability to implement such behaviors in their lives. This point will make itself particularly
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resonant in Chapter 5, where the women participants' accounts will be used to highlight
the limitations of the ABC model.
While they efface the gendered dynamics at play in shaping the transmission of
the virus, behavioral change approaches like ABC can also be said to contribute to
problematic gender ideologies. As Holland et al. (1990) note:
The focus on condoms as a means of safer sex has in itself reinforced dominant
male understandings of heterosexual sex and as a result has constrained the
development of AIDS education for women. Rather than viewing sex as a
complex social process, public AIDS education tends to present sexual encounters
as a set of acts, leading up to penetration, into which condoms must be inserted at
the right moment, (p. 347)
Similarly, in her critical analysis of HIV prevention in Uganda, Parikh (2007) notes that:
Ironically, Uganda's 2 decades of massive HIV prevention efforts have worked to
reconfigure landscapes of social morality in ways that present new obstacles to
HIV prevention. The widespread circulation of social, religious, and public health
messages that present infidelity and polygyny as risky, immoral, backward, and
dishonorable have had the unintended effect of creating new motivations and
avenues for sexual secrecy. Although almost all men and women in this study
recognized the health risks of extramarital liaisons, the risk of getting a bad public
reputation by being caught in an illicit relationship presented more immediate
cause for concern than the distant, unforeseen effects of contracting HIV.
(p. 1205)
Viewing HIV prevention through a critical gender lens therefore reveals a number of
problems with regard to how gender and women's issues are construed and addressed. By
extension, they provide insight into HIV prevention in Ghana more specifically.
This point also holds true of the political economic framework, in that the latter
provides interesting insight in framing HIV prevention. For instance, it was noted prior
that macro economic processes like the funding practices of the development
establishment often reinforce a valorization of Western knowledges over other
understandings and approaches (see Horn, 2000; Jones, 2004; Pigg, 2005). Similar
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patterns can also be traced in relation to HIV prevention, whereby funding adjudications
and other mechanisms continue to favor certain approaches over others. Chilisa (2005)
makes note of this when she states that: "[interventions to prevent the spread of
HIV/AIDS, legitimized by conventional/Western research knowledge and frameworks,
have alienated the people from the struggle to prevent the spread of the virus" (p. 659).
This idea is well captured in the case surrounding BCC. In a review of the impact
of donor assistance on shaping the response to HIV/AIDS in Africa, Jones (2004) posits:
The most influential donor discourse has been centred upon the 'behavioral
change hypothesis.' This has been the prevailing public health orthodoxy
explaining people's vulnerability to HIV/AIDS. It is an approach premised upon
narrow epidemiological definitions of the individual and certain 'risk groups,'
assuming that people make rational choices based upon the information given to
them about health risks, (p. 166)
Because it is "predicated on the idea of the rational actor making choices, and
thus operates with a strong notion of the autonomous individual," the behavior change
model revolves around a very individualistic understanding of social existence and choice
(Haram, 2005, p.3. see Barnett and Parkhurst, 2005; Campbell and Williams, 1999;
Jacobs, 2008; Waterston, 1997; Wolf and Tawfik, 2000). BCC challenges what are the
more communal world-views of many African societies, calling attention to what Haram
(2005) describes as the "enormous gap between biomedical thinking about what
constitutes risk behaviour and a more holistic perspective that aims to grasp the multiple
concerns people have to take into account when making choices and decisions in their
everyday way of life" (p.3). In a similar vein, Liddell et al. (2005) note that:
"[biomedical messages about prevention... undermine one of the central tenets of
traditional African thought, namely that life-enhancing forces must be expressed through
fertility" (p.698; See also Ingstad, 1990; Ntseane and Preece, 2005).
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In addition to shedding light onto the forces at play in shaping the dissemination
and application of preventive approaches like BCC, the political economic framework
also provides insight into the prioritization of HIV prevention itself. Faria (2008) notes
that the emphasis placed on preventive programming in Ghana must be located within a
broader economic framework where limited budgets require poor nations to prioritize
certain areas over others. As she posits:
One hotly contested debate in the international area is centered on the issue of
treatment in such countries, viewed by the majority of large international
organizations as less cost-effective than an emphasis on prevention and behavior
change through education, (p.46)
Though access to ARVs in Ghana has significantly increased in the few years following
Faria's fieldwork (undertaken between 2001 and 2003), BCC remains a major priority on
the agenda of the National response. The author calls attention to the fact that in a
resource-poor setting like Ghana, political economy plays a pivotal role in determining
which areas of HIV/AIDS are prioritized. Because their budgets are often quite limited,
institutions like the National response must make choices as to where to invest their
monies and energies, often to the detriment of other interventions. Political economic
forces therefore shape how prevention is implemented, as well as how much emphasis is
placed on HIV prevention to begin with.
Political economic and other forces therefore contribute to over-privileging costeffective preventive approaches like BCC, irrespective of the limitations they present in
people's lived realities. As a result, HIV continues to spread and to infect new individuals
daily, even though various mechanisms have been identified that can curtail its
transmission. The "growing skepticism about the effectiveness of HIV prevention
programmes" has manifested itself in a critical revision of existing paradigms and an
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attempt to identify elements that can effectively prevent the transmission of the virus
(Carael and Glynn, 2008, p. 141). Related inquiries have often turned to two overlapping
case studies in their search for answers, namely the causes for the HIV prevention
"success" story in Uganda, and questions about the effectiveness of the ABC model.
Unlike most other countries in Sub-Saharan Africa, the course of HIV/AIDS in
Uganda from the late 1990s onward has been marked by a decline in HIV prevalence,
particularly amongst vulnerable groups like young women. Since this phenomenon
cannot be entirely attributed to the AIDS "die-off characteristic of generalized
epidemics, many have endeavored to identify the causes underlining Uganda's success in
turning the tide on HIV/AIDS (Green et al., 2006). While "[fjhere is no evidence of the
term "ABC" being used in Uganda's campaigns at this time, although they did incorporate
some elements of abstinence, being faithful and using condoms," one side of the debate
harnessed Uganda's success story to demonstrate the benefits of the ABC approach
(Kanabus and Noble, 2007, PNA). In fact, upon the basis that ABC had yielded such
important results in Uganda, the American government adopted this model when crafting
its PEPFAR policies (see also Merson et al., 2008).
Meanwhile, on the other side of the debate, it has been emphasized that:
ABC was one of many messages developed at that time in Uganda; it was not a
national policy, and there is no evidence of any causal link between any single
message and the behaviour change observed, matching the observations of others
who have argued that it was the multiplicity of messages and the enabling
environment created by the Ugandan government that may have set the country
apart. (Barnett and Parkhurst, 2005, p. 591)
Like Barnett and Parkhurst, many have stressed the important role played by the Ugandan
government —receptive to and proactive about HIV/AIDS from the very beginnings of
the epidemic— in contributing to decreases in seroprevalence. This point concurs with the
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experiences of other countries where prevalence rates have been kept under control,
including Senegal, Thailand, Brazil, and even Ghana. Indeed, all of these nations have
been characterized by "governments that were early responsive in the area of AIDS
policy...[and] developed partnerships with civil society organizations and foreign NGOs
which enabled them to implement AIDS prevention and education activities" (Boone and
Batsell quoted in Chikwendu, 2004, p.248. See also Collins et al., 2008; Merson et al.,
2008).
In addition to the early receptiveness of their governments, the prevention
successes of Uganda and other nations have also been linked to the:
[U]nique cultural, historic, and infrastructural elements of each country. A critical
factor in their success had to do with how appropriately the intervention or
packages of interventions responded to the underlying dynamic of the epidemic in
each country. (Wegbreit et al.; 2006, p. 1217)
In Uganda, the "zero grazing" approach to partner reduction, which encourages
men and women to remain faithful to one partner, has been touted as having played a key
role in reducing the spread of the virus (Green et al., 2006). As Okware notes (2005):
'"[z]ero grazing' is an attractive and engaging health promotion concept in this largely
agricultural society, and...has proved to be demonstrably effective" (p.627). Taken
together, prevention interventions specifically tailored to local understandings and
practices, early governmental receptiveness and other complex factors "call into question
the extent to which Uganda's declining HIV prevalence can be attributed primarily to the
ABC approach and its focus on individual behavior change" (Parikh, 2007, p.l 199).
Though its effectiveness is questionable, the ABC approach is still widely
employed as a preventive strategy globally, and in Ghana more specifically. In the
process, it continues to be at the root of intense debates within the international
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HIV/AIDS community. Critics of the ABC model have stressed the idea that this
approach addresses individuals in isolation, dissociated from the wider context and forces
that shape their choices and experiences. As Campbell and Williams (1999) explain:
We argue that such programmes are informed by weak and inappropriate social
psychological theories, which assume that sexual behaviour is determined by
rational choices made on the basis of the available health-related information....
In relation to HIV/AIDS, both physical health as well as psychology (particularly
in relation to sexuality) cannot be understood independently of the social
dimensions, incorporating a range of cultural, economical, sociological and
normative factors, all of which need to be taken into account in attempts to
manage the epidemic, (p. 1632)
Relying on the assumption that everyone has "personal choice and the agency to
carry out such choices," the ABC approach does not account for the varied forces that
may limit the ability of individuals to actually implement recommended behaviors in
their lives (Mukherjee, 2007, p. 117. See also Beeker et al., 1998). This point is
particularly salient in relation to women, with factors like their financial dependence on
partners significantly affecting their ability to be abstinent or to enforce fidelity and
condom use (see Agyei-Mensah 2006; Dworkin and Erhardt, 2007; Opare, 2005).
Because "[promoting individual messages or packaged strategies will never be
effective, as they will inevitably be oversimplified," many have argued against the use of
the ABC model to HIV prevention altogether (Barnett and Parkhurst, 2005, p. 592). This
is the case for Collins et al. (2008), who advocate a move away from what they call the
"alphabet soup" of prevention. They posit that:
The ABCs infantalize prevention, oversimplifying what should be an ongoing,
strategic approach to reducing incidence. True, the simplicity of the ABC slogan
has probably helped some people better appreciate that they can take basic steps
to protect themselves from HIV infection, but that advantage must be weighed
against the dangerously misleading messages the ABCs send to both individuals
and policy makers. 'ABC gives the incorrect impression that all HIV
transmission is sexual and that effective prevention is simply a matter of changing
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the individual choices of millions of people with a few tried and true
interventions. Reciting the 'ABCs' invites distracting and useless arguments, such
as whether abstinence is better than partner reduction or whether both are better
than condom use. (p.S6)
In an attempt to find a middle ground for these debates, others have adopted a less
polemical stance and expanded the ABC catchphrase to carry a more nuanced message.
As Green and Herling (2006) note:
Additions to ABC have included D for Destigmatization, E for Empowerment of
women or Education, and so on. CNN (Condoms, Needles, Negotiating skills) is
another alternative approach that was compared to ABC in a high profile debate
at the 2004 International AIDS Conference in Bangkok. (2006, p. 13)
Similarly, Okaware (2005) specifies that:
The three components are closely intertwined, complementing each other in
much the same way that all the critical components of a car need to be in place for
it to move. None is sufficient on its own and each has contributed to the larger
success that is reflected in the form of demonstrable declines in HIV incidence
and prevalence, (p.626. See also Stammers, 2005)
Interestingly, while there continues to be much debate in the international
HIV/AIDS community surrounding the effectiveness of the ABC approach, these matters
have tended to be examined from an abstract theoretical perspective. With the exception
of Parikh's (2007) work in Uganda, where the author draws from six months of
ethnographic research to address the limitations of the ABC model in the lives of the
participants, few studies actually work with people on the ground to investigate the
relevance and applicability of the ABC model. Drawing from the accounts of the women
who participated in this study to highlight the unviable nature of the ABC model in their
lives, my discussion of this preventive approach in Chapter 5 will contribute an important
piece to the ongoing debates surrounding the ABC approach.
Reviewing HIV prevention strategies targeted to Latino youth in the UnitedStates, Jacobs (2008) provides a concise summary of their limitations, a critique that can
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be expanded to HIV prevention more generally. As the author notes, most HIV
prevention strategies have:
(a) Treated individuals as objects of change rather than the agents of their own
change; (b) focused exclusively on individual behaviors rather than also
addressing social norms and environmental influences; (c) conveyed information
in technical terms in lieu of presenting accurate information in the form of
dialogue and debate; and (d) tried to persuade adolescents to change their
behaviors rather than negotiate best interventions in a partnership process, (p. 127)
In response to these important shortcomings, Jacobs offers an integrated theoretical
framework to strengthen HIV preventive efforts, one that combines health care and
behavioral prevention approaches "with strategies that focus on empowerment,
participation, and social change" (p. 127). Though it is fundamental to educate individuals
about how HIV is transmitted and how they can prevent themselves from becoming
infected, as Barnett and Parkhurst (2005) note, "[continuing insistence on the part of
major prevention programme funders that changing behavior alone -rather than changing
its context— is the main problem will result in poor policy choice" (p. 590).
Given the limitations of an approach to HIV prevention focused on individual
behavior change alone, many have emphasized the need to understand and undertake
HIV prevention in a multi-leveled manner (Coates et al, 2008, p. 672. See also Beeker et
al., 1998; Carael and Glynn, 2008; Waterston, 1997; William and Campbell, 1998). In
their review of initiatives targeted to immigrants from the former Soviet Union and
Ethiopia to Israel, Soskhone and Shtarkshall (2002) expand upon this point, noting that:
The development of multi-level prevention interventions should integrate
individual level approaches that might have a more proximal impact on migrants
by addressing resources that are suitable to the psychosocial context of the
specific migration, with non-individual "enabling" structural interventions. The
latter are aimed at modifying the social, economic and political structural factors
that facilitate exposure to HIV infection, (p. 1300)
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In the process, the authors call attention to the growing recognition that HIV
prevention must tackle the structural factors underlining the spread of the virus. As
Carael and Glynn (2008) note: "[i]n recent years, greater attention has been paid to the
possibilities of altering social and economic conditions in order to effect HIV prevention"
(p. 147. See also Rao Gupta et al., 2008). In fact, Waterston (1997) identifies the
importance of addressing structural forces like economic inequality as a very
precondition for HIV prevention. She posits that "[bjehavioral interventions, while they
may not fail entirely, ultimately will not succeed without broad social change" (p. 1388).
For instance, if women are to be able to take up condom use in their relationships, they
need to be able to access earnings to diminish their economic dependence on their
romantic or sexual partners, thus enabling them to raise the sensitive issue of HIV/AIDS
without jeopardizing their economic subsistence (see Baylies and Bujra, 2000; Mill and
Anarfi, 2002; Mukherjee, 2007).
In an attempt to complexify the factors that facilitate transmission, others have
harnessed the concept of social capital to situate people's ability to protect themselves
from HIV infection (see Campbell and Mzaidume, 2001; Jacobs, 2008). Elaborating on
this approach, Gregson et al. (2004) note that:
Cultural and socio-economic factors influence the development and character of
social capital within a community (as well as vice-versa). In turn, social capital
can serve to promote psychosocial attributes that support the adoption and
maintenance of behaviours that are protective against HIV infection, (p. 2120)
An increase in individuals and communities' social capital, including confidence, trust,
ability to discuss sexual matters, access to clinics, support groups and income generating
activities offers a useful goal in devising more effective HIV prevention.
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The sexual networking approach also lends itself to the recognition of the
complexities at play in shaping the transmission of HIV. For instance, Anarfi and
Awusabo-Asare (2003) draw from survey data collected with Ghanaian men and women
about their sexual and romantic relationships in order to identify sexual scripts, behaviors
and patterns, and how these relate to the transmission of HIV. Positioning sexuality
within this broader social and cultural context, the authors argue that: "[t]he nature of
sexual contacts within Ghanaian society has the potential to promote the spread of STDs
and AIDS" (p.13. See also Andrzejwski et al., 2009; Oppong, 1998). Like the sexual
networking model, the ecological approach to risk also offers a multi-dimensional
framework within which to situate the complexities of HIV transmission. Risk
"differentially distributed across a social or geographical space...[HIV infection depends]
on the coming together of specific factors, which [make] a particular activity 'risky' in a
specific environment" (Barnett, 2007, p. 72)
Ultimately, one of the main points to emerge from the crisis in HIV prevention is
the importance of moving beyond the idea of an independent individual making rational
choices at the root of the behavior change paradigm. Instead, people should be viewed as
existing in complex contexts, shaped by multiple relationships and overlapping
economic, cultural, gendered, social and other pressures and forces. Complexity therefore
emerges as a key point in the crisis in HIV prevention. This being the case, its
operationalization in research remains under-developed.
In the first place, much of the literature that critically reviews the limitations of
HIV prevention and the need to move beyond the behavioral approach in isolation does
so theoretically. Drawing from the academic and other discourses of the international
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HIV/AIDS community, authors examine HIV prevention in abstraction, as discourses and
paradigms (see Barnett, 2007; Barnett and Parkhurst, 2005; Cassell et al., 2006; Coates et
al., 2008; Collins et al., 2008; Dworkin and Erhardt, 2007; Jacobs, 2008; Green et al,
2006; Mantell et al, 2006; Merson et al., 2008; Mukherjee, 2007; Okware et al, 2005).
Although some turn to examples like the prevention success story in Uganda to ground
their discussion, the latter is used as a theoretical case study. It is drawn upon to highlight
and critique points related to HIV prevention more generally, not to offer a specific
review of HIV prevention programming in Uganda. These theoretical explorations are
important and necessary in furthering critical understandings of HIV prevention.
However, another important point to emerge from the crisis in HIV prevention
consists of the need for prevention to account for the specificities at play in shaping the
course of HIV/AIDS in a given country or community. Once again turning to the quote
by Merson et al. (2008) referenced in the introduction, "[successful prevention requires
knowledge of the nature of the epidemic in individual countries, as well as community
and country contexts" (p.485). In order to further the debates and discussions surrounding
HIV prevention, it is necessary to expand beyond a purely theoretical perspective, and to
address how HIV prevention plays out in specific contexts.
The work that reviews existing HIV prevention programs and provides an
analysis of their strengths and weaknesses therefore offers an interesting complement to
theoretical inquiries. This is the case of the above-reviewed work of Faria (2008), which
critically maps out the construction of gender in an HIV prevention campaign in Ghana.
Similarly, Gomez et al. (1999) review an initiative targeting immigrant Latina women in
San Francisco (see Awusabo-Asare, 1995; Kim et al., 2008; Ochieng, 2003; Soskolne and
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Shtarkshall, 2002; Susser, 2001; Wegbreit et al., 2005; Wolf et al., 2000). Relating their
analysis of these specific interventions to the wider dialogue surrounding HIV
prevention, the authors contribute to furthering an understanding of the intricacies and
complexities of HIV prevention as they play out in specific locales.
Research devoted to reviewing specific HIV prevention initiatives often draws
from the accounts of staff members, clients or beneficiaries. However, these views are
solicited with the aim of further unearthing the processes, successes and limitations of the
interventions themselves. The perspectives of participants are thus used to support the
analysis of HIV prevention programs but they do not constitute the main focus of the
inquiry in and of themselves. The present doctoral project is premised on an underlying
conviction in the necessity of working with people on the ground in order to map the
complexities at play in shaping their vulnerability to HIV, and their ability to protect
themselves from infection. Consequently, the body of work that prioritizes research with
participants to address issues related to HIV prevention offers another important
academic precedent in the context of this doctoral thesis.
Using questionnaires, interviews, focus groups, research journals and other
methods that allow for the views of participants to be collected, this body of work
includes inquiries into specific issues and their impact on HIV transmission. For example,
Ankomah (1999) draws from six focus groups and 78 in-depth interviews with men and
women between the ages of 18-25 in Ghana to highlight "the apparent powerlessness of
young women in premarital sexual exchange relationships in urban Ghana where many
sexual relationships are contracted with material gain in mind" (p.291. See also Mill and
Anarfi, 2002). Through the analysis of his participants' accounts, the author argues that

75
preventing the spread of HIV in Ghana requires that attention be granted to the societal
and economic factors that facilitate processes of sexual exchange. Drawing from 28 focus
groups with in-school youth in Kenya, Maticka-Tyndale et al. (2005) identify the sexual
scripts that dominate young people's relationships in this context, and how they facilitate
the transmission of the virus (see also Ntseane and Preece, 2005).
Because they solicit the views of participants on the ground in order to provide a
deeper understanding of the factors that exacerbate the transmission of HIV in a given
context, these inquiries contribute to building a more comprehensive picture of HIV
prevention. However, in focusing on specific themes, these research endeavors tend to
dissolve the quantity and complexity of issues at play in shaping the course of
HIV/AIDS. For instance, while women's financial dependence on men accentuates their
potential risk for HIV infection, this point also interconnects with other factors, like
familial and community pressures. Beyond a focus on individual themes, there is a need
for research that works with participants to address how these many issues interconnect
in their lives and how they affect their ability to protect themselves from the virus.
As opposed to focusing on specific themes related to HIV transmission as the
departure point for the research, the work devoted to exploring participatory,
empowerment, peer-led or community-based models to HIV prevention situates the
experiences of participants at its very core.

This body of research offers another

interesting guide in operationalizing research into HIV prevention that is capable of

Though there are slight variations between these different approaches, all of them refer to a type
of intervention that draws its roots in the Freiran paradigm of the 60s and 70s, which attempted to work
actively with communities to transform the "top-down" model of development into a "bottom-up"
approach.
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capturing the immense complexity at play in affecting the transmission of the virus.
These overlapping approaches emerge from a:
Concern about the limitations of models that focus solely on proximal,
individual-level determinants of behavior (such as attitudes or beliefs), that are
shaped primarily by the priorities of funders and researchers external to the
communities being studied, and that do not explicitly address the capacity of
communities to define and address their own health concerns. (Beeker et al.,
1998,p.831)
Responding to the shortcomings of a predominantly "top-down" approach to HIV
prevention, participatory research projects or research inquiries into participatory projects
work with individuals and communities to help them evaluate their needs, and develop
prevention programs capable of answering them.
Similarly, advocates of the afore-mentioned GIP A or MIWA principles (the latter
standing for "the meaningful involvement of women and girls living with HIV") also call
for a recognition of the benefits of participatory principles in HIV/AIDS-related work. As
noted by the International Community of Women Living with HIV/AIDS (2008):
The technical expertise and personal experiences of women and girls living
with HIV can help organizations ensure that:
- The realities of HIV positive women and girls are reflected in prevention, care,
treatment and support activities;
- Services fit and work from women and girls (rather than women and girls to fit
services), and;
- Programmes include a focus on women and girls that are already living with
HIV. {Self-Assessment Checklist, PNA)
Though they focus on the inclusion of people living with or affected by HIV/AIDS more
specifically, the principles and guidelines of the GIPA and MIWA movements can easily
be expanded to include other groups, such as women from the "general population."
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Ultimately, these participatory approaches emphasize the idea that for HIV
prevention programs to prove effective, they need to account for and involve the
perspectives of individuals and communities themselves. As Jacobs (2008) notes:
Sustainability of social change is more likely if the most affected individuals and
communities own the process and context of communication. Much of health
communication does not resonate with the needs, interests, competencies, and
strengths that audiences may have. (p. 127-8)
Rather than treating people as "objects" of development, these approaches position
people as "subjects," working with them to develop the knowledge and tools necessary
for preventing the transmission of HIV (Horn, 2000. See also Mueller, 1995). By
extension, these approaches also endeavor to foster feelings of ownership, trust, selfworth, community, and the other forms of individual and group empowerment that have
been linked to the uptake of HIV preventive mechanisms (see also Campbell and
Mzaidume, 2001; Cornish and Ghosh, 2007; Killewo et al., 1997; Gomez, 2008).
Although the benefits of participatory approaches are indeed many, it is important
to avoid what has often been an oversimplified celebration of the concepts of
"participation" and "empowerment" in development and HIV/AIDS related work
(Parpart, 2002). In their review of a community-based HIV prevention intervention in a
red-light district in India, Cornish and Ghosh (2007) note that: "[t]he positive language of
participatory policies may not prepare community projects for the significant dilemmas
and challenges which they encounter upon implementing participation" (p.496). In the
context of their intervention, the authors come across a number of power differentials
between the various members of the red-light community where they are working. These
tensions contradict many of the idealized notions of community and participation
embodied in related literature. The authors suggest that: "[c]ollusion with powerful
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interest groups can [not only] be compatible with achieving health gain, but that it can be
necessary, when those interest groups have the power to put a stop to a project" (p. 498).
In complexifying the assumptions underlying participatory and empowerment models,
the authors attempt to help bridge what Beeker et al. (1998) refer to as "the gap between
empowerment rhetoric and empowerment practice" (p.839).
Furthermore, the notion of empowerment central to participatory approaches can
prove limited on another important level. In attempting to "empower" individuals and
communities, this paradigm is often built around the underlying assumption that
individuals and communities are not "empowered" to begin with. As shall be examined
later, this motif resonates strongly in the discourses of the National response to
HIV/AIDS in Ghana. Although many of the National response's players recognize the
gendered dimensions of HIV/AIDS and the need to "empower" women, they do so by
assuming that women are not empowered in the first place. As discussed in the
introductory chapter, an approach to HIV prevention where women would be viewed as
already empowered, and one that would focus on what women can do instead of what
they lack, could yield very interesting results (see Tawfik and Cotts Watkins, 2007).
Finally, while they offer a rich approach when it comes to studying and
undertaking HIV prevention with people and communities on the ground, participatory
interventions often require much time and resources. Limited budgets and the
conditionalities of flinders drastically curtail the possibility of doing extensive
participatory projects at broad community or national levels. The approach therefore
remains limited in a context like Ghana, where political economic and other forces
prioritize large-scale HIV prevention targeted to the "general population."
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There is therefore a need for research into HIV prevention that actively works
with participants to map the many interconnecting issues that affect their vulnerability to
HIV, while accounting for the broader context within which these experiences take shape.
Furthermore, given the forces that affect the development of HIV prevention, it is
necessary to ground this discussion in an examination of existing preventive
interventions, so as to account for the factors and possibilities of the given locality.
Because people on the ground are best suited to identify their own and their communities'
needs with regard to HIV prevention, it follows that they are also best positioned to
evaluate existing programs and offer ways of moving beyond their limitations.
The work of Tawfik and Cotts Watkins (2007) discussed throughout draws from
the accounts of participants in Lilongwe to critique and complement the discourses that
dominate HIV/AIDS related work in Balaka and Geneva. Similarly, working in a South
African mining community, Campbell and Williams (1999) use a case study of a
particular individual's experience to "highlight the complexity of the dynamics of disease
transmission in this context, a complexity which is not reflected in [the] individualistic
responses" adopted by managements and trade unions to respond to HIV (p. 1625. See
also Parikh, 2007). In drawing from participants' accounts to complexify official
responses to the disease, these authors valorize the expertise of people on the ground,
who are best positioned to identify the issues they face and the tools required to prevent
themselves from becoming infected.
Inspired by these academic precedents, the present doctoral project contributes to
the creation of a novel approach to the study and development of HIV prevention. It
draws from the accounts of the women participants to critique and move beyond the
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limitations of the discourses about women and HIV prevention that dominate the
National response to HIV/AIDS in Ghana. It does so in a manner that recognizes the
immense complexity of the issues at play in shaping women's vulnerability to the virus.
Furthermore, it does so in actively accounting for the political economic and other factors
that come to affect the development of HIV prevention on the part of the National
response. Finally, in focusing on the women participants as agents, this project attempts
to move beyond the constraints of a preventive paradigm that prioritizes what women
lack as opposed to the tools they already behold to protect themselves from HIV.
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Chapter 3: Regarding Methodology

Chapter Summary
Though it draws from numerous approaches, this project positions itself within an
overarching methodological model —that of ethnography. Both a way of doing research
and a way of thinking about research, ethnography provides an ideal frame of reference
in situating the two main methodological components of the research, namely the
fieldwork and the analysis of the material. Chapter 3 provides a detailed account of how I
set about accomplishing these two tasks, while positioning my own endeavors within a
broader academic framework. I begin by providing an overview of ethnography,
highlighting its relevance to the present doctoral project. I then subdivide the chapter into
two sections, the first devoted to describing the work involved in gathering research
material in Accra (the fieldwork.) The second portion of the chapter explores how I have
understood and organized this material in order for it to materialize in the form of a
doctoral dissertation (the analysis). The discussion of fieldwork and analysis is
constructed around the two areas of the project, namely the National response to
HIV/AIDS in Ghana and the accounts of the women participants.

3.1. Ethnographic Underpinnings
Ethnography is one of the oldest methodological models in the social sciences.
Developed in the field of anthropology, the "birth" of ethnography is intimately yoked to
a colonialist mandate. By collecting information about the cultural practices and social
relations of the colonized, colonizers were better able to "know" and thus exercise control
over them. Simultaneously, ethnography was also being used to help salvage the
"disappearing cultures" of these groups —which ironically enough were being destroyed
by these very same processes of domination. Though it is important to recognize the
agency exercised by the so-called colonized in shaping ethnographic exchanges, it
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remains that ethnography's "capacious historical past" is one marked by unequal
relations of power (Clair, 2003, p.4. See also Gonzales, 2003; Stocking, 1991). Rather
than discounting the value of ethnography as a methodological model, the centrality of
power that underlines this approach has in fact become one of its great assets.
In the latter half of the 20 n century, ethnography began to traverse a process of
critical revision. Geerts contributed to this paradigm shift when he called into question
the assumptions underlying "realist" ethnography. He advanced that the ethnographer
could not be viewed as an impartial observer and recorder of culture, as has been the case
throughout much of ethnography's history. Instead, the ethnographer had to be seen as
actively engaged in interpreting the system of signs under ethnographic scrutiny (see
Walsh, 2004). Around the same time, Said (1978) published his genealogical inquiry into
the discourses of Orientalism. In this important text, the author highlighted the role
played by Western representations like ethnographies in allowing the West to maintain its
"positional superiority, which puts the Westerner in a whole series of possible
relationships with the Orient without ever losing the upper hand" (p.7).
The second half of the 20th century was also marked by ethnographic
"controversies" like the publication of Malinowski's diary, where this leading
ethnographer was revealed to have had very prejudiced views about the cultures he
studied. Similarly, the publication of the article "Being Sane in Insane Places," which
drew from an undercover ethnography pursued in a psychiatric institution, raised
questions about the ethics of ethnography, conducted both covertly and overtly (see
Tedlock, 2000, p.464). In the 1980s, the critical revision of ethnography escalated into
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what many have called a "Crisis of Representation." Denzin (2002) describes the
dilemma at the core of this crisis when he observes that:
If we only know a thing through its representation, then ethnographers no longer
directly capture lived experience. Experience is created in the social text... As all
inquiry reflects the standpoint of the inquirer...there is no possibility of theoryor value-free knowledge, (pp.483-4)
Marcus and Fisher (1986) devoted their book Anthropology as cultural critique to
exploring this crisis. They raised questions about the ethical implications involved in
representing other cultures in a context where language is shaped by relations of power.
They also stressed the importance of accounting for the social, economic and political
context within which cultures exist and ethnographers come to interact with and represent
them. Marcus and Fisher argued that these critical realizations needed to lead to
important "transformations both in the way ethnography is written, and in the
ethnographer's awareness of for whom it is written" (p. 164). Under this constructivist
framework, the ethnographer had to be understood as being actively involved in shaping
how research took place and what it produced, and in affecting the world under study.
Signaling the death of the ethnographer as a neutral and detached observer, this
moment of crisis did not however herald the death of ethnography altogether. Quite the
contrary, the critical revision of this methodological model set the stage for the
development of a number of alternative ethnographies. These include post-colonial
ethnography (Gonzales, 2003; Villenas, 1996); critical ethnography (Thomas, 2003);
feminist ethnography (Chapman Sanger, 2003; Holman Jones, 1998; Lengel, 1998);
global ethnography (Burawoy, 2001, 2000; Chamberlain and Leydesdorff, 2004;
Wonders and Michalowski 2001) and institutional ethnography (Campbell and Manicom,
1995; Grabill, 2000; Smith, D., 2001). Though they differ in their objects of study, all of
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these critical forms of ethnography recognize and address the power relations involved in
shaping the research exchange, and the experiences of those researching and being
researched. Because power is an underlying concern in ethnography, it therefore provides
a salient research model for the present research endeavor. Furthermore, the revision of
ethnography and the development of alternatives have offered a number of principles that
play a key role in guiding the methodological aspects of this project.
One of the fundamental lessons to have emerged from ethnography's critical
revision relates to the centrality of the researcher in doing and writing ethnography.
Unlike participatory approaches where participants are seen as active research partners in
all phases of the process, ethnography positions the researcher at the core of the
enterprise (see Balcazar et al., 1998; Schoepf, 1995). In his examination of multi-sited
ethnography, a precursor to global ethnography, Marcus (1995) uses Haraway's notion of
"positioning" to describe what he calls "the reflexive context and significance of multisited research." He explains that "[bjecause the researcher is always located on the
"terrain being mapped," ethnography therefore "reconfigures any kind of methodological
discussion that presumes a perspective from above or 'nowhere'" (p.l 12).
Although the participants, their cultures, societies, environments and accounts
play a key role in shaping the research, ultimately, it is through the ethnographer that the
experience is "filtered" and put into academic form. In keeping with this key
ethnographic underpinning, I am very much situated at the centre of this research
enterprise, and I have been at all stages of the process. From its inception, to the
fieldwork, to the analysis and writing, it is I who sets and controls the parameters of this
project. Furthermore, I do so as a "situated" observer, bringing to the table previous
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experiences, ideologies, assumptions, motivations, opportunities and privileges.
Therefore, while the women participants' accounts, the discussions with representatives
of the National response and the other material collected in Ghana have guided and
shaped what I studied, how I studied it and how I am choosing to relate it in its written
form, ultimately it is my voice that echoes within these pages.
Though the researcher is centrally positioned in the ethnographic framework, this
does not however absolve him or her from responsibility towards those involved in the
research exchange. In fact, the importance of paying attention to the impact of research
constitutes another key point to have emerged from ethnography's critical revision.
Because of ethnography's early roots in colonialism, this point has been particularly
resonant in work focused on de-colonizing research. For instance, post-colonial
ethnography recognizes the role of colonialism and unequal power relations in shaping
people's experiences in history, and as they unfold in the present. It does so by paying
particular attention to the potential power imbalances between researchers and those
being researched in order to avoid processes of re-colonization (see Baber, 2002;
Gonzales, 2003; Holman Jones, 1998; Lengel, 1998; Tuhiwai Smith, 1999, 2005;
Villenas,

1996).

Ethnography

therefore

requires

constant

self-reflexivity

and

accountability on the part of the instigator, with the aim of minimizing power imbalances
and ensuring that the impact of the research be as unobtrusive and positive as possible.
In keeping with this guiding ethnographic point, my doctoral project has been
marked by an attempt to remain at all times conscious of my own position of privilege
and power, and how my work impacts the lives of others. This ongoing self-dialogue as
to the ethics and implications of my research has extended before and during my
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fieldwork in Ghana, in the analysis of the material gathered, and in the writing of this
dissertation. For example, in a context where HIV infection is often met with
stigmatization and discrimination, many of the seropositive women who participated in
this study have chosen not to disclose their status publicly. When I interacted with these
women in Accra and in writing this dissertation, I have therefore been particularly
attentive not to provide any information that may inadvertently disclose the participants'
identities. This point also explains my decision to exclude the names and any information
that may reveal the women participants' identities in my analysis of their accounts. While
it constitutes but a minute example of the potential power one beholds as a researcher, the
question of confidentiality highlights the fact that research can have complex
ramifications in the lives of those it touches. Not only does ethnography allow for the
recognition of this important point, but through the practice of self-reflexivity it offers the
researcher a tool to facilitate this process.
Additionally, ethnography constitutes a highly immersive and process-oriented
research approach, thus further echoing the methodological underpinnings of this
doctoral project. As Walsh (2004) explains: "[t]here are no distinct stages of theorizing,
hypothesis construction, data gathering and hypothesis testing. Instead, the research
process is one of a constant interaction between problem formulation, data collection and
data analysis" (p.228). Similarly, in the context of this research, I arrived in the field with
a loose idea of what I was looking for and how I was going to look for it. Furthermore,
through coursework, candidacy exams and the development of my proposal and my
application for ethics review, I spent at least two years preparing a framework for the
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project prior to arriving in Accra. I therefore brought to the field a number of theoretical,
methodological and other precedents that affected me throughout the research.
Nevertheless, in keeping with an ethnographic model where the process feeds
upon itself, I felt it important to leave room for the various steps of the research to guide
and affect the direction of my work. So it is, for example, that I arrived in Ghana wanting
to study issues pertaining to young women's sexuality but that I ended up returning to a
focus on HIV prevention more specifically. Once in the field, this area revealed itself to
be a more urgent priority and a more feasible topic to study. Similarly, it is in speaking to
representatives of organizations and in beginning to critically map the National response
to HIV/AIDS in Ghana that I came to identify a discrepancy between official tropes about
women, and what women's accounts reveal about these issues. Though I had intended to
speak to women in the context of my research, the fieldwork solidified the need to better
account for women's perspectives in relation to HIV prevention, thus allowing me to
undertake my discussions with women participants with a particular direction in mind.
Because it is so process-oriented, ethnographic research can therefore be seen as
encompassing all of the events and interactions spent preparing for, living in, and even
leaving the field. Under the ethnographic framework, every interaction and observation
feeds into the ethnographer's understanding. While it accords an important role to
participant observation or "being" in the culture under inquiry, ethnography also draws
from other research methods. These include interviews, focus groups, questionnaires,
diaries and the collection of document and texts (Walsh, 2004, pp. 232-24. See also Clair,
2003). Through the use of these various methods, the researcher is able to gather diverse
forms of data from a range of sources. Consequently, ethnography offers a most
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appropriate guide in framing my fieldwork in Accra, in that the latter entailed the use of
many different methods.
Having laid out the ethnographic foundations of this project, I therefore arrive at a
discussion of its specific methodological issues and considerations. Under the term
methodology, I subsume the process of gathering material (the fieldwork), as well as the
process of organizing and making this material make sense (the analysis). Both the
fieldwork and the analysis centre on the two areas of the project, namely the discourses of
the National response to HIV/AIDS in Ghana and the accounts of the women
participants. Treated separately for the sake of structure and clarity, it is important to
stress that these elements are overlapping and interrelated. Just as the fieldwork played a
fundamental role in shaping the analysis, so too was the fieldwork guided by a regular
process of critically examining and organizing the material that had been gathered up to
that particular point in time. In keeping with an ethnographic model where every aspect
of the research feeds upon and contributes to everything else, the sections below should
be seen as intimately interrelated.

3.2 Fieldwork
Mapping the National Response to HIV/AIDS
As part of my pre-departure preparations, I contacted organizations working in the
field of HIV/AIDS in Accra to offer my services as a volunteer, and to arrange what
would hopefully become a mutually beneficial exchange. Through this process, I came to
be in touch with the local chapter of SWAA, the Society for Women and AIDS in Africa.
A pan-continental organization devoted to addressing and mitigating the impact of
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HIV/AIDS on African women and children, the Ghanaian chapter of SWAA identifies
advocacy work as its principal mandate. SWAA-Ghana endeavors to represent the voices
of women and children at meetings of the National response, and to undertake campaigns
to ensure that women and children's issues be recognized and addressed within the
National response and by the population at large. To achieve these goals, SWAA-Ghana
works in partnership with a number of other organizations, including support groups for
positive women located throughout the country. These partners collaborate in SWAAGhana's work through monthly meetings and the organization of special events and
workshops to facilitate the exchange of skills and knowledge.
Having identified this organization, I contacted its director to explain the
mandate and goals of my stay in Ghana, as well as how I envisioned a possible
collaboration between us. She was very receptive to my proposal and it was agreed that I
would spend a few days a week helping SWAA-Ghana with its activities. In exchange for
my time, the organization would offer me an office space, contact with partner
organizations, access to documents, the expertise of its members and the opportunity to
take part and learn from its activities. Upon arriving in Accra, I was thus very fortunate to
have a site where I could begin familiarizing myself with the local response to
HIV/AIDS, and women's issues even more specifically.
On countless levels, SWAA-Ghana played a key role in facilitating my research
experience in the field. Through my affiliation with this organization, I was able to
participate in various meetings and events, some of them initiated by SWAA-Ghana
itself. For example, I was present at most of the monthly meetings held with SWAAGhana's partner organizations. I was also involved in the planning of a Christmas party
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for orphans and other children made vulnerable by HIV/AIDS (OVC), and a fundraising
luncheon where key players of the National response -all of them women— were invited
to familiarize themselves with the work of the organization. Through my affiliation with
SWAA-Ghana, I was also able to observe a training of community distributors of female
condoms and a workshop coordinated by SWAA-International, which explored the
increased involvement of men in sexual and reproductive health matters. I recorded my
participation in these activities through elaborate handwritten notes, which I would then
transcribe electronically by dividing my discussion into themes and observations. I also
kept a research diary throughout my time in Accra where I recorded observations related
to my experiences in the field, including my volunteering with SWAA-Ghana.
In addition to the many lessons learned through my participation in SWAAGhana activities and office life, this collaboration proved further fruitful in that it lent my
research work a certain amount of legitimacy. As one of the principal HIV/AIDS
organizations in Ghana devoted to addressing women and children's issues, SWAAGhana is well known and often called upon to represent this voice at functions and
meetings. As a SWAA-Ghana volunteer, I was able to attend a number of events taking
place in the context of the National response. This included the monthly get-togethers of
the Technical Working Group on HIV/AIDS at UNAIDS, where key players of the
National response assess HIV/AIDS-related programs and strategize new directions. My
participation in these and other events played a key role in allowing me to map the
National response to HIV/AIDS in Ghana and its dominant discourses. Given their
importance as sites for collecting data, I would take elaborate notes at these events and
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subsequently transcribe them electronically, breaking the material down into themes and
observations about the meetings themselves.
In addition to allowing me to participate in key events of the National response,
when I contacted organizations to arrange for research interviews, I would begin by
introducing myself as a volunteer of SWAA-Ghana. I would then proceed to present my
academic work and my desire to come and visit with them in the context of this research
project. I assume that I would have been successful in arranging interviews regardless of
my ability to name SWAA-Ghana as my affiliation. However, being attached to this wellrespected group undoubtedly facilitated my entry into the local milieu.
On a very practical level, the collaboration with SWAA-Ghana also provided me
with a very useful tool: a place to start. Upon arriving in Accra, I had a physical location I
could go to and begin reflecting on how to operationalize my research. At the office of
SWAA-Ghana, I was able to access and read a number of important documents produced
under the tutelage of the Ghana AIDS Commission and other players of the National
response. These included the Annual programme of work (HIV & AIDS) 2007, The
national response to HIV and AIDS: Five year program of work 2006-2010, and National
HIV/AIDS strategic framework II 2006-2010 (see Ghana AIDS Commission). Through
my exposure to these documents, I was able to begin identifying the players and
processes involved in shaping the National response to HIV/AIDS in Ghana, and to begin
unearthing some of its priorities and discourses.
In addition to getting through the print material available at the SWAA-Ghana
office, I also collected documents at meetings and when I visited organizations. These
included brochures, annual work plans, newsletters, educational pamphlets and other
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documents outlining HIV/AIDS organizations' mandate or issues related to their work.
These documents complemented my knowledge of individual organizations' work, while
feeding into my broader understanding of the National response to HIV/AIDS in Ghana,
its guiding motivations and assumptions and the relationships between its various players.
This review of documents played a particularly important role in the very beginning
stages of the fieldwork, allowing me to identify organizations to contact for interviews.
The list of potential organizations to contact also built upon itself as the fieldwork
unfolded. By partaking in events, reading documents and meeting with organizations who
spoke to me of their partners, the number of organizations expanded. As my familiarity
with the National response increased, I was also better able to determine who the major
players were in the National response, and how much of a priority should be accorded to
visiting particular organizations or groups.
Ultimately, over the course of my fieldwork, I was able to visit with and interview
33 representatives issued from 28 of the groups, organizations and other bodies involved
in the National response to HIV/AIDS in Ghana. Included within this roster are
representatives of the various levels of partnership of the National response, namely
governmental bodies, multi-lateral and bi-lateral development partners, transnational and
local NGOs, and academic consultants. In general, I met with the directors or program
officers of these organizations. In the few cases where organizations had a more
specialized staff worker, I met with the individual in charge of HIV prevention
programming. Because some groups like the Ghana AIDS Commission or the National
AIDS Control Program are particularly large, I interviewed more than one individual
within these same organizations (see Appendix C).
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Though I focused primarily on groups pursuing work in the field of HIV/AIDS, I
also interviewed the representatives of four NGOs devoted to addressing women's issues,
who had undertaken or were currently carrying out activities specifically directed towards
women and HIV/AIDS. Though they identified themselves as organizations focused
primarily on "gender" as opposed to HIV/AIDS, all of these organizations had worked
with the Ghana AIDS Commission and other partners in developing their HIV/AIDS
programs. By virtue of having worked in these collaborative exchanges, these
organizations can be seen as contributing to the discourses about women and HIV
prevention that dominate the National response.
In her description of qualitative interviews, Byrne (2004) notes that this method:
[Is] particularly useful as a research method for accessing individuals' attitudes
and values—things that cannot necessarily be observed or accommodated in a
formal questionnaire. Open-ended and flexible questions are likely to...provide
better access to interviewees' views, interpretations of events, understandings,
experiences and opinions...What an interview produces is a particular
representation or account of an individual's views and opinions, (p. 182)
Because I was interested in tracing the discourses about women and HIV prevention that
dominate the work of the National response to HIV/AIDS in Ghana, the qualitative
interview approach offered a very relevant method. By interviewing representatives of
the National response, I was able to garner information about the issues women face in
relation to HIV/AIDS and what is being done to respond to them in Ghana. Moreover, I
was also to assess how these representatives framed and understood these guiding
concepts in describing their work. The interviews with representatives of the National

Additional attention will be granted to defining the National response in the analysis section of
this chapter, where the realm of institutional ethnography will be drawn upon to locate the National
response to HIV/AIDS in Ghana as an institution.
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response therefore prove rich in their content, as well as the assumptions about women,
gender, HIV prevention and related issues that underline their discussions.
Arriving in the field with very little interviewing experience under my belt,
overall, I found the process of meeting with representatives of the National response to
HIV/AIDS a fairly comfortable and pleasant one. This ease can be attributed in part to the
more explicit and equal power dynamics involved in the context of "interviewing up,"
where I was meeting individuals with similar or higher levels of education and privilege
as myself. By virtue of working in the same area, I also shared a common lexicon about
HIV/AIDS and the research process with these official representatives. Unlike my
discussions with the women participants, where we touched upon very private and
personal matters, in my meetings with representatives of the National response, I was
calling upon them as professionals. Though a few interviewees brought up more personal
matters in their discussions, for the most part they partook in my endeavor representing
their professional affiliations, not their private and personal lives.
With regard to format, interviews with representatives of the National response
vary in length, some lasting forty minutes and others extending far past the two-hour
mark. On average, however, these meetings tended to take between one hour and one
hour and a half. Because the interviews were guided by a set of fairly broad and open
questions, discussions moved in a range of different directions (see Appendix D for a list
of guiding interview questions with representatives of the National response).
Nevertheless, in keeping with the guiding interview questions, discussions with
representatives of the National response tended to include a description of the
organization, its structure, approach, mission, and the work being accomplished by it.
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Ties with other organizations and partners also figured prominently, a number of
interviewees making mention of their relationship to the Ghana AIDS Commission, to
name a particularly recurrent example. Discussions also turned to an examination of the
HIV/AIDS situation in Ghana, and the reasons why women find themselves so strongly
affected in the country.
In recording my interviews with representatives of the National response, I opted
for a note-based approach, writing extensive shorthand notes during the interviews
themselves. I would then return to these notes within a few hours. Using the notes jotted
at the interview to refresh my memory, I would proceed to review and arrange them into
an electronic document, broken down by theme and guiding discussion point. I would
conclude this process by writing notes about the actual interview itself and any issue that
I felt deserved particular attention. The handwritten approach was adopted after
consulting with individuals who had also undertaken research in Ghana. They noted that
representatives of organizations would probably comply if I asked for our discussion to
be recorded. However, they outlined that abuses of trust on the part of researchers and
media representatives in the past had left many feeling weary of recorded interviews.
Since I did not want to influence my interviewees by recording our conversations, and
because I was concerned with tracing the discourses that dominate the National response
as a whole as opposed to the perspectives of its individual players, I felt it appropriate to
bypass this issue by capturing the interviews in written note form.

9

During my fieldwork, Ghana was experiencing electricity rationing because of the particularly
low levels of water at the Akosombo dam, the main source of electricity in the country. Electricity would
be cut for twelve-hour periods every three days, thus limiting my ability to work on my computer at my
leisure (since it only offers three hours of battery time before needing to be recharged.)
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In analyzing the discourses about women and HIV prevention that dominate the
National response to HIV/AIDS in Ghana, I therefore find myself equipped with a hefty
document of compiled interview notes. Added to this are the notes and observations taken
in the context of my participation in various meetings and events of the National
response, an ample collection of printed documents and pamphlets gathered in the
context of interviews and events, and notes and observations taken from my participation
in the activities and work of SWAA-Ghana. This collection is by no means exhaustive
when it comes to the many organizations involved in and the discourses produced by the
National response to HIV/AIDS in Ghana. However, given the goals and approaches of
the project, this body of material provides ample insight into the tropes about women and
HIV prevention that dominate the work of this institution.

Gathering the Women Participants' Accounts
Overall, it is possible to say that the process of identifying and meeting with
players of the National response to HIV/AIDS in Ghana turned out to be fairly
straightforward. That of locating women participants, on the other hand, proved a far
greater challenge. By virtue of having been exposed to research projects conducted with
human participants, and through preparatory work including the development of my
research proposal and my application for ethics review, I had given considerable thought
to the issues involved in establishing a dialogue with women participants prior to arriving
in Accra. Nothing, however, could have prepared me for the immensely complex and
multi-layered learning experience this process turned out to be in the field.
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The difficulties experienced in befriending —let alone meeting— Ghanaian women
provided a first challenge to the recruitment of potential participants. This phenomenon
ensues in part from the social and gendered context of Ghana, where women possess little
time to devote to social or leisurely pursuits. For example, many of the women I
encountered in my everyday activities were working —whether at the office or in tending
their stands of fruit or telephone cards on the side of the street. Spending long days
tending to their businesses, after work, women often return home to an equally
demanding round of domestic duties. In a context where women are still predominantly
responsible for caring after children and other dependents, for domestic upkeep and for
bringing home their share of the household income, it is not too surprising to note how
very little leisure time they have. This point was well captured in my discussions with a
young woman in her early twenties, who was serving a year term at the SWAA-Ghana
office as part of the required post-baccalaureate national service. When I asked her how
she had spent her evenings or weekends, her answers would often indicate that these had
been spent cleaning and preparing food for her parents, siblings and herself. Other than
an occasional mention of romance novels, of which she was quite a fan, seldom did this
young woman indicate any time spent in leisure, relaxation, or socialization with friends.
Women's limited opportunities for social and leisurely time also made themselves
apparent in the context of my evening outings to restaurants and clubs in Accra. Though
some women -most often young, well educated and middle class—frequented these
venues, for the most part patrons were Ghanaian men or male and female expatriates.
That is not to say that Ghanaian women were altogether absent from these sites, but in
many cases they were there to work, as waitresses or as sex workers. While telling of
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gendered configurations and roles in Ghana, women's absence from many of the sites
accessible to me for informal socialization presented an important barrier to the process
of finding potential candidates for my research. Though I had imagined that it would
prove ideal to recruit participants in the context of these social venues, it became quickly
evident that I would have to adopt a different approach.
Added to this difficulty was a questioning on my part as to my positioning, rights,
and responsibilities as a researcher, particularly given my positioning as a white, middleclass, Western woman pursuing fieldwork in an African nation. Salient intellectually, in
the field I found these concerns to take on an emotional dimension. I faced moments of
guilt, questioning my very right to be pursuing this type of research in the first place, and
wondering whether I was continuing to feed into a colonialist paradigm by taking the
stories of others for my own interest and advantage.
These dilemmas aside, I eventually succeeded in recruiting a number of women
participants for my research. Once again, I find myself indebted to SWAA-Ghana for
having facilitated this process. As part of my volunteer duties, it was decided that I would
visit some of its partner organizations. At the end of November, I was sent to spend a
week at a support group for positive women founded by one of the SWAA-Ghana
executive members. It so happened that at the time of my visit, the group was busy
preparing a World AIDS Day street march. I was given the task of creating a number of
placards to be carried by the march participants, hand-drawing messages of HIV
prevention and stigma reduction on well over thirty placards. The results seemed to
garner much enthusiasm, undoubtedly aiding my acceptance into the group. Though it
had originally been established that I would spend a week at this organization and then
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return to my regular duties at SWAA-Ghana, things ended up unfolding somewhat
differently. Over the course of my week at the support group, I had grown very fond of
its members. They too seemed quite appreciative of my presence, and they insisted that I
come and visit with them again soon. I took them up on the offer, beginning weekly to biweekly visits to this support group.
By February, I had been able to meet a good number of the organizations and
institutions that I had identified as key players of the National response to HIV/AIDS in
Ghana. Having reached the midway point of my stay in Accra and this component of the
research process well on its way, it was time to delve into the portion of the fieldwork
focused on gathering the women participants' accounts. I remained somewhat unsure as
to whom exactly I would be able to speak to, and I continued to feel troubled by the
looming process. Emails sent to my supervisor were followed up with a much-needed
long-distance pep talk, where she wisely encouraged me to "Just start somewhere."
And why not start precisely where 1 felt the most comfortable and at ease? As I
spent more and more time with the women from the support group, I had come to greatly
value their generosity and kindness. The director had also taken me under her wing,
bringing me to meetings or to run errands when we were not doing something at the
office. Our relationship had also extended beyond business hours as I began a weekly
routine of visiting her on Sundays to learn how to cook Ghanaian food (which really
meant being fed massive quantities of food, all the while participating little in its actual
preparation.) In the process, she came to be a key informant in answering some of the
questions emanating from my research. Concerned about the difficulties I was
experiencing in finding participants, I asked her what she thought about the possibility
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that I come and speak to the women of the support group for my research. She was more
than enthusiastic and assured me that the women would be as well. Lo and behold, within
a matter of days, she had spoken to the other members of the group and it had been
decided that the following Wednesday, I would begin interviewing them.
Upon my arrival at the support group on Wednesday morning, the president set
me up in one of the small side offices. The first woman came in and sat down. She was a
good friend of the president and one of the members with whom I had come to form a
particularly close bond. Having welcomed her and thanked her for her presence, I
explained to her the motivations behind my work and went through the steps of the
informed consent process. She had no objections to our discussion being recorded. In
fact, all of these interviews were recorded digitally and I transcribed them onto my
computer shortly after I finished gathering them. The transcription process lasted very
many hours but it also allowed me to revisit my material and to begin knowing it in
depth. The participant proceeded to tell me the story of her life with HIV, starting with
her initial diagnosis upon her husband becoming sick. Some women in the support group,
including this particular participant, had had experience sharing what they call their
"testimonies" with groups, as part of awareness raising and stigma reduction activities.
I would therefore begin the interviews at this support group by asking the women
to share their testimony or story with me. This would be followed by a discussion period
where I would ask the participants to expand upon certain points in their story, or ask
their opinion about matters related to gender and HIV (see Appendix E for a list of
questions used in the interviews with members of the two support groups for positive
women). Because I was interested in using the women participants' accounts to critique
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and complement official discourses, the qualitative interview approach offered a pertinent
method. It would allow me to gather information about the issues women identify as
facing in relation to HIV/AIDS and HIV prevention, also offering insight into how the
women participants framed these issues when discussing them with me.
The first interview lasted over an hour, and fostered a very interesting dialogue
between the support group member and myself. I felt energized and excited at the
prospect of the many other discussions to come. Little did I know, however, that what I
had anticipated would be a gradual process spread out over a number of days unfolded
quite differently. As soon as the first participant left the room, another woman came in
and sat down at the desk, ready for her turn. The women were in fact waiting outside,
following an order of priority, much like what one might see at the doctor's office. It had
not been in my plans to have the women wait in line to speak to me like this. But
somehow, this seemed to have been established as the way things were going to unfold
and I had no choice but to go with the flow. Therefore, as soon as I collected one
woman's story, another participant would sit down and we would begin the process
anew, such that I ended up speaking to ten participants that first day.
In other circumstance, I would have stopped much sooner but I had only gotten to
speaking to half of the group waiting outside, and I did not want to waste any of their
precious time. By the end of the first day —ten interviews later— I felt drained. The
participants had shared with me what were often very sad stories of betrayal and of the
many difficulties and worries related to living with HIV. The over-structured nature of

Additional attention will be granted to describing how the women participants' accounts have
been used in the following section of the chapter focused on the analytical component of the research.
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the process had also intensified my ethical troubles. I felt as though I had "collected"
these stories, recording and hoarding them for my research.
My unease was also compounded by the fact that I had been giving a small
monetary token to my participants (50,000 Cedis or approximately $6).' Beyond the
women's good intentions and their desire to help me in my work, I suspected that my
provision of "T&T" also contributed to creating such an enthusiastic response to my
research. I was thus plagued with the conviction that I had not only instrumentally
collected these women's stories, but that I had also bought them. I had given them
pittances while they had opened up to me, sharing their experiences in very personal,
emotional and private matters. Though preoccupied by these considerations, I was
nevertheless able to justify my actions by believing in the "greater good" of my doctoral
project. And so it is that I returned the following Monday and Wednesday to continue
gathering the accounts of the women at this support group.
In total, I spoke to 27 women. As can be expected, the range and length of each
interview varies. While some women discussed their stories and issues at length and with
little prompting on my part, others spoke sparingly. The 27 participants interviewed vary
in age from the youngest who was twenty-six at the time, to the oldest, a woman in her
early seventies. On average, the women were in their thirties or early forties. Half of the
members were not originally from Accra, but had grown up in other towns or villages.
They had moved to Accra as adults, upon getting married or in search of work. Two of
11

In Ghana, it is customary to recognize participation in events, meetings and workshops through
the provision of "T&T" to participants. This amount ranges in value and is meant to cover costs related to
travel and transport to the venue. Though the women would have come to the support group regardless of
my own research endeavors, I felt it appropriate to provide them with a small compensation for the time
they may have lost while participating in my research. The amount of "T&T" given to all the women who
participated in this research is based on available funds, as well as a discussion with various informants as
to the usual amount of "T&T" given in the context of similar activities.
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the women were originally from Ghana's neighboring Francophone countries, and one
woman was from Nigeria. With the exception of three younger members, all of the
women had children. Most of these participants had been married or in long-term
relationships, although a great majority of them had since been widowed. In fact, the
participants often recounted finding out their own serostatus upon their partner becoming
very ill and passing away. Otherwise, three participants were divorced, and four women
in long-term relationships. Coming from diverse ethnic backgrounds, the women were
predominantly Christian, with the exception of three Muslim participants.
For the most part, the women had been educated at low levels, only three having
gone to secondary school. With the exception of one participant, all were able to partake
in the interview process in English. Literacy rates were quite low in the group, such that
any form-signing process at the organization was carried out using thumb-print
signatures. All the women had worked prior to learning of their diagnoses as selfemployed traders or in the service industry as road-side food sellers, cooks, maids, or
hairdressers. All had been employed outside of the formal sector. Many of the women
recounted having lost their jobs or their trading capital upon their partners and themselves
becoming ill, also noting that they had since been struggling to make ends meet. A great
majority of the women were now taking ARV and stated that they felt healthy and well.
Throughout these discussions, the members of the support group repeated to me that now
that they felt healthy and had access to the support group, what they needed most was
10

start-up capital to begin trading and making a living again.
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In the time following my departure from Ghana, this support group has received a grant to
enable the women to begin trading again. They now follow a micro-credit scheme, borrowing money to
trade, and reimbursing their debt to the group's money-pool. According to my phone conversations with the
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Initially, I had not specifically planned on speaking to women living with HIV in
Ghana, but this opportunity ended up lending itself most appropriately to my developing
research project. Because my focus had turned to HIV prevention more particularly, who
better to speak to about the limits of current preventive programs and the issues faced by
women in relation to HIV/AIDS than positive women themselves? Though the voices and
views of these HIV positive women offered much insight into HIV prevention, they were
not necessarily representative of trends found in the "general population." Often, positive
individuals have received ample information about the virus, and in learning to manage
their condition they come to be highly knowledgeable on the subject. This was the case
for many of the women from the support group who engaged fluently with the biomedical, behavioral and other lingo associated with HIV/AIDS.
To understand the limitations of prevention programs targeted to the "general
population" in Ghana, it would be necessary to move away from a group constituted
entirely of positive individuals. Inspired by my experiences with the women in the
support group, I was ready to begin scoping out a larger spectrum of the Ghanaian female
populace, and to attempt to speak to women from the "general population." I thus began
recruiting women participants in the streets of Accra. These women were not affiliated to
an HIV/AIDS support group and were of unknown serostatus at the time of our
discussion (none disclosed an HIV positive status to me during our discussion).
Furthermore, because these women were all employed, they were less likely to belong to
a highly targeted group like commercial sex workers (none identified themselves as a sex
worker during our discussion). Because of these qualifications and the fact that I could
director of the support group, this has been extremely beneficial for the women, who are very happy to be
able to earn their own incomes independently.
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interview these participants at their place of work, thus minimizing interference with their
daily activities, they represented ideal candidates to interview as representatives of the
"general population."
These interviews were pursued in different areas of the city. Traveling by foot, I
would ask women sitting outside or in shops whether I could steal a bit of their time and
ask them questions related to HIV/AIDS. If they accepted, which a good majority did, I
would explain the nature of my research project and the ethics procedure, seeking their
spoken approval. I would then proceed to ask questions and engage in a discussion with
them surrounding their knowledge of HIV/AIDS and related issues (see Appendix F for a
list of questions guiding the interviews with women in the streets of Accra). At the end of
the discussion and in keeping with the point regarding "T&T" discussed above, I would
offer the women an envelope with a small token of participation (50,000 Cedis or
approximately $6).
While they vary in scope and length, these interviews tended to cover a handful of
recurring points, mirroring the questions included in the interview guide. Starting with
"What is HIV or AIDS?" the discussion would proceed to examine where the women had
learned about HIV, and what they knew about the condition and its prevention. I also
asked the participants their opinion about why women find themselves so strongly
affected by HIV/AIDS in Ghana, and their recommendations as to how to make HIV
prevention more effective. Though they are guided by the same questions, variations exist
in the fifteen interviews carried out in the streets of Accra, influencing factors including
the women's knowledge of HIV, their mastery of English, and their ease with the
interview process itself. Over time and as I became more comfortable myself, I
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developed a number of strategies to make the women feel more at ease, the use of humor
proving a particularly potent tool. Because I assumed that the process of digitally
recording our conversations might be intimidating to the participants, I opted for a
shorthand note-taking approach, writing down key points and observations in a notebook.
I would return to these jottings upon transcribing my interview notes on the computer
within a few hours of the interview itself. I used these handwritten notes to capture the
main themes and quotes that had surfaced in the context of each meeting.
The women who participated in the interviews in the streets of Accra ranged in
age from their twenties and thirties, to four participants in their forties, and one in her
early fifties. All were married, and with the exception of the two youngest participants,
all had children. Their levels of education varied. All of the women had been to primary
school, and six had received some secondary education. Though their degree of fluency
varied, all of the participants were able to partake in the interview process in English.
Because of the nature of participant recruitment —namely the fact that I solicited women
working in the streets— these participants tended to have similar types of occupations. Six
were tending their own road-side shop, one was a hairdresser, one sold telephone cards,
three prepared and sold food, and four were hired to tend to shops they did not own
themselves.
My discussions with members of the support group and individuals in the streets
of Accra therefore tended to comprise a sample constituted mostly of less educated
women working outside of the formal sector. Their perspectives were undoubtedly rich
and informative, but I was also interested in speaking to women from a more privileged
and educated background in order to gather a broader number of perspectives for my
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research. I thus began to explore various options as to how this could be achieved. While
living in Accra, I had come to frequent the popular salsa nights held by the poolside of a
hotel in a prosperous neighborhood of the city. Every Wednesday evening, a crowd of
young (and relatively affluent) Ghanaian men and women, as well as a handful of
expatriates, would gather at this popular venue to dance (or in my case, watch). It was at
one of these popular salsa evenings that I met a young Ghanaian woman, sitting on the
seat next to mine. Introduced by some mutual friends, we sparked a conversation and
ended up spending the remainder of the evening chatting. We exchanged contact
information at the end of the night, and so began an important friendship.
Soon enough, we were speaking on the phone frequently and spending a lot of
time together. We dined at the restaurant and went out dancing with friends. In the
process of getting to know each other, we shared stories about our childhoods, our
families, work, and of course, past and ongoing love crises. This young woman was very
open and knowledgeable about matters related to relationships, sexuality and HIV, and
she became a key informant for my work. Having found a great ally in this new friend, I
asked her whether she might be interested in helping me with this aspect of my research.
She was more than enthusiastic and we started sharing ideas. Ultimately, we decided to
organize an event where I would have the opportunity to meet a few of her close friends
from university to discuss with them issues related to sexuality, HIV/AIDS and growing
up as a girl in Ghana.
She and I also concluded that to make this event a pleasant and informal one, the
most appropriate format would be that of a brunch. With food present and in a relaxed
atmosphere, it would be easier to foster an in-depth discussion on these sensitive matters.
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We originally considered having the group interview take place at a restaurant, but a
neighbor kindly offered the use of her lovely shaded patio by the pool in her backyard.
This would provide us with privacy, while offering a great spot for this type of gettogether. I thus spent a good deal of the days leading up to the group interview to
shopping for and arranging food. I also prepared small gift packets to thank the women
for taking part in the research process, which included small trinkets that I had brought
with me from Canada and an envelope with "T&T."
On the Saturday morning, my friend arrived early to help set up the food and put
the finishing touches on the space where the group interview was being held. The three
other participants arrived at 11. Since the women knew each other, the interaction was
friendly from the get-go. We began by introducing ourselves, which gave me the
opportunity to discuss my research and what I hoped to accomplish through the group
interview. Though I brought a series of broad questions and themes to guide the process,
the discussion shifted into a very diverse range of areas (see Appendix G for a list of
questions that guided the group interview process). The women were very frank and
forthcoming and seemed little put off by what I had considered the somewhat delicate
nature of the subject matter. Right away, the conversation covered interesting ground and
included the women's views and opinions, as well as personal anecdotes. The discussion
lasted for two hours and a half, all of it captured on a digital recorder.
The 4 women were all in their twenties at the time of the group interview, one 25,
the other 26 and the two remaining 27. All had been to university —where they had met—
and all had completed their bachelor's degrees. They were all fluent in English. One was
currently working at a travel agency and she hoped to pursue a graduate degree once she
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had managed to save enough money. Though her family lived in Accra, she was renting a
room of her own from a family friend. Another participant had started her own enterprise
making bags and selling them online, but since business was slow, she had recently
started helping some friends with their company. She hoped to go to law school once she
had amassed enough money. She was currently living with her boyfriend. The third
participant had started her own event planning and interior decorating business, which
was going well. She was single and lived with her parents. Finally, the last participant
worked for a youth-based organization affiliated to the British Council. She was also
living with her parents. None of the participants were married and none had children.
Two identified themselves as single, and the two others indicated that they were in longterm relationships. All were issued from a relatively well-educated and affluent
background.
Because my research activities with women were taking up an increasingly
significant amount of time, I was spending less time at the SWAA-Ghana office. We
remained on good terms, though, and they were more than happy to offer me the chance
to take part in an event that SWAA-International was organizing in collaboration with
Engender Health. Over the course of two days in April, I participated in a fascinating
event focused on identifying and developing strategies to better involve men in sexual
and reproductive health matters. In addition to the facilitators, the other participants
consisted of representatives from the SWAA-Nigeria office, and various members of
SWAA-Ghana. Included among these was the director of a support group for positive
women located in a small town bordering Accra. I told her about my research and she
offered that I come visit and speak to the members of her group.
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Because my departure in June was fast approaching, we touched base soon after
the workshop to arrange my visit. Because the women only met on a monthly basis, this
greatly limited our options. It was thus agreed that I would come to the next meeting in
May, where I would be able to visit with the group as a whole, and then proceed to
interview the women individually. When I arrived on the convened Tuesday morning, the
women were in the midst of their monthly meeting. Having been introduced to the group,
I was given a few minutes to present my work and the reason for my visit.
Once the meeting was adjourned, my friend brought me to the director's office
where I was offered to set up camp for the day. In the process I was able to discuss with
her questions of language. During introductions, I had come to realize that many of the
support group members spoke very little English. Fortunately, this kind woman agreed on
the spot to serve as my interpreter, a last minute arrangement that could not have worked
out any better. Indeed, she proved an incredibly eloquent and gifted translator. Moreover,
her presence seemed to aid the interview process itself, the friendly face in the room
probably making the participants more comfortable than having to answer a stranger's
questions. Finally, as a seropositive woman herself, this individual was able to relate to
the terms that the women used in describing and sharing their experiences, something
which would have proved more difficult had she not experienced these issues firsthand.
Very much like my experience at the other support group for positive women, we
ended up going through a vast number of interviews over the course of the day. All the
members who had agreed to take part in my research waited outside, while the women
came in one by one to share their stories. By mid-afternoon, we had only had the chance
13
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to speak to half of the women. It was agreed that the remainder of the participants would
return the following week so we could continue the process. I felt guilty at the idea of
making the women come all the way to the support group for my own benefit. My
interpreter proved very supportive and assured me that the women were in fact happy to
speak to me. I thus returned the following week to complete the interview process.
Condensed over such a short period of time, my discussions with members of this
support group proved equally as draining as the first experience. Furthermore, because
the interviews were translated and because I had less rapport with the women I was
speaking to, they often proved shorter than those pursued with members of the other
support group. This having been said, I once again gathered some fascinating and rich
material from the 29 interviews carried out at this support group. The women's stories
about the discovery of their status and their experiences living with the virus provide
ample insight into some of the issues that Ghanaian women face. Furthermore, in
answering questions related to the effectiveness of prevention programs, these
participants' accounts offer useful ideas as to the limitations of current paradigms and
how programs can become more responsive to women's issues and realities (see
Appendix E for a list of questions used in the interviews with members of the two support
groups for positive women).
Overall, the women from this support group tended to present similar sociodemographic characteristics as the members of the other support group. The average age
tended to be a bit younger though, with a third of the participants situated in the twenty to
thirty age-range. One participant was not positive herself but spoke on behalf of her
teenage daughter, who had been infected as a child through a tainted blood transfusion.
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Levels of education were quite low in the group, an element well captured in the
women's minimal knowledge of English. With the exception of three participants, all the
women had children and most were widowed or divorced, only five indicating that they
were currently in relationships. Prior to learning of their diagnoses, all of these women
had been working in the informal sector as traders, seamstresses, cooks and tending to
shops. In the process of becoming sick and seeking medical assistance, many had lost
their businesses and capital. Like the members of the other support group, many
participants indicated that they were now very eager to begin working again.
The varied interviews carried out during the fieldwork therefore allowed me to
gather the accounts of 75 women participants of a diverse range of backgrounds and
experiences. While they do not offer a representative sample of the female population in
Ghana, these different perspectives nevertheless offer a larger diversity than those
represented in the National response. Furthermore, as I will examine in the following
portion of this chapter, in analyzing the women participants' accounts, I am not
concerned with "accuracy" but with how the participants describe their experiences and
the issues that affect them. Though they are not representative of the female population as
a whole, the women participants' accounts provide a much more varied and nuanced
rendition of the issues that affect them than those offered by official discourses.
Furthermore, it must be noted that my knowledge, understanding and analysis of
the issues at stake in this dissertation are also strongly shaped by my participant
observation in Ghanaian life. My interactions with women and men outside of the formal
research context, my consumption of and participation in local culture, my friendships,
my travels in the country, and all other aspects of my stay in Ghana have contributed to
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shaping my understanding of women's experiences, gendered relations, and the response
to HIV/AIDS in the country. I collected these observations in various forms including a
research diary that I filled with notes and stories, a weekly blog entry, emails sent to
friends and colleagues, and finally, my fond memories of the experience. True to an
ethnographic model where every step and interaction contributes to shaping the process
and content of the research, both my everyday life in Ghana and the more formal aspects
of the fieldwork inform and reinforce one another.

3.3. Analysis
Up to this point, I have discussed the processes involved in gathering material for
the dissertation without delving into much detail as to how I have organized this material
and made it make sense. Under the lens of ethnography, where these steps are all interrelated, it is possible to identify the analysis process as having begun in the very
formative stages of my doctoral degree, extended throughout the fieldwork, and
continued in the writing of this thesis. For example, when typing up the notes from my
meetings with representatives of the National response to HIV/AIDS in Ghana or from
my interviews with women in the streets of Accra, I would classify this material into
themes and sub-sections. Since I was already beginning to organize the material into
categories, this reflects the ubiquitous nature of the analysis process.
Nevertheless, I identify the majority of the analytical work as having taken place
after the fieldwork, in the time spent writing this dissertation. Having described at length
the processes involved in gathering material over the course of my fieldwork in Accra, I
can now turn to a discussion of how this material has been used, understood and
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classified in the process of materializing into the present dissertation. Again, I will
subdivide this discussion into two sections, beginning with an examination of how I have
analytically positioned the material related to the National response to HIV/AIDS in
Ghana, and turning to the accounts of the women participants.

Analyzing the National Response to HIV/AIDS
Because it begins as a critical examination of the discourses about women and
HIV prevention that dominate the National response to HIV/AIDS in Ghana, my analysis
of the National response depends on the possibility of such a thing as a "National
response." The notion of the "institution," as defined in the realm of institutional
ethnography (IE), provides a very useful starting point in refining the contours of the
National response.
In the realm of IE, the institution encompasses the players, individuals,
discourses, texts, establishments and other mechanisms and relations that operate at
different and disconnected sites in an overarching realm. The institution of health, for
example, is not limited to clinics, hospitals and medical practicioners, but encompasses
the many discourses circulating on health, how they are organized and operate, and how
they are taken up by individuals and groups. As a complex network, the institution is not
localized in a specific site but rather "enacted" at different levels and by varied players.
Moreover, while power is diffuse and bound up in every aspect of the institution, power
is not distributed evenly within it. Consequently, certain forces and discourses come to be
dominant within it (see Campbell and Manicom, 1995; Grabill, 2000; Smith, D., 2001;
Smith, G., 1990). The realm of IE therefore provides useful insight when it comes to
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situating the National response to HIV/AIDS in Ghana as an institution. Within this
framework, the latter can be seen as a complex network of players engaged in power
relations where certain themes, discourses and understandings come to be dominant.
This being the case, it is possible to identify a number of forces that affect the
work of the National response to HIV/AIDS in Ghana and that do not emerge from
within this institution itself. For instance, policies and terms developed by international
agencies play a key role in molding the operations and discourses of the National
response. With regard to forging an analytical framework that recognizes these "outside"
forces, the realm of global ethnography (GE) provides rich insight. Whether referring to a
new world order or a sudden surge of interest in phenomena that long predate this
particular point in time, globalization becomes a key concern towards the end of the 20th
century. Burawoy (1991, 2000, 2001) and others introduce the global ethnographic
approach as a way to understand and study the social world in this context of important
transformation (see Comaroff and Comaroff, 2003; Marcus, 1995; Molyneux, 2001).
Although it takes globalization as its central raison d'etre, global ethnography does not
see the latter as an abstract and all-encompassing force (see Gibson-Graham, 2001;
Parpart, 2002). Rather, GE is guided by a motivation to "demystify" globalization by
looking at it "from below," "produced as much in the communities of the weak as in the
organizations of the powerful" (Burawoy, 2001, p. 150. See also Chamberlain and
Leydesdorff, 2004; George, 2000; Klawiter, 2000; Thayer, 2000).
Insight provided through the lens of global ethnography therefore offers a way of
framing the National response within a broad transnational context shaped by forces and
ideologies that materialize in the practices and discourses of its players. This process is
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well captured in the ABC model to HIV prevention discussed throughout. Developed and
disseminated in part through American foreign aid policies, this contentious approach has
become a dominant model for HIV prevention in Ghana. With the insight provide by GE,
it is possible to evade a simplistic understanding where the ABC model would be read as
an oppressive imposition on the part of an "outside" force. While the pervasiveness of
this preventive approach in Ghana evokes discussions surrounding the conditionalities
attached to funding for HIV/AIDS and the neo-colonial practices of the West, this is but a
minute portion of the picture. For instance, many of the representatives of the National
response that I interviewed during my fieldwork assumed ABC to be a valid model, and
referred to it frequently and self-evidently. Through the lens of GE, where globalization
is enacted rather than imposed, it is possible to recognize the complex processes through
which a discourse such as ABC comes to circulate and to be taken up by the players of
the National response to HIV/AIDS in Ghana.
Through the insight provided by IE and GE, it is therefore possible to see the
National response as a complex network of players influenced by forces emanating from
within and without this institution. Moreover, while they stress the complexity and
diffuseness of power, IE and GE allow for and in fact encourage the possibility of tracing
dominant meanings, discourses and practices. The stage is thus set to allow for the critical
analysis of the discourses about women and HIV prevention that dominate the institution
of the National response to HIV/AIDS in Ghana.
In order to map these dominant discourses, I draw from the material gathered
during the fieldwork that relates to the National response to HIV/AIDS in Ghana. As
examined above, this material includes notes from the interviews conducted with
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representatives of the National response, notes and observations taken from my
participation in meetings and events and as a volunteer of SWAA-Ghana, and a collection
of printed documents. While there are variations in how these different sources represent
and address the two thematic foci of the project, namely women and HIV prevention, the
analysis is concerned with tracing the tropes that recur most frequently within these
diverse sources.
Separated into two chapters, the first portion of the analysis traces the discourses
about women that dominate the National response. It examines how women are imagined
and constructed, and how their relationship to HIV/AIDS is framed and understood.
Though it draws heavily from the material gathered during the fieldwork, the analysis is
also complemented by the rich body of literature reviewed in the previous chapter. This
process allows for the material to be positioned within the broader context of the
international HIV/AIDS community. The second analysis chapter turns to the realm of
HIV prevention and offers a critical examination of the tropes and approaches that
dominate this particular area in the National response to HIV/AIDS in Ghana.
As discussed in the introduction, one of the guiding motivations behind this
research endeavor lies in "the importance of basing prevention programs on research that
systematically, rigorously and critically examines the assumptions of Geneva and
Lilongwe" (Tawfik and Cotts Watkins, 2007, p. 1098). As shall be demonstrated in the
next chapters, several problems persist with regard to how women and HIV prevention
are framed in the discourses of the National response. In addition to providing a
descriptive review of these discourses, my analysis attempts to do so critically, by calling
attention to their biases and limitations. The aim of this critical analysis is not to attack
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particular players or the institution of the National response as a whole, but to provide
insight that may help in the development of discourses and programs that more
effectively respond to women's issues and needs.

Analyzing the Women Participants' accounts
While they have existed for centuries as narrative genres, only in the past decades
have life histories been taken up as a methodological model in the social sciences.
Scholars of feminism and women's studies have played a key role in valorizing this
approach. As Mama (1996) notes:
Women's accounts of their life experiences and daily practices, their histories and
myths, their reflections on their past and present existences: the collection and
analysis of these has been one of the major ways through which feminist-inspired
scholarship has sought to redress the gender inequities suppressing women's
voices and viewpoints (p.48)
Because "[s]peaking can disempower a person if it removes the ability to control the
dissemination of knowledge," Parpart (2002) problematizes what has tended to be an
over-simplified celebration to the notion of "giving voice" in some feminist inquiries
(p.54). In the context of this doctoral project, I make no claims at "giving voice" to the
women who participated in my research and I stress my position as the principal
"speaker" in these pages. Nevertheless, and as Mama outlines, I agree with the idea that
more actively (re)inserting the views of a diverse range of women into the development
of HIV prevention could greatly benefit the work of the National response to HIV/AIDS
in Ghana. Though I am in no way positioned to speak on behalf of Ghanaian women, I
am however taking the liberty to use the women participants' accounts to accomplish
what I believe to be a necessary and important project.
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This nuance aside, Mama's quote echoes my own initiative inasmuch as the latter
is concerned with more actively (re)inserting women's accounts into the National
response to HIV/AIDS in Ghana. Beyond this theoretical parallel, the life history model
offers rich insight in crafting an analytical framework for the women participants'
accounts. Granted, not all of the participants' accounts can be positioned as
straightforward life histories. In the case of my discussions with members of the two
support groups for positive women, I began the individual interviews by asking the
participants to share their "testimonies," namely their stories of life with HIV. These
testimonies were followed by a qualitative interview, where participants answered
questions by drawing from their own experiences or by speaking abstractly. In the
context of the group interview and the interviews in the streets of Accra, the participants
were not asked to provide a life story, but to answer questions through a qualitative
interview. In the context of all these interviews, I asked questions related to HIV/AIDS
and HIV prevention in the third person, thus offering the participants the opportunity to
decide how much detail they wanted to disclose about their personal stories and lives.
Although many —if not all—of the women participants ended up sharing personal
anecdotes in their interviews, these are often complemented by general observations.
With regard to methods, the component of the research pertaining to the women
participants' accounts is not limited to the use of the life history approach, but draws
from a broader qualitative interview model. However, the life history approach provides a
very useful frame of reference in positioning my analysis of the women participants'
accounts. Indeed, while they vary immensely in terms of what they recount and how, life
histories are always "firmly located in social experience" (Arnold and Blackburn 2004, p.
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21). The life history approach therefore draws upon people's stories to reveal some of the
wider forces, issues and relations at play in their lives.
We find a good example of this approach in the work of Gysels, Pool and
Nnalusiba (2002), discussed in Chapter 2. Over the course of a year spent in a trading
town in Uganda, the authors gather the life histories of 34 women working as commercial
sex workers. Through the women's accounts, the researchers develop three categories to
classify sex work in this town and its associated risks for HIV infection. Though the
women's stories constitute the main focus of analysis in the research work, they are
linked to wider social, cultural and economic processes. Similarly, in his examination of
Soa's experiences as a young Malagasy/French woman having recently moved to Paris,
Walsh (2004) draws from a single life history to explore the economic, family, gendered
and state related issues associated with the migratory experience. Soa's account is
therefore used to discuss the wider conditions within which her experiences are shaped.
Beyond its content, Walsh also analyzes Soa's life history for its "form." He
remarks that her use of irony can be understood as a "manifestation of cultural play and
experimentation in the face of domination and control" —a way to negotiate and respond
to her complex positioning as a transnational Metisse woman (pp.268-269). In addition to
analyzing what is said, the life history model can also consider how something is said.
However, unlike a narrative analysis model where verbal strategies are seen as reflecting
the speaker's subjective processes, the life history traces the use of linguistic strategies to
unearth the issues and forces that affect individuals' experiences, and how they situate
themselves in relation to them (see Arnold and Blackburn, 2004; Dhunpath, 2002;
Goodson, 2001).
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Because it allows for the women participants' accounts to be understood as
revelatory of much wider issues and forces, the life history model thus provides helpful
insight in forging an analytical framework for this project. Within the parameters of this
constructivist model, the emphasis is not placed on whether informants speak "the truth"
of their experiences, but rather "the interpretations women [make] of them and the
importance women attach to them" (Middleton, 1993, p. 68). Consequently, the life
history approach is not concerned with providing a representative sample of participants.
Whether working with one person or many, this approach emphasizes the importance of
what participants have to say as reflective of their broader contexts.
Accordingly, in the present doctoral inquiry, I am not attempting to provide a
representative sample of the female Ghanaian populace. For instance, while some of the
women who participated in this study were not originally from Accra, all of them were
living in Ghana's capital at the time of participating in my research. By virtue of
undertaking fieldwork in the capital city, I have not garnered the views of women living
in other regions or rural contexts of Ghana. Similarly, though the group interview
includes the views of university-educated women, many of the women who participated
in this endeavor come from a less educated and poorer background. There is also much
variety in terms of the participants' ethnic identities, religious affiliations and ages,
though these do not attempt to be reflective of trends and percentages found in the
Ghanaian population as a whole. In keeping with the life history model and the broader
ethnographic approach, I am not attempting to provide a representative sample. Rather,
through the accounts of the women who participated in the research, I am interested in
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examining the issues and themes that emerge from their accounts in a way that moves
beyond the limited representations found in the discourses of the National response.
Furthermore, as illustrated in the two life history-based studies surveyed above,
the life history model assumes the participant to be actively engaged in negotiating and
operating within his or her environment. This approach therefore lends itself to building
an analytical framework capable of moving away from the "victimology narrative"
commonly ascribed to African women and discussed throughout. This being the case, a
given life history can be read in many different ways and there is no reason why it must
or should be analyzed in assuming the storyteller to be more than passive victim. An
additional approach is thus required to forge an analytical framework for the women
participants' accounts that actively situates them as agents. Because it revolves around
this very question, the realm of critical ethnography offers very useful insight.
In the article Musings on Critical Ethnography, Meanings and Symbolic Violence,
Thomas (2003) describes critical ethnography as "a methodology that 'strives to unmask
hegemony and address oppressive forces'" (quoting Crotty, p.46). One of the ways this
process can be achieved is in tracing alternative meanings to accounts, behaviors and
phenomena gathered or observed in the course of the fieldwork. He uses as an example
the visit of criminology students to a maximum-security penitentiary, where one of the
students is "hit" by an inmate's concoction of urine and feces, originally intended for the
guards. While this incident can be read as reinforcing common assumptions about the socalled "violent and anti-social" behavior of prisoners, the author provides alternative
ways of understanding this particular moment. He advances that it can be read as the
inmates' expression of discontent within a highly oppressive institution, his frustration
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with the students' presence, or a means for him to enact power. These alternative
readings "help display the variegated nuances of a small slice of prison life and provide
insights into the dual-edged quality of control and resistance" (p.52). Drawing from the
lens of critical ethnography, it is therefore possible to read the accounts of the women
who participated in this study in a way that underlines the complexity and fluidity of
power. Though women in Ghana (and elsewhere) face a number of important economic,
cultural, social, political, religious and gendered forces that limit their choices and
opportunities, they nevertheless operate as agents.
This point echoes the work of transnational feminist scholars, who examine the
role of broad structural forces in women's lives, while attempting to highlight the ways
women manage to find power within these very structures. For example, Mohanty (1997)
draws from women workers' experiences in three areas of the world to address the
constraints and damages that capitalist scripts precipitate in their lives. Providing an
important critique of structure, she also offers an examination of the ways women find to
empower themselves within this oppressive system. Tracing forms of resistance in each
locale, the author stresses the potential for transnational solidarity between women
workers. Similarly, Brennan (2003) offers a refreshing account of the sex tourism
industry in the Dominican Republic. Drawing from her conversations with sex workers,
she highlights the strategies that these women employ in an attempt to "advance" their
lives economically and personally, emphasizing "the savviness and resourcefulness of the
so-called powerless" (p. 168). Though the "Third World" women in these studies are
understood as constrained and constricted on a number of fronts, they are also depicted as
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knowing, empowered agents with their own pleasures, desires and ambitions (see also
Arnfred, 2004; Constable, 2003; Grise, 2001; Spronk, 2005; Susser and Strin, 2000).
However, as Brennan goes on to note in her study of sex tourism, women can and
often do contribute to reinforcing paradigms that may be read as oppressive. This point is
echoed in the work of Spronk (2005), when she observes that "women are thus not
simply victims of patriarchal structures but also responsible for reproducing them"
(p.276). In the context of this doctoral inquiry, I do not position agency as "a synonym
for resistance to relations of domination," whereas agency can be read as lying only in
outright resistance to structures like patriarchy (Spronk, 2005, p.270). In the heteronormative context of Ghana, for example, such resistance would take the form of a
woman refusing to marry, or a woman engaging in a same-sex relationship.
In keeping with the fluid understanding of power that underlines this thesis, then
agency must be seen as existing throughout and in various and complex forms. Whether
or not they actively contest oppressive gender rules, the women participants are engaged
in a process of negotiating, understanding, making sense of, assimilating, contesting and
sometimes reinforcing the complex environment in which they exist. In the context of
this inquiry, agency is not framed as "good" or "bad," nor does it consist of particular
actions or discourses. Rather, I draw upon this concept in analyzing the women
participant's accounts to trace how these women describe themselves as engaging in
understanding, negotiating and operating within their lives and their environments.
Insight from the life history, critical ethnography and transnational feminist
models therefore allow the women participants' accounts to be understood as reflective of
wider issues and forces, and as situated within complex relations of power. Because
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power and agency are fluid, the participants' accounts can also be read in a manner that
moves beyond the victimology narrative commonly attributed to women from the Global
South. Offering a way to frame the women participants' accounts analytically, these
approaches do not however provide clear guides as to the themes to focus on in the
analysis. The accounts of the women participants that I interviewed in Accra are very rich
and can be interpreted in different ways. They also cover an array of issues and themes.
In the context of this study, where I am concerned with using the women
participants' accounts to critique and complement the discourses about women and HIV
prevention that dominate the National response to HIV/AIDS, I am thus offered a frame
of reference upon which to structure my analysis. Like Tawfik and Cotts Watkins (2007),
I am interested in using the women participants' accounts to highlight the:
[DJisjuncture between the perspectives of international and national policymakers
and the targets of their efforts. Our data consist of what people say they think and
do, and thus we are contrasting the rhetoric of Balaka with the rhetoric of Geneva
and Lilongwe. Nonetheless, we assume that the rhetoric in which rural Malawians
talk about gender and AIDS in their own community provides a more valid
perspective on gender and AIDS in Africa than the rhetoric from Geneva, or even
Lilongwe, (p. 1092)
Dividing the discussion into the two thematic foci of the project, namely women's issues
and HIV prevention, the women participants' accounts are thus analyzed in relation to the
discourses of the National response. This two-fold analytical process, which I shall return
to in my conclusion, allows for a deeper critique of the discourses about women and HIV
prevention that dominate the National response to HIV/AIDS in Ghana; a more complex
understanding of the issues women face in relation to HIV/AIDS and how they navigate
within this context; and insight into how HIV prevention programming can be modified
to become more responsive to women's issues and needs.
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Chapter 4: Analysis: Women and HIV/AIDS in Ghana

Chapter Summary
As the first analysis chapter, Chapter 4 engages with the material gathered during
the fieldwork in Accra. The chapter begins by providing a critical review of the
discourses about women that dominate the National response to HIV/AIDS in Ghana. By
positioning women either as victims or as vectors for the disease, official discourses rely
on very narrow and limited understandings of women and HIV/AIDS. Turning to the
accounts of the women who participated in the research, the second portion of the chapter
provides a much more complex and comprehensive picture of the issues that affect them
in relation to HIV/AIDS. These issues include the gendered context of Ghana and
women's social relations with their families and their partners. The accounts of the
women participants allow for a deeper understanding of the limitations of official
discourses, also offering a more intricate understanding of the issues that affect them in
relation to HIV/AIDS and how they navigate within this context as agents.

4.1. Women in the National Response
Mirroring patterns in the rest of Sub-Saharan Africa, Ghanaian women have come
to find themselves disproportionately affected by HIV/AIDS. As explored in previous
chapters, this situation has unfolded epidemiologically, women now representing
approximately 67% of the cases of infection in the country. The gendered dimensions of
the epidemic in Ghana have also unfolded socially, women coming to bear the brunt of
the disease on a number of other levels. In keeping with the growing attention given to
gendered issues on the part of the international community, the National response to
HIV/AIDS in Ghana has also recognized the importance of gender in shaping the course
of the epidemic in the country.
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Many of the documents being produced by the Ghana AIDS Commission and
other players of the National response now include at least a small discussion of women's
issues and the role of gender dynamics in shaping the course of HIV/AIDS in Ghana. For
example, the National HIV/AIDS Strategic Framework II 2006-2010 -a document of
great importance since it outlines the National response's priorities for a five-year
period— recognizes in the half-page it devotes to discussing women that:
Lack of economic empowerment coupled with low literacy and negative sociocultural and religious practices continue to beset women and increase their level
of vulnerability to HIV infection... Effective advocacy programmes are needed
which address the negative socio-cultural practices and economic vulnerability of
women and young girls to HIV infection." (2006, p.42)
Similarly, the representatives of organizations and institutions that I interviewed
while in Ghana all appeared well aware of the gendered dimensions of the epidemic.
They were highly receptive to my research project, which I framed as an inquiry into
women and HIV/AIDS in Ghana. Furthermore, they reflected high degrees of familiarity
with the notion of a gendered epidemic in answering my questions and describing their
work. Finally, my interviewees were able to offer diverse examples of the ways in which
Ghanaian women find themselves specifically affected by the disease.
At this point, issues related to "women" and "gender" have therefore come to be
present in much of the rhetoric of the National response to HIV/AIDS in Ghana.
However, as I will attempt to demonstrate in the following chapter, these discourses are
predicated on problematic and limited understandings of women. This point takes on
particular resonance when official discourses are compared to the women participants'
accounts of their experiences and the issues that affect them.
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Drawing from interviews with representatives of the National response to
HIV/AIDS in Ghana, my participation as a volunteer at SWAA-Ghana and at various
meetings and events, and a review of documents, this chapter begins by tracing the
limited discourses about women that currently dominate the National response. Turning
to the women participants' accounts, the second portion of the chapter paints a more
complex image of the interconnecting issues women face, how they impact their
experiences of HIV/AIDS, and how they understand and navigate in this context.

Woman as Victim
As noted prior, vulnerability —a concept employed to refer to women's greater
risk of becoming infected with HIV— has become a dominant trope in the discourses of
the international HIV/AIDS community. Similarly, the National response in Ghana has
also come to widely adopt this notion when addressing the impact of gender on shaping
the course of the epidemic in the country. Just as the majority of my interviewees
engaged with the notion of vulnerability as a given, so too do official documents reflect
an underlying belief in women's greater vulnerability to the virus because of their gender.
Captured in the afore-mentioned quote of the National HIV/AIDS Strategic Framework II
2006-2010, this idea also appears in the National Integrated IEC/BCC Strategic
Framework (HIV and AIDS) 2006-2001 when it states that "[w]omen are classified as a
high-risk group firstly, because they are vulnerable as a result of their status in the
Ghanaian Society" (Ghana AIDS Commission, 2005, p.77).
Beyond women's greater vulnerability because they are women, many of the
issues subsumed under this umbrella notion —namely the reasons that make women more
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vulnerable to the virus— also come to repeat themselves in the discourses of the National
response. Notable amongst these is the idea that women are made particularly vulnerable
to HIV infection because of their physiological makeup, an idea that recurred throughout
my interviews and at various meetings and events during my fieldwork in Ghana. In fact,
this point was often the first to be brought up by representatives of the National response
when I asked them to name some of the factors that make women in Ghana more
vulnerable to the virus. Their answers were often accompanied by a detailed elaboration,
where it was explained that the vagina is constituted of a larger mucus membrane than
the penis and that it is consequently more prone to tearing. As a result, the HIV virus is
offered a greater number of points of entry into the bloodstream, thus significantly
heightening the chances a woman will be infected if she has unprotected intercourse with
an infected partner.
Without negating the biological foundations of this theory, how women's
biological vulnerability is framed in the discourses of the National response proves
problematic. A good example of this can be found in the pamphlet "HIV/AIDS and
Women: What Every Lady Must Know," produced by the GSMF (Ghana Social
Marketing Foundation) —the organization in charge of condom distribution in Ghana and
the creative mind behind some of the most widely recognized HIV prevention campaigns
in the country. The section of the pamphlet entitled "Factors that make women more
vulnerable to HIV/AIDS than their male counterparts" begins with an extensive review of
physiological factors. They are broken down into the following points:
a. Women are more susceptible to HIV/AIDS because of the greater surface area
of the vagina
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b. The female receives a greater amount of seminal fluid during sex than the male
receives vaginal/cervical fluid. By nature the women is the receiver during sex.
c. Women are more exposed to vaginal trauma because of the smaller size of their
genital tracts. This leads to an increased chance of wear and tear. During the onset
of sex also, the hymen in women is torn.
Because HIV infection is attributed to "the smaller size of the genital tract,"
explanations like these reduce the complexities of transmission to mere biology. In the
process, attention is deflected from a wider context where sexual acts (for example those
occurring in a context of rape or violence), and sexual practices (like "dry sex" where
drying agents are used to prevent lubrication of the vagina) also play a role in affecting or
damaging the female anatomy. Described as a "fragility" of the vagina, the idea that
women are more vulnerable to HIV because of "biological" factors obscures the complex
web of social forces and gendered power relations that shape sexual acts and by
extension, the transmission of HIV (see Carael and Glynn, 2008; Laga et al., 2001;
Mofenson, 2000; Msuya et al, 2002).
Interestingly, while the discourses of the National response often configure
women's genitalia as a site of weakness in relation to HIV, the male organ is increasingly
coming to be understood as a site of protection and strength. In Ghana and
internationally, the past years have witnessed a surge in attention to the notion that
circumcision may attenuate the risks of HIV infection in men. During my time in Ghana,
a Kenyan study on circumcision was being widely discussed on BBC Radio Africa. The
experiment was said to have proven so very successful in its initial stages, that for ethical
reasons, it had to be halted and the results distributed immediately (Male circumcision
'cuts' HIV risks, 2006).
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As discussed in Chapter 2, there are several limitations to the circumcision
preventive model, including its almost exclusion of women from HIV prevention.
Oppositional voices have done little, however, by way of stemming the international
HIV/AIDS community's interest in circumcision, an idea that appears to have made its
way into Ghana's National response. For instance, it happened frequently that when
asked why rates of infection remain so low in West Africa, representatives of the
National response would note that circumcision is widely practiced in the region.
The circumcision theory centers men's power —in this case power to protect
themselves from an invasive virus— into their (already "empowered") penises. In a
similar vein, the emphasis on women's biological vulnerability to HIV contributes to a
furthered removal of power from women's (already "disempowered") vaginas. As fragile
receptacles for disease, women's genitalia are depicted as a threat rather than a source of
potential power and pleasure. In turn, this powerless vagina can be said to echo the
broader understanding of African women as void of pleasures and desires, a trope I have
argued prior permeates the discourses of the international HIV/AIDS community (see
Arnfred, 2004; Holland et al, 1992; Spronk, 2005).
In keeping with these broader patterns, an analysis of official discourses in Ghana
reveals a similar tendency to position women as desireless victims when it comes to their
sexualities. This idea is well captured in the afore-mentioned pamphlet on women and
HIV/AIDS produced by the GSMF, when it states quite matter-of-factly: "[w]omen are
constantly falling victim to sex abuse and rape." I certainly have no objections to
decrying rape and sexual abuse ~a reality for many women (and some men) in Ghana.
However, by positioning rape as something so very banal and so obviously linked to the
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HIV vulnerability of women, discourses such as these continue to reinforce an idea of
women as sexually powerless.
Beyond sexual violence, discourses of the National response represent women as
being subjugated in the entirety of their sexual lives. The article "HIV/AIDS, Gender and
Development" published in Adenkum, a newsletter produced by the Department for
Women and Children (the implementing body of MOW AC), explains that:
The Socio-cultural construct in the Ghanaian communities does not give women
the right to make choices about their life especially in the area of relationships,
sex and reproductive health. These decisions are entirely left for men to do.
Obviously the woman's susceptibility to HIV infection is left at the mercy of the
man. (Kaku, 2006, p. 11)
Similarly, the GAC's Five Year Programme of Work notes that women's
"powerlessness, along with limited life choices, makes it difficult to decline sexual
advances without facing coercion or violence" (Ghana AIDS Commission, The National
Response to HIV/AIDS, 2005 p.7). This point was also brought up frequently in my
discussions with representatives of the National response, where interviewees noted that
because women are subjugated to their husbands, boyfriends or other male sexual
partners, they cannot negotiate the terms under which sexual acts take place. In relation to
HIV/AIDS, this powerlessness translates into an inability for women to impose the use of
condoms, thus increasing their chances of becoming infected if their partner is positive.
As the above-cited excerpt of Adenkum also highlights, official discourses do not
limit women's sexual powerlessness to their subjugation to male partners. The reference
to "Ghanaian socio-cultural constructs" brings forth what is another recurring trope in
discourses of the National response, namely the role of culture in shaping women's
vulnerability to HIV. A manifestation of this idea of "cultural" vulnerability, and one that
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surfaced frequently in the context of my interviews with representatives of the National
response is the polygamy supposedly intrinsic to Ghanaian culture. When asked why
women are so strongly affected by HIV in Ghana, interviewees often made reference to
the fact that men may have "two, three or four wives." Similarly, the GSMF pamphlet
captures this idea when it states: "most African cultures are polygamous by nature. Men
have 2-5 wives or girlfriends or both and society remains mute to a large extent."
While the discourses of the National response often cite polygamy as a key factor
in increasing women's vulnerability to the virus, research into the links between
polygamy and HIV infection have emphasized the need to see their relationship as
extremely complex. Being the partner of a polygamous man does not automatically entail
becoming infected with the virus, and in the cases where this happens, transmission
results from the intersection of marital status with various other issues and factors (see
Bove and Valeggia, 2009). In Ghana, seroprevalence statistics also complexify the causal
relationship between HIV infection and polygamy. While data from the Demographic and
Health Survey (DHS) of 2003 notes slightly higher rates of infection amongst women in
polygynous unions, Oppong (1998) notes that "surprisingly, in Ghana, regions with very
high polygamy rates have unusually low HIV/AIDS rates, in fact, much lower than
regions with low polygamy rates" (p. 438. See also Ghana Statistical Service, 2004,
p.246). 4 The author attributes this pattern to the high presence of Islam in the area, which
upholds "strict sanctions against promiscuity and promotion of circumcision" (p. 444).
The risks of infection for members of polygamous unions must be seen as intersecting
with various other factors.
14

The data for 2004-2006 illustrates similar trends, with the lowest cases of prevalence found in
the Northern region of Ghana (see HIV Sentinel Sun>ey, 2006).
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In addition to polygamy, the idea that culture can serve as a factor in enhancing
women's vulnerability to HIV/AIDS finds itself captured in discussions surrounding
"harmful cultural practices," another common theme in the discourses of the National
response. In this case, culture moves from being understood as an abstract set of rules and
regulations (like gendered sexual or relational scripts), to specific cultural practices,
which are said to make women more vulnerable to contracting the virus. Discussions
about these practices that emerged in my discussions with representatives of the National
response were often accompanied by a listing of examples. These included: widowhood
cleansing rites and widow inheritance, FGM (female genital mutilation), use of vaginal
drying agents (or "dry sex"), witchcraft accusations and witch hunts, and finally trokosi
(where young women become temple slaves in order to atone family sins).15
These cultural practices and their potential role in affecting the transmission of
HIV in Ghana certainly merit recognition. However, limitations can be identified with
regard to how these cultural practices are framed in the discourses of the National
response. Indeed, the automatically negative association between cultural practices and
women's HIV infection forefronts an underlying understanding of culture as a "barrier"
to development. Resting upon "the existence of closed and static social systems," this
definition positions culture as stagnant and ahistorical (Allen, 2000, p.456). The
possibility of reclaiming and reformulating cultural practice is thus lost.
The Kenyan women's organization Maendeleo Ya Wanawake offers a wonderful
example of the benefits of accounting for the place of cultural practice in its "Alternative
Coming of Age Program." Recognizing the importance of rites of passage in local
15

See Amoakohene (2004) and Mill and Anarfi (2002) for a description of harmful traditional
practices in Ghana.
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culture, this model seeks to eliminate Female Genital Mutilation (FGM) practices by
educating the Kenyan population about their harmful effects. More importantly, by
continuing to valorize the principles behind this rite of passage, the program explores
"alternative rituals to current FGM practices in Kenya with families of girls at risk of
undergoing the practice," with the aim of "reaching consensus on the type of alternative
ritual that is acceptable to all the stakeholders" (World Health Organization, 1999,
p.l 11). Thomas (2007) also calls into question the view that positions cultural practice as
an obvious factor in the transmission of HIV, by examining the importance of lobola (a
form of bridewealth) in the Caprivi region of Namibia. She notes that:
While 'culture' can clearly influence the day-to-day frameworks within which
understandings of morality and acceptable behavior are played out, it is vital to
recognize that it is not necessarily a negative force, and that co-existence of civil
laws and local hierarchies and frameworks of belief and understanding can offer a
range of options and incentives upon which different people can draw under
different circumstances, (p.600. See also Barnett and Parkhurst, 2005)
Although cultural practices like the ones identified in the discourses of the
National response can certainly have negative impacts on Ghanaian women's health, this
relationship is more complex than a simple causation. By positioning "culture" as a
negative force in women's lives, official discourses obscure the importance of cultural
practices, and the possibility that they may be harnessed to benefit women and their
communities in relation to HIV/AIDS and other issues.
The trope that positions culture as a contributor to women's HIV vulnerability
brings forth another particularly interesting leitmotif in the material, namely the
differences between Southern and Northern Ghana. Overall, it is possible to say that the
discourses of the National response to HIV/AIDS in Ghana tend to view women as being
highly oppressed. However, this subjugation is said to be even more acute for women
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living in the Northern area of the country. Countless times in the interviews with
representatives of the National response, it was highlighted that because of lower
economic and social development in the region, Northern Ghanaian women find
themselves more deprived than their Southern counterparts. The strong presence of the
Muslim religion in the north of the country is also cited as one of the important factors
influencing these dynamics. In fact, so pronounced are the differences between Northern
and Southern Ghana that a group of representatives of Ghanaian organizations with
whom I participated in the national CUSO workshop "Community Access to Justice by
Women and Children," proposed that these two areas be treated as separate and that
different policies and programs be developed for each.
The North/South argument parallels another omnipresent trope in official
discourses about women and HIV/AIDS in Ghana, namely the huge discrepancies
imagined between women from rural and urban contexts. While Ghanaian women in
general are depicted as oppressed, women are said to be much more vulnerable to HIV in
rural communities because of lower levels of education, higher economic dependence,
limited access to social and medical resources, and more "traditional" lifestyles. This
point was made quite resonant -if not personal— when some interviewees asked me
about my own research, and I mentioned that I was focusing my energies on the context
of Accra. Some of the reactions I garnered were well captured in the comment of one
particular individual, who exclaimed, "Aaaah, but you don't know Ghana if you haven't
been to the country! Even those who have lived in Accra all their lives are not truly
Ghanaian."
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I realize that by virtue of having pursued my fieldwork in Accra, I have only
gathered the perspectives of women living in the country's capital. Their experiences
differ to varying degrees from those of women living in other areas of the country. As I
examined in the introduction, various elements motivated my decision to pursue my
fieldwork in Accra. Furthermore, it is important to problematize some of the assumptions
behind the so-called insurmountable gap between urban and rural, or Southern and
Northern Ghana, that so frequently appear in discourses of the National response.
While one cannot deny the fact that rural or Northern women may experience
diminished access to resources, this position implies that there are very clear
demarcations between the rural and urban and the Northern and Southern regions of
Ghana. It does not account for a reality where these locales are not impermeable spheres,
but where there is in fact much "back and forth" taking place between them. For
example, many Ghanaian women and men migrate to the cities or the South in search of
work, and will circulate between their rural communities and their urban residences. This
has been linked to the "circular" patterns of transmission referred to in a previous chapter
(see Anarfi, 1993; Blattner et al., 2008; Dworkin and Ehrhardt, 2007).
The notion of "cultural authenticity" conjured up in the rural/urban argument also
requires attention, in that it implies such a thing as a "pure and untouched" Ghanaian
culture. Cities are assumed to be post-modern hodgepodges influenced by forces and
issues that transcend the Ghanaian locality, while rural communities are imagined as
divorced from international forces and phenomena. This is far from being the case. Rural
communities are not "pristine and untouched" lands, but very much influenced by
national and transnational forces. This point is well exemplified in the area of agriculture,
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one of the principal economic activities in rural Ghana and one that is very evidently
shaped by international policies, subsidies and a global market of production and
demand. After all, given that 95% of cocoa production in Ghana is sold internationally,
there are obvious links to be drawn between the rural and the global (Food and
Agriculture Organization of the United Nations, 2004). Additionally, statistics
demonstrate that there is little to no difference between rural and urban contexts in terms
of rates of HIV infection, number of people tested, and even knowledge surrounding the
disease.16
Though inaccurate in its assumption that rural women are automatically more
vulnerable to HIV, the rural versus urban distinction does however raise the question of
the poverty and the economic dependence of women. This is the issue most often cited in
the discourses of the National response, when it comes to framing women's vulnerability
to HIV. This pattern also follows the global discursive trend examined in Chapter 2,
where the economic poverty of nations and individuals has been linked to the spread and
impact of HIV/AIDS at global, national, community, household and individual levels (see
Cheru, 2002; Haacker, 2004; Jones, 2004; Schoepf, 1988; Whiteside, 2002, 2006)).
Accordingly, Ghana has been marked by an increasing amount of attention
attributed to the idea that economic assets (or lack thereof) serve as a driving force
behind the transmission of the virus. This scenario is said to affect women in particular

See Ghana Statistical Services, 2003, chapter 12. See also the GAC's National Integrated
IEC/BCC Strategic Framework (2006) which states that "unlike in most countries afflicted by HIV/AIDS,
urban residents in Ghana are only slightly more likely to be HIV positive (2.9 percent) than rural residents
(2.5 percent)" (p. 16). The trope that assumes rural residents to be more vulnerable to the virus thus
contradicts official statistics and epidemiological trends.
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ways, given their financial disadvantage. For example, the National HIV/AIDS Strategic
Framework II notes that:
Due to lack of socio-economic opportunities, such as education, and cultural
practices, women lack control over their sexuality and are expected to serve
men's needs. Increases in formal education help to reduce HIV infections among
women...The assumption is that increased education, income generation and skill
development opportunities will help reduce the level of economic dependency of
women and improve their ability to negotiate safer sex. (Ghana AIDS
Commission, 2005, p.42)
Interestingly, while discourses of the National response often acknowledge the
fact that many women in Ghana do work —whether they be tending the fields or selfemployed as market women, water sellers or sex workers— these "feminized"
occupations are seldom depicted as actually reducing women's vulnerability. This point
is well captured in the endlessly-cited argument that sex workers will engage in
unprotected sex for more money, or that market women will be forced into sexual
relations to obtain permits, favors and start-up capital. Whether they earn their own
incomes or not, women are rarely described as being economically self-reliant by the
discourses of the National response. Unable to sustain their families and themselves
independently, women are thus forced into situations of constant dependency on men. As
the representative of an organization expressed to me during an interview, "Tant que
l'homme paye, la femme demeure soumise."17
What transpires from this notion of women's vulnerability and how it is broken
down in the discourses of the National response to HIV/AIDS in Ghana is an image of
women as completely powerless. In a previous chapter, I argued that the overlapping
fields of international development and HIV/AIDS have tended to relegate women in the

17

As long as the man pays, the woman remains subjugated. (Translation my own)
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Global South to the status of victim. So too does this appear to be the case in the context
of the National response to HIV/AIDS in Ghana, where dominant discourses represent
women as oppressed by various forces and unable to do anything against them.

Woman as Vector
The trope that positions women as helpless victims of the epidemic seems to
dominate the discourses of the National response. However, in keeping with the patterns
found in the international HIV/AIDS community, another leitmotif can also be identified.
In this case, women are not seen as the victims of the virus, but located as vectors for its
transmission. In the process, women are made responsible for the spread of HIV. Though
it deviates quite drastically from the woman-as-victim paradigm, this second trope
appears to garner much more attention when it comes to its application in programmatic
interventions. This point finds itself most obviously captured in the concerns surrounding
commercial sex workers (CSW), undoubtedly one of the most highly targeted groups of
the National response to HIV/AIDS. Indeed, much emphasis has and continues to be
placed on reaching out to commercial sex workers in Ghana.
The attention granted to CSW stems in part from the approach advocated by
USAID-Ghana, which prioritizes the targeting of MARG (most-at-risk-groups). MARG
are groups within the Ghanaian population (and elsewhere) where vulnerability to the
virus and rates of infection are said to be particularly high. They include commercial sex
workers (CSW), men who have sex with men (MSM), prisoners and People Living with
HIV/AIDS (PWHA). According to this preventive philosophy, targeting MARG proves
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much more effective in preventing the spread of the virus within the "general population"
than attempting to reach out to each and every Ghanaian.
This point is well captured in a document that maps out the effectiveness of the
GOALS model under the currently implemented National Strategic Framework II.18 In a
context of limited resources, the document posits that "[fjargeted interventions are the
most effective approaches, for they avert the largest number of infections at considerably
lower unit cost per infection averted" (Ghana AIDS Commission and Constella Futures,
2006, p.l). Given the time and resource constraints faced by the National response,
targeting CSW is thus said to be much more effective in reducing rates of infection
within the "general population," than targeting the general population itself (see also Cote
et al., 2004).
By virtue of being involved in a profession where frequent sexual relations with
multiple partners occur, and one that is practiced in a context of social and legal
persecution, CSW in Ghana certainly issues that put them at particular risk for HIV
infection. This notion is well captured in statistics that estimate rates of infections
amongst sex workers to be significantly higher than those in the "general population."
In 1999, a survey of sex workers in Tema and Accra found an HIV prevalence of
74.2% among the "seater" street-based sex workers, and 27.2% among the homebased "roamer" sex workers, findings similar to those observed in 1997/98. In
Kumasi, prevalence among sex workers was very high (82%) in 1999. (UNAIDS,
Ghana Epidemiological Fact Sheets, 2004, p.3)

The GOALS model was developed by the Policy Project, a US AID funded initiative
implemented by Futures Group International. A newsletter produced by the Policy Project describes
GOALS as "a computer model that is designed to enhance strategic planning by linking program goals and
resource allocation levels....that can help stakeholders to understand how funding levels and patterns can
lead to reductions in HIV incidence and prevalence and improved coverage of treatment, care, and support
programs" (Futures Group International, 2003, pp. 1-2).
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According to a MARG model, the most cost-efficient and strategic means of
preventing the spread of HIV in the "general population" therefore consists of targeting
commercial sex workers.
A recent study by the West African Project to Combat AIDS and STIs
(WAPCAS) showed that 84% of prevalent cases of infection among the male
adult population of Accra have been acquired from female prostitutes. Achieving
and maintaining very high rates of condom use during transactional sex is thus the
key to an effective control of HIV in West Africa, as has been the case in
Thailand. (WAPCAS, 2005, p.l)

In Ghana, CSW are certainly affected by the virus and this fact needs be
accounted for in the development of programmatic interventions. However, the constant
emphasis placed in official discourses on CSW as "vectors" for the transmission of HIV
contributes to a furthered stigmatization of sex workers and their trade. Narrowing
complex sexual transactions to a single player, these discourses do not adequately
recognize the roles and responsibilities of male clients and of sexual relations occurring
outside of the sex work exchange in contributing to the transmission of the virus. For
example, the relations between sex workers and their non-commercial partners, and
between clients and their wives and girlfriends have also been shown to play a role in the
spread of the virus (see Adomako-Ampofo, 1999). Finally, in focusing their attention on
preventing the infection of CSW to protect the "general population," these discourses
disregard the wider social, economic and global forces that render sex work necessary
and/or attractive to women in the first place, and the forces that come to affect how
commercial sex exchanges take place (see Booth, 1998; Treichler, 1999).
In addition to a prevalent concern with women as commercial sex workers,
another "type" of woman that receives much attention on the part of the National
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response is that of the mother. On many occasions, when asked what was being done to
respond to women's issues in Ghana, my interviewees' answers would gravitate to
PMTCT (Prevention of Mother to Child Transmission). In fact, this issue has received so
much attention in Ghana that testing for HIV is now a routine component of antenatal
care, and drug-based interventions to prevent the spread of the virus from mother to
infant are now offered in medical establishments throughout the country. PMTCT is
certainly a necessary and important intervention. However, in the context of my
interviews with representatives of the National response, it often came up as the main and
only answer to my question regarding types of programs targeted to women specifically.
As can be said of interventions focusing on commercial sex workers, PMTCT is
not always motivated by the wellbeing of mothers themselves but rather a desire to
"save" the children. Obscuring key questions such as where, why and how women are
becoming infected, emphasis on PMTCT contributes to the continued ascription of blame
to women for the transmission of HIV. At an international level, groups have even begun
advocating for a change of terms, under the premise that PMTCT implies the culpability
of the mother. WABA (The World Alliance for Breastfeeding Action) —quite visible at
the International AIDS Conference in Toronto— has spearheaded a campaign to change
the term MTCT to that of "pediatric transmission." As they highlight on a flyer I received
at this conference, "[n]o other disease is named for the route of transmission. We never
hear of mother-to-child-hemophilia, and certainly not aedes-to-homosapien dengue fever!
So why should mothers be named as the vectors as identified by the term [MTCT]."
Most visible in women's frequent ascription to the "infectious" roles of mothers
and sex workers, numerous other instances can be identified in the discourses of the
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National response where women are blamed for the spread of the virus. The public
speeches given to groups and organizations (and published in two collections) by the
Director-General of the Ghana AIDS Commission offer a most poignant example of this
pattern. Introducing his lecture with a brief historical review of HIV/AIDS in Ghana, he
commonly states something to the effect that: "[t]he first 42 cases of HIV/AIDS were
recorded in Ghana in 1986, mainly among women who traveled outside the country.
By 1999, there were a cumulative total of 37, 298 recorded cases" (Amoa, 2005, p.47.
Emphasis my own).
The attribution of early cases of HIV to women who had migrated outside of
Ghana, particularly to Cote d'lvoire, has indeed been noted elsewhere (Mill and Anarfi,
2002, p.325). However, unlike the previous claim, which is offered without the benefits
of added nuance, Oppong (1998) provides an elaborate review of the mechanisms at play
in affecting these processes. In response to the economic duress experienced in Ghana in
the 1970s and 1980s (as a result of SAP amongst other things), many women migrated
outside of the country in search of work. Cote d'lvoire —where rates were said to be quite
high at the time— constituted an important destination. Because some women had to
resort to sexual commerce, they may have become infected with the virus in the process,
eventually bringing it back Ghana. Rather than blaming women for the introduction of
the virus into the country, Oppong paints a very nuanced picture where he attributes this
phenomenon to the impact of the "economic crises" on women's experiences and choices
(1998,p.447).
These nuances aside, it is also important to note that the introduction of the virus
into the country is also quite likely to have occurred through international routes between
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Ghana, the UK, and other Western destinations, which were accessible to Westerners and
the more privileged faction of the Ghanaian population at the time. Whether for business
or pleasure, men have tended to dominate these international travel routes and are quite
likely to have played a role in bringing the virus into the country. While I do not want to
accuse anyone of bad intentions, over-simplified references to women's introduction of
the virus into Ghana prove problematic, in their reproduction of a persistent association
between women and "infectiousness."
We find another particularly disturbing example of women's assumed guilt in
relation to HIV infection in the small publication Mavis, A Pearl of Great Price. Written
by a thirteen-year old female Junior Secondary School student, this illustrated book was
published by the Ghana AIDS Commission in 2005 and distributed to organizations and
groups throughout the country. It tells the story of Mavis, a young girl who lives with her
widowed father. In an attempt to protect his only child, Mavis' father prevents her from
participating in social activities. When one of Mavis' school friends celebrates her
birthday, her father makes an exception, and Mavis is allowed to attend the small party.
Little does she know that Lucy, with "her short skirt and bold paint on her lips" has
ulterior motives (Antwi-Boasiako, p.8). At the party, which is also attended by Lucy's
boyfriend and his male friend, Mavis is tricked into drinking an alcoholic beverage. She
passes out and wakes up the next day, naked in her friend's bed, her clothing strewn
across the room.
When asked, Lucy tells Mavis that the room was hot and that she removed her
friend's clothing to make her more comfortable. Needless to say that upon her return
home, Mavis is scolded by her father, who swears he will never allow her to partake in
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social events again. Alas, the harm has already been done. A year or so later, Mavis
learns that Lucy and her boyfriend have fallen sick and passed away. She begins to feel
worried, and rightfully so, since she too is beginning to develop suspicious symptoms.
Just as she is about to begin medical school at the University in Accra, Mavis is
hospitalized and the doctor informs her and her father that she has full-blown AIDS. Poor
Mavis passes away shortly thereafter.
This story proves troubling on a number of levels, particularly with respect to its
depiction of the female characters. Lucy, Mavis' so-called friend, is not only an
accomplice in Mavis' rape but when asked what has happened, she refuses to inform
Mavis of the truth. Mavis, on the other hand, is depicted as a traitor to her father, who in
all his possessive control has done nothing but love and care for her. "Mr. Amfo's pearl
of great price was lost. Wicked AIDS robbed him of his only child. Her mother had died
as Mavis was being born. She was all and everything that he had to live and hope for"
(p.27). Ultimately, it is Mr. Amfo who suffers most from this unfortunate situation, not
Mavis herself, even though it is she who has been betrayed, drugged, raped and infected
with HIV. While the two female characters are depicted as the wrong-doers in the
narrative, the male characters are described as innocent protagonists, or simply ignored,
as is this case with Mavis' rapists, whose actions are never called into question. Not only
does this story prove problematic in its flagrant depiction of women as guilty for their
own infection and for the transmission of the virus (even in the case of a rape), but even
moreso considering that it was written by a teenage woman, and circulated widely
throughout the country as an educational book to be read by adults and youth alike.
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Contradictions and Omissions
In the context of the discourses that dominate the National response to HIV/AIDS
in Ghana, women are thus ascribed to two principal positions: Coalescing in the widely
used concept of vulnerability, women are seen as oppressed by endless forces that place
them at greater risk of becoming infected with HIV. Faced with a panoply of
disadvantages and unable to do much to help themselves or others, women are positioned
as powerless victims of the disease. Quite paradoxically, in placing much emphasis on
targeting women as mothers and commercial sex workers, the National response also
draws from a trope where women become responsible for their infection and guilty of the
virus' spread. In this case, women are not the victims but rather the vectors and
perpetrators of the disease.
This space of duality and contradiction —where women can be either victims or
guilty, in some cases both but nothing in between—is problematic ideologically.
Furthermore, because it directly bears upon what is done (and not done) to respond to
women and HIV/AIDS in Ghana, this point also proves problematic at a practical level.
Indeed, what transpires from these scripts is the development of policies and programs
where women are afforded little room to move. In focusing primarily on women as
commercial sex workers or in the context of ante-natal care, programs only end up
reaching out to the women who access these related services. In the process, they fail to
address the needs of other members of the female populace, who could also greatly
benefit from specifically tailored interventions.
Missing from the discourses of the National response is a much more complex
understanding of women as agents situated in a complex web of forces, issues and
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situations that influence whether and how they are affected by HIV. Though they may be
oppressed on various fronts, Ghanaian women are not silent and passive victims, nor are
they badly intentioned villains. Instead, they should be seen as agents interacting with
their environments and developing strategies to make the most of the proverbial hands
they have been given. In the following section, I will draw from the accounts of the
women who participated in this research endeavor to further highlight the limitations of
official discourses about women and HIV in Ghana, and to begin fleshing out a more
complex understanding of the issues that affect women in relation to HIV/AIDS.

4.2. Women's Issues in the Women Participants' Accounts
Growing Up Girl in Ghana
In her study on witchcraft accusations and female homicide victimization in
Ghana, Adinkrah (2004) notes that "[ojverall...Ghanaian women occupy a subordinate
social status vis-a-vis their male counterparts in virtually every domain of social life"
(p.331. See also Amoakohene, 2004). Though feminist voices originating inside and
outside of the country have been contributing to a gradual paradigm shift, for the most
part, women continue to be relegated to a lower social status than men. This pattern
manifests itself in the ways children are raised, boys given greater chances of receiving a
formal education and allowed more room for play. Girls, on the other hand, are from an
early age groomed into household maintenance, social expectations of passivity, and
often placed at a disadvantage when it comes to receiving formal education.
In turn, this socialization follows women well into adulthood, shaping their
professional, personal and social lives and choices. For instance, lack of formal education
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reduces the (already limited) career opportunities available to women. Low literacy levels
can also compromise the skills required in available jobs, like the ability to count money
quickly and effectively as a trader. It is however important to emphasize the savvy and
resourcefulness of Ghana's market women and traders, who may not be highly educated
formally but are strong businesswomen nonetheless (Clark, 2001; Lyon, 2003). In fact,
the experience of walking through a market in Ghana, a busy public space dominated by
women, can prove an overwhelmingly intense experience and one that strongly
contradicts the idea of the "silent" African woman.
Nevertheless, the assumption that a woman must show "respect, passivity,
obedience, submissiveness" also manifests itself in the lives of highly educated and
professional women. For instance, this pattern problematizes women's ability to speak up
at meetings or to confront male colleagues and superiors. In fact, this phenomenon
motivates the work of some women's organizations in Ghana, including Abantu for
Development. Noting that women were often reluctant to run for political office because
they lacked the tools and self-confidence required to speak up publicly, this group has
begun to offer workshops and assistance to women interested in running for elections.
Similarly, a participant in the group interview emphasizes this point when she states that:
It's more difficult for the woman because no matter what people say, it's never
equal between men and women, especially in Ghana...Even when you're
educated and you're working in a high class office, you still find men looking
down on you for one reason or the other. It always makes it difficult for the
woman to sorta take a clear stand.
In the process, this participant echoes a point made by Opare (2005) in her study of the
involvement of women in community decision-making processes in rural Ghana. The
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author notes: "[e]ven when they form part of the formal decision-making structures,
women's roles and influence are subordinated to those of men" (p.92)
As the young women involved in the group interview go on to discuss, the
expectations related to femininity unfold far beyond the office, into women's social and
personal lives. For example, they affect women's ability to bring up issues that may be
deemed confrontational with their partners. In fact, this point emerges as a recurrent trope
in many of my discussions with women participants. In response to a question as to why
women are so strongly affected by HIV in the country, many explain that in the context
of their relationships with men, Ghanaian women "don't have a say," or that "husbands
always have the final say." Elaborating on this point, a participant notes that as a woman:
You don't have that courage, that boldness to talk to your man about all these
things. So whatever your man tells you it's like fine. This is what my man tells
me, he's the head of the house. And even if I have a boyfriend, you don't have a
say. You can say oh, don't go in for this woman, don't go in for this woman, let's
stay faithful, let's be faithful to each other so that this cannot happen to us. You
can't tell your boyfriend like that. So most of the time, you don't have the power
to talk about anything concerning our own lives. What the man tells you is what
you have to do.
This participant stresses the difficulties related to discussing personal and sexual issues
more particularly, a point that bears upon women's ability to bring up the topic of
HIV/AIDS and to address —let alone enforce— the use of condoms.
In fact, many participants express a fear of potential consequences when bringing
up the topic of HIV/AIDS, which may include their partner becoming enraged or
accusing them of infidelity. As another participant notes, these dynamics are further
complicated in a context of emotional and romantic attachment, where "If you are going
out with somebody and you ask them for a condom, he will say and think, 'Oh, you don't
love me.'" In the process, she calls attention to the emotional complexities at play in
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shaping sexual and romantic relations, and how these come to affect the potential
transmission of the HIV virus.
Women may indeed face several disadvantages when it comes to their
relationships with men -both personal and professional. I don't however agree with the
notion put forth by representatives of the National response that in Ghana, "women have
no voice." Women's voices may be stifled by a number of forces, but that is not
tantamount to women being in a state of constant silent subjugation. In fact, women
develop strategies that allow them to bring up delicate matters with their partners in an
appropriate manner.
For example, one of the participants interviewed in the streets of Accra described
a situation where she had wanted to discuss HIV and infidelity with her husband.
Knowing that he might react defensively if she introduced the topic using a direct
approach, she decided to raise the issue in an indirect manner. She began by asking her
husband if he had heard of a woman in their neighborhood whom it was rumored had
been cheated on and had become infected with the virus. From there, the participant was
able to direct the conversation in such a way as to acquire insight into her husband's
behaviors, while beginning to establish sexual parameters within their relationship.
When asked, many of the participants agreed with the idea that women can bring
up topics related to their relationships and sexual health with their partners, if they go
about it in a delicate manner. What is more difficult, however, is their ability to influence
or control their partners' actions. As one participant notes:

19
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We talk about [HIV] to them...But they don't take their women's advice. If you
see some man doing that thing with [someone], you can't say "Oh stop, oh stop
because of HIV." The man can't take it, he do his own thing...He doesn't listen,
he do his own thing. Until he reach the HIV point, then he turn back.
Gendered Relations
This last quote forefront the gendered dimensions at play in shaping the
transmission of the virus. As I have expressed previously, a number of motivations and
parameters inform my decision to focus this study on women's experiences more
particularly. This having been said, this work is premised on a relational understanding of
gender, one that moves beyond addressing women in isolation. Understanding women's
experiences requires that attention be granted to men's experiences, and how these
interact and interrelate with each other. As a participant of the group interview notes:
One time, there's this woman who told me, men are socialized in such a way that
they have all the self confidence and...and...I don't know, all the self confidence
to deal with the issues of this world. The socialization for men. Women, it's
different. Women, we are socialized sort of to be subordinate to them, to the men.
Do you get it?
In the process, she calls attention to the fact that just as the upbringing of young
girls translates into all aspects of their adult lives, so do the ramifications of boys'
socialization extend far into youth and adulthood. Ghanaian boys and men encounter a
number of masculine expectations, including the notion that they should have multiple
sexual partners, whether they are in committed relationships or not (Campbell, 1995;
Carael and Glynn, 2008; Hoosen and Collins, 2004). This point is reflected throughout
the women participants' accounts, a great majority noting that they assume their partners
—and men in general— are unfaithful. Answering a question as to why women find
themselves so strongly affected by the virus in the country, a participant posits:
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Because women...women is an attractive to every man. So man can chase a
woman every day, every night. Man can take one woman here, another woman
here, another woman here, another woman here. So if that man is a positive, you
don't know. Maybe he's a positive and he will come and take me, take another
person, take another person. Then they will still continue. That is why they
are.. .HIV positive is still going on, still spreading. That is why.
This leitmotif also makes its way into many of the positive women's accounts of
their lives, providing an explanation for why they became infected with the virus:
S: And you knew your husband was positive?
P: Yes. But I know my husband can get it. Before. Because my husband he like
chasing women. Likes chasing women. Even some times ago, I used to pack and
leave him. But he come back and beg me to come back.
According to the women participants' accounts, men are expected to engage in
sexual and romantic relationships with many women, simultaneously and/or over the
course of their lifetime. As one participant notes: "She's saying that in Ghana, the men
can fit more ladies than the women. It is advantage that a man can marry two three four
women. So they always infect the women. In their culture, the woman cannot fight the
man" [translation]. This notion also finds itself well reflected in the number of colorful
local analogies and metaphors used to describe men's infidelities, which include: "Today
I eat palm soup, tomorrow I have to eat light soup," "Men are like monkeys, they jump
from tree to tree" or "If you have a field, you also need to have a garden."
Interestingly, the participants' accounts make note of a growing tendency for
women to be unfaithful or to take multiple sexual partners, an issue that is also garnering
recognition in current literature (see Tawfik and Cotts Watkins, 2007; Taruberekera et al,
2008). For example, when asked why women are more affected in Ghana, one participant
answers:
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Women in Ghana are not faithful. Men in Ghana are not faithful. If the man has a
wife, she even goes behind the wife. If the woman too has a wife...euh has a
husband, when she goes to funeral, she even goes to another man, you
know...When you have boyfriend, when the woman has a boyfriend...not one
boyfriend, multiple. That is they are all being unfaithful to each other. That is
what is happening. That is why so many people are getting.. .having the disease.
While participants often attribute men's infidelities to their "nature" as men,
women's infidelities are attributed to lack of economic resources. Having multiple
partners is described as a strategy women adopt in order to be able to obtain money, gifts
and other favors from their partners. "They will take boyfriends. When you take one
boyfriend, you change. To have all that you need to get." Women's motivations for
having multiple sexual partners are thus ascribed to outside pressures, whereas male
infidelity is described as coming from within, an irresistible force intrinsic to manhood.
Echoing this assumption, a participant concludes that if a woman chooses to be faithful to
her partner, she can be. "Talking about women, we can be faithful. That is my view. We
can be faithful. But for the men, they cannot be faithful. They go out. But for a woman,
she can be faithful."

Sexuality In Context
Gendered dynamics and paradigms thus yoke themselves intimately to the realm
of the sexual. Wider rules of masculinity and femininity come to shape what is expected
of women and men and how interactions take form in the context of sexual exchanges. As
Setel (1999) remarks, sexuality is "embedded in a social world structured and saturated
by relations of power" (p. 16). Consequently, it cannot be dissociated from the social,
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cultural, economic and other forces that come to shape how it is spoken about and how it
unfolds in people's lives (see also Spronk, 2005; Arnfred, 2004).
In Ghana, sex is often shrouded in a veil of secrecy. This notion finds itself well
captured in a phrase that surfaced on more than one instance during my fieldwork: "In
Africa, sex is something you do, not something you talk about." Discussions with the
women participants reveal one of the levels at which this silence occurs, namely between
parents or caregivers and their children. For instance, the participants in the group
interview all agree that sex is not something that is widely discussed between parents and
children, and that mentions of the topic are often limited to indirect prohibitions.
Describing her parents' attitude towards sex, one participant notes: "They will tell
you....don't....don't do anything. For me...until secondary school, I...don't even think I
was allowed to go out for parties or anything. No.. .my parents were very strict."
Rather than talking about sexual matters with their children, parents employ the
age-old (and seemingly universal) approach of leaving the topic unaddressed, all the
while establishing a number of prohibitions to prevent their offspring from engaging in
sexual relations. Sexuality left unaddressed in the home, children must often wait until
they receive sexual education in school for the topic to be discussed with a figure of
authority (see Carael and Glynn, 2008; Mill and Anarfi, 2002). By no means does this
signify, however, that young children are left unknowing when it comes to sexual
matters. In fact, the group interview participants devote quite a bit of time to describing a
popular game for young Ghanaian boys and girls:
Yeah...we called it mommy and daddy [...] One girl would play the mommy and
then one boy would be the daddy and then the rest of us would be the children.
And so...we would set it up...the mommy would cook and the daddy would sit
and read the paper...and the children would come and eat [...] Then the children
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would go up to school and one of the kids would be the teacher teaching them.
And then they would come home at night and it would be sleeping time. [...]
Mommy and daddy always sleep together in one bed.. .in one place. And they will
show intimacy to each other and then they will execute the acts of sex. Actually if
they don't know it...another kid who know will show them how to do it. They
will take off the clothes and do the action [...]. By then, all the kids, we knew
about sex.
Though sex may not be discussed openly in the typical Ghanaian household, messages
about sexuality circulate pervasively, reaching even the most "ignorant" of children.
In Ghana, religion plays an important role in the formulation and circulation of
discourses related to sexuality. For instance, describing the attitude towards sex in her
home, a group interview participant notes: "Well, if you're born into a Christian family
and they pour it into your head: Live morally, and so." Many Ghanaians are practicing
Christians, Muslims or believers of traditional religions, and they invest much time and
energy in faith-based practice, both individually and within broader communities and
congregations (Adinkrah, 2004; Mill, 2001; Takyi, 2003). Religion also infiltrates other
spheres of Ghanaian culture. For example, stores are often named after religious events or
images (like Chastity Laundry Service, Jesus Knows Fashion or my personal favorite
Jesus Fingers Furniture), while the local modes of transportation in the form of taxis and
trotros (vans converted into mini-buses) are often adorned with religious psalms and
dictums. As Adinkrah (2004) notes: "[rjeligious beliefs and practices permeate the entire
social fabric including marriage, education, economic affairs, and politics" (p.330). One
might also append sexuality to this list, in that religion plays a very important role in
shaping attitudes towards sexuality in the country.
A reflection of this religious influence appears in the highly moralistic terms
drawn upon by some of the participants to discuss sexuality and HIV/AIDS. For example,
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a woman interviewed in the streets of Accra made ample use of religious analogies when
describing her knowledge of HIV. She had learned about the virus in church and she
identified a "moral existence" as an important strategy for avoiding HIV infection. In her
case, this included "hard and honest" work as a hairdresser and trader, which she placed
in opposition to "women who set their beauty to attract people and to have money,"
namely sex workers. Identifying herself as faithful to her fiance, whom she met through
church, she also insisted that: "If you love your neighbor as yourself, then you can't 'pass
by your lover' [be unfaithful], get the sickness and contaminate them." Ripe with
religious undertones and influences, her discussion clearly situates HIV as a moral issue.
Consequently, adopting "decent" sexual and social behaviors can protect one from
becoming infected.
With regard to morality, the issue of religion and HIV also conjures up debates
surrounding condom promotion. As is the case elsewhere in the world, many religious
institutions and authorities in Ghana have been reluctant to promote the use of condoms,
91

under the guise that these devices may promote "promiscuity."

A participant in the

group interview elaborates on these debates, when she notes that:
Saying use a condom, use a condom and people felt...why should you
promote...its like you are telling the youth 'Oh have sex before marriage, you
know'. And one party was like moral...people...the youth has always been
indulging in sex whether you monitor it or not. So....why should you make it like
people should always wait until marriage before they indulge in sex? So one place
says just use a condom. The other party is like...no, there are people whose
morals will offend if you don't tell them abstain so lets just say they should
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abstain. Cause after everything is said and done, this is the safest, you know if
you don't do it at all...It's still a debate up till now. Nobody can reason.
Interestingly, while religious institutions may oppose the use of condoms, many
participants

identify having learned

about

HIV/AIDS

through their religious

communities.
S: And so where did you learn about AIDS? Did you know about HIV before?
P: Yes, the church they talk. They talk. Ehe. Yes, they talk in the church. That
time my husband is [sick].. .they talk.
This echoes the accounts of positive participants who mention having shared their
testimonies in churches or congregations: "And I remember the first time I went for
testimony, everybody in the church wept. Everybody including the priest, everybody was
weeping."
Though their negative stance against condom promotion —still the most effective
HIV preventive method— may limit the scope of their interventions, places of worship
and faith-based communities nevertheless offer an important platform for education about
HIV/AIDS in Ghana. A few representatives of the National response made mention of
this point in the context of our meetings, noting that religious authorities can constitute
important allies, particularly with respect to spreading messages of compassion towards
those infected and affected. The above-quoted participant also echoed this idea, noting
that her church encouraged them to show compassion to people living with HIV/AIDS
because while they could "live long" with the virus, their lives were stills "cut short."
Religion therefore plays an important role in shaping understandings of sexuality
and HIV/AIDS in Ghana, affecting women in particular ways. This point is captured in
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the pressure to remain a virgin until marriage, a recommendation targeted almost entirely
to young women and seldom to young men. As the group interview participants note:
PI: And they boast about their accomplishments...Ghanaian men...this is where
their problem is....but society accepts, their...masculinity and belittles the poor
women so to speak.
P2: That is why they never speak about male virginity...
PI: Precisely...
This conversation echoes a gendered pattern described by Carael and Glynn (2008),
marked by "dominant versions of masculinity [that] encourage young boys to "try out"
their sexuality with a variety of female partners while young women are encouraged to
remain virgins, although many do not" (p. 128).
As the group interview participants go on to note, messages related to virginity
can create significant tensions in the lives of young women:
PI: And that atmosphere that they've created around commitment, you know
the crowning event on your wedding night. [...] Always in the Christian
atmosphere, if you are able to wait on THE night with your husband, it's
going.. .this will be the crowning event. [...]
P3: There are some marriage that...you wait for the man, you go in and you
realize that he isn't the man he was. You have saved your virginity, you give it to
someone you think deserves it. He...he turns out to be the totally wrong person
and you divorce and later you meet someone who you think was really right, you
know and...
In this instance, the young women describe virginity as something that is not only
unviable but also risky, in that not knowing your partner sexually may lead to
disappointments in the future. They go on to note the irony behind messages that
advocate for abstinence and virginity as a way of protecting one's self against HIV:
People have waited, kept their virginity, gotten married, had sex and contracted
HIV/AIDS. Isn't that a sad story? This is why I started discovering about life and
I'm like you know what I'm really not going to listen to you people. People keep
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telling me if I do this, these are the consequences, so I try to do it....There are
cases where they didn't have to do it but they still got the same consequences. So
what are you trying to tell me: It's not as you are saying?
And that is where independence comes in because for me, that is what I realized.
Because they will tell you if you are a Christian, God will protect you, so you wait
until marriage. And you get married, you have sex and things like HIV and
unwanted pregnancy will not affect your lives, and because you were a good
virgin your husband will not cheat on you. But then you meet a man who just
loves sex, and loves variety... of women, I'm talking about. And who just doesn't
want to be faithful. It's life and so these are the probabilities that I get.
It must be noted here that one of the participants in the group interview identified
herself as a virgin and that she had chosen to remain one until her wedding night. She
positioned this decision as an empowered choice, a point the other women all agreed
with, even though they themselves had not chosen to wait. Rather than seeking to
establish whether virginity is in fact a good or a bad thing in the lives of young women,
this point should be read as revealing the contradictions that emerge in the sexual
messages targeted to women and how they impact women's decisions. Though these
messages may be confusing to say the least, as the participants' accounts highlight,
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women actively engage in decoding, negotiating and adapting them to their realities.
For instance, while they may be socialized in a context that positions female
sexuality as predominantly passive, women's accounts reveal a more nuanced version
than the "woman as victim" trope of official discourses. In fact, some Ghanaian women
even appear to find pleasure and power in their sexual lives, one of the group interview
participants noting: "Oh, sex, it matters a lot to me." Because they are issued from a
Spronk, (2005) draws from her discussions with young Kenyan woman to highlight how they
negotiate the impact of a dominant discourse of chastity, reproduction, modesty and virtue to find sexual
empowerment and pleasure in their lives (See also Carael and Glynn, 2008; Reddy and Dunne, 2007).
Similarly, Pietila (1999) draws from her discussions with market women in Kilimanjaro, Tanzania to trace
their participation in the "ongoing definition and redefinition of what is 'respectable' and proper
motherhood and womanhood in the face of changing circumstances.
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highly educated middle class, the group interview participants can be said to possess
greater leeway with respect to experiencing and expressing their thoughts about sexual
pleasure. However, the growing body of pro-sex research focused on African contexts is
helping to highlight how pleasure, desire and women's interest in sex transcends class,
age, and ethnicity (see Tawfik and Cotts Watkins, 2007; Masvawure, 2008; Reddy and
Dunne, 2007; Smith, D.J. 2001; Spronk, 2005). This idea appears in Darkwah and
Arthur's (2006) study of Virgin Clubs in Ghana, where they remark:
It was clear that the various tactics of silencing sexual desire that these
institutions utilized were largely unsuccessful. The female members
[young
teenage women issued from lower social strata], except for the secondary
virgins, were still connected to their bodies with its variety of sexual desires.
Although they were virgins, they were by no means asexual beings. (PNA)
While social rules and expectations may challenge women's ability to bring up
the topic of sexuality or to indicate their needs and desires to their partners, women still
appear to find strategies that allow them to do so in a socially and culturally acceptable
manner. A few examples surfaced at a workshop organized by SWAA-Ghana to train
community-based distributors of female condoms. In an activity devoted to non-verbal
communication, one of the participants noted that some women may indicate their desire
for sex by "accidentally" dropping their towel after bathing, thus exposing their bodies to
their partners in the hope that this may stimulate their appetite. Other participants
mentioned that women may arrange their hair in a certain manner or wear particular
clothes to attract their partners' attention. It was also indicated that women can use nonverbal approaches to let their partners know that they are not in the mood for sex, for
example by sleeping at the very opposite end of the bed.
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Women's accounts reveal a more nuanced understanding of female sexuality than
those captured in official discourses. Ghanaian women can and do find power and
pleasure through sexual expression and experience. Positioning women as sexual agents
does not however obscure the fact that sexuality can also be a space of immense
vulnerability. There are of course the structural and social norms that limit, constrain and
at times violate Ghanaian women's sexualities and bodies. Beyond this, sexuality also
yokes itself to complex emotions and needs. As a group interview participant notes:
You want.. .you want to be loved. Mostly, when you find such young people they
want acceptance. And...for every woman, every human being every girl want to
be loved, so the least show of affection, it's interpreted as love. And with that
they will do anything to please. That is why some people -women— are very
vulnerable.

Family Relations
Manifesting itself in women's romantic and sexual relationships, the need for
acceptance outlined in this participant's quote also extends into other aspects of women's
social lives. A key area where these processes play out is in the realm of the family. In
Ghana, familial relations are very important and extend far beyond the domain of the
nuclear family, to include cousins and other blood relatives, as well as close friends and
individuals from the neighborhood. In a great majority of the participants' accounts,
family recurs as a very important theme. This point concurs with recent academic
inquiries that have noted the importance of familial pressures in affecting women's
choices and opportunities (see Amoakohene, 2004; Charles et al., 2008; Lesch and
Kruger, 2005; MacPhail and Campbell, 2001; Mill, 2003; Takyi and Gyimah, 2007).
A positive participant alludes to this in describing her current living situation. Her
husband passed away seven years ago and she is still living with her in-laws. Even
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though she says they have been very kind to her, she is beginning to feel frustrated with
these arrangements. She states:
P: People. Even my husband's friends...are telling me I should leave that house.
And people...and my family too. "Why are you staying there, that house, long
time? You are young. You have to leave that house. You are still young, you can
marry. So you have to leave." So when I get money and go and rent my house
they won't ask me that anymore.
S: So you will not remarry?
P: No. And people are disturbing me. Even my husband's friends...and some
people too say "you are a good girl." Some girls...when your husband dead. As
soon as the man dead, the girl look for a man. Some of them say I'm a good girl a
some of them advise me I should leave the house. As for Ghanaians. Ghanaians,
this is their prob....this is their tradition. Ehe. If your husband died you don't
have to stay in that house. You have to leave there. But if the house is for your
husband you can stay there with your children.
As the participant highlights, hers is not a typical scenario and she is in fact rather
fortunate to have been able to stay with her in-laws for so long.
In a related vein, Kim et al. (2008) note that "in sub-Saharan Africa... property
matters are determined by a combination of residual colonial law, current constitutional
law, and ongoing customary law, the complexities of which often allow for loopholes or
legal gaps that undermine women's property and inheritance rights" (p.S65). This
complexity, combined with the difficulties experienced by women in accessing legal and
other institutional recourse, render inheritance rights a pressing matter for many women
in Ghana. In cases where widows and their children are cut off from their in-laws and
asked to leave the house, they come to be placed in potentially precarious situations. In
response to this vulnerability, women may be encouraged and attempt to find a new
partner who can help with their sustenance and that of their children soon after their
husband's death, a process that can have direct repercussions on the spread of HIV.
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In raising this noteworthy point, the participant also highlights what appears to be
a prevalent expectation in Ghana that women should be married. Because she is living
with the virus, this woman has decided to remain single and to abstain from marrying
again. Instead, she hopes to sustain herself independently by finding a job and a place to
live. The decision not to marry is one that more and more Ghanaian women -positive or
not— are choosing to make. However, this choice contradicts a traditional understanding
that assumes that an adult woman should be married (see Adomako Ampofo, 2004;
Duffy, 2005; Takyi and Gyimah, 2007; Okeke, 2001). Family members and friends do
not understand why this woman —still young and desirable— would not try to find a
husband. This point also surfaced in the context of the group interview, where one of the
participants referred in annoyance to her mother's constant comments regarding the fact
that she has yet to marry —let alone find a serious boyfriend.
While they experience pressure to marry from their families and wider society,
the participants in the group interview make note of changing circumstances in Ghana.
The are affecting the choices and lifestyles of young women like themselves.
PI: And everything is arranged and for our parents, I think, for them, most of
our parents married young... some of them did the customary marriage, 18 years,
20 years, you know. So you don't have this pressure, like I mean, M is 26, im 25,
I don't know how old S is 24, 25, 24. So lets say we are sorta in this new
generation that is so competitive, right out of school, your first degree means
nothing anymore. You have to get....masters you have to have a PhD and it's a
whole new thing. So its like you find yourself not able to settle down and marry
until you're 29, 30.
P2: and its looks like, it's beginning to look like...
PI: and then you realize that you have to work for your career so you get a
good promotion somewhere before you can settle down and have a family. You
know. So it's different. Nobody is going to really say I'm going to abstain when
I'm so much in love. You know. Maybe we have a good relationship going....
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In fact, change and the generational conflicts that issue from it runs as an
important theme throughout much of the group interview.

Often, the participants

explain why and how their parents' own decisions and ideals are no longer relevant to
their lives. They make frequent allusions to the pressure experienced as a result of the
clash between familial expectations and their own decisions to stray from these imposed
patterns. For example, one participant explains:
We've become very independent about all these rules. We've learned about all
these rules, we've tried to practice them but they don't really make sense to us. So
we are now so we are not going to live by these rules again but we are going
to pick and choose the ones to live by.
While these young women identify themselves as having chosen to stray from the
paths established by the older generation, their discourse reveals a degree of confusion as
to where the right path now lies. They acknowledge their parents' teachings to contain a
certain amount of veracity, since some of the choices available to them in this
contemporary context can indeed have negative impacts on their lives. The complexity
created by these generational conflicts is well captured in one particular section of the
group interview, where a participant begins:
PI: For our group....our age group and stuff, the elderly see us as a bunch of
naughty, silly...mindless...
P2: Rebellious...
P3: We are actually classified as that.
P4: I just think...I don't know how it is. My perception of life is so very...I
mean. The adults will always complain because the young people do not go the
way they wanted to go. Because the world is run by the adult world. And the
children follow. Then the adults watch the children grow to become adults like
them and they decide to choose other paths from what....
For a discussion of sexuality as a cause for generational conflict in Igbo society see Smith
(2000). See Thomas (2007) for a discussion of these issues in Namibia.
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Because you see our mothers and our fathers, their parents hammered certain
paths into their heads that were so effective that they followed the path strictly.
And the fear of going away from that path were so strong, there were single single
examples of people who veered away from that path and the consequences that
followed them...that concern the straight path. For example, they can tell you
don't have sex before marriage because that is the right thing to do. God bless us
people who don't have sex before marriage. And those people who are not having
sex before marriage will go to heaven faster than those who do [we laugh]. Now
let me tell you something. So those who want to follow, follow. Some people
might want to rebel but they are afraid. The rebellious ones don't take
caution...its because of that saying don't do it, I'm going to do it to excess. So
they go and have sex and then HIV comes. STDs.
It must be re-emphasized that a variety of factors affect women's ability to resist,
adapt or deviate from these forces and pressures. For example, because of their economic
dependence on family members, some women may not have the luxury of choosing what
the group interview participants describe as the "independent way." At times, women's
very subsistence rests on their ability to abide by these "rules." Furthermore, even when
"women gain power and status through education and wage employment, they must still
negotiate the constraints of family and societal gender expectations" (Okeke, 2001,
p.234).
As Okeke highlights, familial expectations yoke themselves to wider societal and
cultural norms, making them particularly strong and complex. This case is well reflected
in expectations surrounding gendered distributions of work in Ghana. I witnessed an
interesting scenario related to this matter in a trotro on my way to the Eastern town of
Ho. On a dark highway in a dark car, the twenty or so other occupants and I silently
listened to the radio. In the variety section of the program, a survey done with random
Ghanaian men was aired, asking them for their opinion on whether men should become
more involved in domestic work. As the program noted, because an increasing number of
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women are working full-time, it is becoming harder for women to accomplish their
domestic duties without their partner's help. I write about this incident in my journal:
The men interviewed seemed to agree that domestic work remains the realm of
the woman. Though one kind soul claimed that he helped with cooking and
washing, most of the others qualified their involvement as minimal. One of
them adding jokingly that he did help with the housework: by bringing home the
money. (My feminist friend and I were not amused). Beyond the actual
segment, what proved even more noteworthy was the amount of response and
discussion this piece seemed to create amongst the passengers. Though I
understood little of what was actually being said, you could easily tell that
this was touching a sensitive nerve in the otherwise silent audience. There were
debates going on, accompanied by a fair share of laughter, tongue-clicking and
other mouth noises used to express and emphasize approval, contestation or
surprise.
This particular moment captured what is the contentious nature of debates
surrounding gender roles in Ghana. Though mentalities are slowly changing and more
and more men are beginning to help around the house and with the children, for the most
part, women continue to be responsible for domestic tasks. Many of the women who
participated in the research make note of this expectation in their accounts, one
participant elaborating on its impact for positive women more particularly:
And also look at this: like, a woman and a man, a married couple. Both of you are
positive but always it's the woman who suffer. Because the woman have to leave
her sickness and pamper the man, and take care of the house, the children, their
schools food. You see. Women's is doing a lot but it's like, men are always on
top. But women too have to come out with something. That's why we form
women's group.
It is important to remember that women can and often do find a sense of
empowerment, satisfaction and pleasure in their roles as mothers and in their domestic
work. This point resonated at the workshop organized by the head office of SWAA
International, to examine the involvement of men in sexual and reproductive health. In
my notes about the event, I recount a particularly interesting moment:
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For an exercise on power, we were asked to draw an instance in our lives when
we felt powerful, and one where we felt powerless. Not everyone had the chance
to present what they had drawn but [PI] did, and I thought her examples were
both interesting and telling. In describing what made her feel powerless, she drew
money, and she explained that moments when she doesn't have any money and
needs to ask/beg for it made her feel quite powerless. On the other hand, what
makes her feel powerful is being in the kitchen, and cooking for her family. She
chooses the meals, prepares them and feeds her children and husband...this makes
her feel powerful. Jokingly, [P2] added that if your husband is hungry and the
food isn't ready, you are indeed in a position of power! This is a particularly
interesting point since it seems to go against the grain of a Western
feminist perspective that renders empowerment and housework practically
irreconcilable.
Again, the question that needs to be underlined here is not whether housework is
intrinsically oppressive to women or not. Rather, the point that merits recognition is the
fact that through a combination of coalescing forces and pressures, Ghanaian women are
positioned as the ones responsible for caring after the household. In a context where this
gendered association remains very strong, women are offered little room to contest it, or
to demand support from their partners or male family members. It is taken for granted
that women must do these things, and young girls are trained from an early age into this
role of domestic caretaker. Beyond a more abstract theoretical discussion of the power of
gender roles, it is important to acknowledge how this situation unfolds in the daily lives
of women. As was highlighted in the account of a participant, if both partners are sick it
is the woman who is expected to care after her husband and children. This may leave her
with very little time to rest or look after herself. The women participants frequently refer
to the stress that arises from this responsibility like the physical and emotional strain of
being overworked, and the financial burdens associated with looking after the household.
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Economic Issues
Just as economic factors figure predominantly in the discourses of the National
response -particularly with regard to their impact on increasing women's vulnerability to
the virus— this theme appears consistently in the women participants' accounts. This
prevalent trope relates to the issue discussed above, namely women's household
responsibilities —especially those pertaining to child-care. As reviewed in Chapter 2,
global economic reconfigurations have witnessed women becoming increasingly
involved in and responsible for the economic welfare of the household. The burdens
associated with this responsibility are particularly resonant in the case of single
motherhood, a point well captured in the seropositive participants' accounts.
Indeed, many of the support group members who participated in this study have
been widowed and thus burdened with the responsibility of looking after their children
without help. A participant notes:
Women they are suffering. The man dead and leave the woman and children. You
alone. Taking care of them. Maybe the man will...you know...maybe the man
don't have a good job before he will dead and leave the children for you. Maybe
if you don't have a good job. Or if you have it and the man leave four children for
you or three children for you. How can you manage? So the women are suffering.
In cases of divorce or separation, men are liable to contribute economically to raising
their children. However, both the mechanisms and opportunities for women to actually
follow through legally if the father refuses to contribute financially remain extremely
limited. Often, women are unaware of their rights or recourses, and in the cases where
they are, they may be demotivated or intimidated by the long, complex and expensive
institutional processes that accompany legal recourse (see The Coalition on the Women's
Manifesto for Ghana, 2004).
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As a result of this, a great number of women in Ghana are raising their children
with little to no financial support from the paternal side. Furthermore, the government's
limited budget for social services does not allow for childcare subsidies, and women have
no financial recourse of this kind. A participant makes note of the lack of assistance
provided to single mothers on the part of the government:
Women are facing a whole lot of problem especially...our children. Because
when the man brings forth with a woman, it stops.. .it get to a time the man stops
taking care of the child. All the responsibilities comes from the woman.
Every...each... going, eating, hospitalization, anything at all, the burden is of
the...woman. So I think if the government can help us to make a law that...if you
are a man, you bring forth to a child, you have to cater for that child...because if
not that each and every time women are giving forth, you see it...and women are
the most carrier. Because I am a woman, anything at all that comes from the man,
comes to me direct. See it?
Another positive participant highlights the impact of such a pattern on her own
life and that of her children. When asked why women are so affected by HIV in the
country, she answers:
P: Facing many many many problems. We suffer. Before your childrens are
grown.
S: Because of taking care of the children?
P: Mhm [yes]. They didn't take care of their children. Their fathers. So we are
facing the problems. That is why we are facing the problems. But [if] they...they
take care of the children, you too you have small... benefited. You get free.
But you only. You only you take care of the children. Now kra...my
children...they are make exams. But I didn't pay the school fess so they didn't
make. They are in the house. Now. Now, they make exams...
S: And they can't do...
P: I don't have money to pay. Their father they didn't pay. So...my daughters
are.. .my daughters and my.. .they are, they are home now. They are at home now.
So I'm hurried back to go. I come here and take my small small. So ten thousand.
I have twenty thousand, I leave ten thousand, and I take ten thousand to here. So
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there exams they didn't make some. One is going to class one. One is going to
class four. They are facing more problems.
In this case, we also witness the extended effects of economic hardship on the entire
household. Because this woman is unable to pay for their school fees, her daughters are
not accessing formal education. If this continues and the children are left educated at very
low levels, they will find the financial opportunities available to them drastically reduced,
thus placing them and possibly their own children in economically precarious situations.
Academics have referred to the vicious cycles created by the onslaught of the
disease in the lives of individuals, families and households, a pattern that is also echoed
in the positive women's accounts of their experiences (see Grant and Palmiere, 2003;
Schoepf, 1988, 1995; Whiteside, 2002). For example, many of the participants mention
that their husbands' and their own illnesses led to serious repercussions in their ability to
work. One participant notes: "That time, I'm working. I'm working. I'm selling perming
cream and pomade. But that time they...I'm sick, my money all run out. So that's why
I'm here [at the support group]." Similarly, another participant mentions:
Oh my husband is there...me I will go...Togo, Nigeria and my husband
sick... with all the money, it's finished. If it's somebody show me here, I will take
the money and go. Every place I will take my husband go. All the eat we our
money. All the money finish. My work money all finish. I sell my clothes, my
everything. Because of my husband male me...they make fine. The last one we go
to the hospital they say that my husband is the positive. It's too late. All my
property is lost. Now, I start afresh.
This particular woman's story is by no means unique but reflects a very salient
theme in the accounts of the positive participants. Many stress that because of the disease,
they have lost most -if not all— of their financial assets. As a result, they are unable to
find the capital necessary for trading or engaging in other forms of self-employment.
Although their support groups try to remedy this situation through the creation of
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income-generating activities like pin and batik making, the earnings made through the
sale of these products often prove meager when distributed to all members. Many women
indicate their desire for start-up capital as one of their main priorities:
Yes, I work. I sell petty things, toffees...but it comes to a tome...my children's
school fees makes my capital come down. Because of the school fees, I've used
all the money, that petty money for the school fees. I've not even started to buy
the things to start the petty trade. So if I get capital, I will expand the business so I
can look after the children. As of now I've paid some of the school fees,
[translation]
We find another example of this in the account of one support group member:
P: But because of my husband's die and my husband's sickness, so all my
money... finish. That's why...I'm not working.
S: Because you had to pay for his medical bills.. .and for his funeral...
P: Yes, yes. I pay my husband medical fee. And then we have more
children...seven children and grandchildren. All my money finished so I couldn't
do anything at all. That's why.
S: So you couldn't trade anymore...
P: Yes. I can't trade at all. But nowadays, I'm all right...I'm heavy [healthy]. If I
get money, I can trade. Because this time I don't have capital
S: So to start trading. So what do you do then....for money? You get help from
[the support group]?
P: From [the support group], we get small small. But nowadays too there is no
money...in [the support group]. And my children, they help me small small. The
time they don't have money, that time is hard for me.
Beyond the stress associated with not knowing whether or how one is going to
provide for one's self and one's family, the vicious financial cycles associated with
HIV/AIDS extend into women's ability to seek care and support. Many participants note
that the costs related to receiving medical treatment or social support can be quite
prohibitive. Not only do they include the costs of the actual interventions or medicines
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when these are not fully subsidized, but also costs related to travel and time spent away
from income-generating activities. A participant addresses this important financial
ramification, and how it impacts her ability to come spend time with her support group:
S: And how often do you come to [support group]? Do you come every week?
P: Every...first time I do come every three times but now I don't get money.
Transportation from my house to here its costing 20,000 before I come here so I
come once a week.
S: 20,000 for the one....
P: I've got picking too. I've got five picking so I can't be coming here every day
with 20,000. So I don't come regular.
While the accounts of women living with the virus highlight the far-reaching
impact of HIV and economic hardship on their lives, it is important to note that these
financial concerns extend far beyond the experiences of seropositive women only.
Regardless of their status, many women are unable to access medical or social assistance
because of the costs related to traveling to a site where these are available. In a context
where a significant number of women are looking after their children with little outside
support, priority might instead be placed on feeding, clothing and sending the children to
school, as opposed to seeking medical help in the form of an HIV test.
Women's accounts can be said to parallel official discourses to a certain extent,
for example by alluding to the vicious cycles associated with living with HIV. There is
however a very important and noteworthy variation in their stories. As was discussed in
the initial section of the chapter, which reviewed the discourses about women that
dominate the National response, poverty recurs very frequently as an explanation for
women's greater vulnerability to the virus in Ghana. Interestingly, not one of the women
participants I spoke to in the course of my research mentioned the word "poverty" or
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"poor" in reference to her own experience, or as a reason why women are so affected by
the disease in the country. In fact, women's accounts seem to paint a very different
picture of economic need than official discourses about them.
The women participants' accounts reveal what are often very difficult living
situations, where their own survival and that of their children is a source of important
concern. They do not, however, refer to this state as one of poverty. Instead, the
participants make constant reference to another level of economic need, one not at all
accounted for under the rubric of "poverty." When asked why HIV affects women so
strongly in their country, many of the participants respond with a variation on the theme:
"Women in Ghana want nice things." They go on to explain that because of their desire
for nice things, described for example as "new slippers or a new dress," women will
engage in sexual relations with multiple men to access these goods. This notion is well
captured in a conversation with a participant, where she replies to the question:
S: Why aren't Ghanaians faithful or why can't they be faithful?
P: Ohhh...well, what can I say. Ghanaian women it's like...one they don't like
working and they follow fashion too much, they follow fashion a lot. So that is
the main reason why they can't be faithful (...) But Ghanaians we can't we follow
fashion, the women don't like...
S: So they will take boyfriends?
P: They will take boyfriends. When you take one boyfriend, you change. To have
all that you need to get.
These statements are particularly interesting when compared to official discourses
about women and poverty, where women are depicted as passive victims beset by
constant economic hardship. While I do not wish to deny that many women in Ghana
struggle to ensure their survival and that of their children, there is another level to this
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story. It is one of economic desire versus economic need. Like their counterparts in other
areas of the world, Ghanaian women are affected by the lure of riches and the luxuries
money can buy, such as cars, clothing, accessories and visits to the hairdresser. Though a
great number of women work in Ghana, whether formally (as teachers, nurses, bankers,
etc) or informally (as seamstresses, traders, etc), their earnings are often insufficient in
meeting both their basic survival needs and their more luxurious desires. Because it is
common for a Ghanaian man to contribute economically to his sexual partner's upkeep,
whether through gifts or money, some women may use sexuality as a means of accessing
these goods (see Ankomah, 1996, 1999; Mill and Anarfi, 2002)
It is important to note that participants make a strong differentiation between the
use of sexuality for gifts and money and commercial sex work. For instance, their
accounts often depict commercial sex work in a negative light. One participant notes in
reference to her thoughts about HIV before learning of her positive status:
I wasn't afraid. It didn't do anything to me because always in my mind, and in
what we know here, is we the African women or Ghanaian women, we thought
HIV are HIV...I thought I'm special, I'm special for HIV because all the time
when I hear of HIV HIV, what I said is "oh those who will get will get but not
me." Because it was in my mind that...eeuugh...they say HIV is for
prostitutes...those...prostitutes have HIV. And I know I'm not a prostitute, I have
my husband who has died, passed away. So...I didn't know that I will get
infected.
Another participant describes commercial sex work by saying that:
Some women set their beauty to attract people and have money. I see some ladies
who bathe and go stand at Circle [an intersection in Accra famous for its street
prostitution]. But this is dirty money, money that doesn't last. You need to work,
work hard to make an honest living.
Sex work is therefore described as a profession or an identity specific to a
particular group of women, those who engage in paid sexual relations for a living. While
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they are often quite judgmental about prostitution, some participants do however link
commercial sex work to economic need. As a positive participant explains:
How does it happen? A woman is not working. She has nothing to do. At the end
of the day, she'll be doing prostitution. That is a sex worker. You don't know who
is the carrier. Most of these men, don't use the condom. Even at all, when they
use it, they pinch under [damage the device]. So how would you know? You see
it. So that is why these HIV is spreading. Because of the sex workers... Let me
give myself this example. Assuming me, I'm not working. I have no husband, I
don't have anybody at all who is caring for me. At the end of the day, I just polish
and go to wherever I'm doing my sex work. Maybe I'm not a victim. At the end
of the day I'm sick, I go to hospital, I will be a victim. So that is how it happens.
Most women that is how we get these HIV.
The participants' views on sex work therefore cover a range of opinions. What is
important to note is that prostitution is clearly differentiated from engaging in sexual
relations for gifts or money. CSW are identified as a distinct "category" of women,
whose main earnings come from encounters with clients. Taking multiple partners to
obtain goods is not identified as sex work. Rather, it is treated as a strategy that women
adopt regardless of social or professional status. It is not looked upon with the same
condescension and moralization as sex work, but described as an almost banal fact of
women's lives. "You own a car, you need money to work, maybe you are taking care of
your children, these other things, it is expensive...to take care of this some women will
take different men." Engaging in this type of sexual barter thus allows women to access
the "Big things" they crave and complement their other income-generating activities. A
participant elaborates upon this point, noting that while many women in Ghana are
involved in trading, "the money is very little." In response to this, "Young girls will kiss
men for wealth, money and gifts. Some women will even keep three men. This is how
they can drive big cars."

177
How the participants discuss the impact of economic forces in their lives raises a
number of interesting points. First and foremost, it drastically departs from official
discourses about women that focus solely on their economic needs, and efface their
economic desires. Granted, in Ghana, women have reduced opportunities in accessing
education, lucrative jobs, banking or capital. Furthermore, since they are often
responsible for the wellbeing of their children and families, this can add another level of
financial stress. Many women in the country are struggling to make ends meet, to feed
their children or to send them to school. Poverty figures prominently in their lives.
However, unlike official discourses that position them as passive victims, women
paint a different picture of themselves. By alluding to economic desire as a driving force
behind the transmission of HIV, they present themselves as wanting agents whose lives
extend far beyond a simple question of daily survival. Of course, women want their
children to go to school and to be healthy, but they also want "nice things" for
themselves, and they want to be seen with them. This injects a level of agency that isn't
captured in the notion of poverty, where women are simply victims and can be little else.
Women's descriptions of the strategies they employ to access these "Big things"
also stray from their official positioning as passive victims. Granted, the structural forces
and gendered dynamics that render sexual barter an appealing strategy for women require
critical examination. However, given a context where women's earnings are often
insufficient, this remains a tangible and productive approach. Unlike sex work, which is
distanced and stigmatized, the taking of multiple partners to obtain material goods is
regarded with little condescension. Women describe it plainly, without the use of
moralizing language, and without creating a separate identity category for the women
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who practice the approach. Again, how they describe this process and the actual process
itself inject agency into an official construction of women that sees them as little more
than victims. Given the context in which they exist, Ghanaian women have developed
effective strategies to meet both their economic needs, and their economic desires.
Although one can read sexual barter as an active strategy, it is important to
acknowledge that it still contributes to a pattern where women remain economically
dependent on men. Women may earn their own incomes but in complementing these with
sexual relations for material gain, they are not completely financially self-sufficient. In
turn, this point bears upon their ability to negotiate the terms of their relationships with
their partners. A participant makes note of this in recounting her own experiences:
S: And your husband....
P: Yes, he didn't believe of accept it. [the fact that he was HIV positive]
S: He knew?
P: He knew. Ah, he knew. And the reason why I say he knew is that he was
chasing women. In fact, it wasn't good. Any woman, any girl that passes [...]
S: And you knew all that time that he was chasing women?
P: Yah, I know, but what will you do? That's some of the women, you see. We
don't have the power. You see. Because he's taking care of you. You see. And in
fact he help me to take care of [her children]. You see. So...I know that oh, once
he's taking care of me, I have no problem.
This participant was conscious of her husband's extra-marital affairs and the
threat they presented to her own well-being. However, because he contributed to her
upkeep and that of her children, she was unable to ask him to change his ways. Though
this dynamic proves particularly salient for women in economically precarious situations,
as the participants of the group interview note, it also affects more privileged women:
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PI: I think...I think that the situation is...even in high class Ghanaians where
even a woman relies on her husband's money to live up to a certain status.
P2: Totally... dependence on the man
PI: You need that money, you need that big house and when the man dies you
need that inheritance. So if he says lie down, come to have sex with me, you lie
down.
Gendered and economic configurations in Ghana continue to limit women's full
financial emancipation. In turn, women's economic dependency on men reduces their
ability to negotiate various aspects of their personal, sexual and social lives. This can
have direct ramifications on their experiences of HIV, limiting women's ability to discuss
infidelity with their partners, to enforce condom use, or to access care.
While there are thematic overlaps between official discourses about women and
women's descriptions of their lives, the participants' accounts provide a much deeper and
more complex understanding than the one-dimensional discourses of the National
response. Indeed, the women participants' accounts highlight what are important barriers
and constraints faced by women in Ghana, but they also reveal how women engage,
negotiate and navigate within their circumstances as wanting and knowing agents.
Having offered this review of women and gendered issues more generally, I will now
turn my focus to HIV prevention. I will begin Chapter 5 by providing a review of HIV
prevention as it is construed in the National response. In the second section of the
chapter, I will draw from the women participants' accounts to complement, complexify
and move beyond the limitations of these official tropes.
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Chapter 5: Analysis: HIV Prevention in Ghana

Chapter Summary
Chapter 5 begins with a critical review of HIV prevention as it is construed in the
National response to HIV/AIDS in Ghana. Drawing from interviews with representatives
of the National response and the other material gathered during the fieldwork, I examine
how HIV prevention is defined and carried out by this institution. Particular attention is
given to the dominant ABC model and the scarce gendered preventive interventions that
currently exist in the country. Turning to the women participants' accounts, the second
portion of the chapter provides a more complex picture of the various issues at play in
shaping women's knowledge and experiences in relation to HIV prevention. For instance,
the participants' accounts reveal important misconceptions surrounding HIV and AIDS,
and other elements that need to be accounted for in crafting HIV preventive interventions
that better account for their complex needs. Focusing on the dominant ABC model, the
chapter concludes by turning to the women participants' accounts to demonstrate the
limited and unviable nature of this individual behavior change approach.

5.1. HIV Prevention in the National response to HIV/AIDS in Ghana
Defining Prevention and BCC
In the context of the National response to HIV/AIDS in Ghana, Prevention and
Behaviour Change Communication (BCC) are slated together as one of the seven main
priority areas for the 2006-2010 National Strategic Framework II.

Preventive

interventions encompass the work being pursued to prevent, reduce and manage the
spread of the virus in the Ghanaian population. These strategies include: the promotion of
24

See The Annual Program of Work (2007) and National Strategic Framework II (2005). The
other areas are Policy, Advocacy and Enabling Environments; Treatment, Care and Support; Social,
Cultural, Legal and Economic Impacts; Coordination and Management; Decentralization, Regional, District
and Community Response; Monitoring and Evaluation, Surveillance and Research; Resource Mobilization
and Funding Arrangement.
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Voluntary Counseling and Testing (VCT); Prevention of Mother-to-Child Transmission
(PMTCT); Post-Exposure Prophylaxis (PEP); the minimization of transmission through
tainted blood and blood products; and public education and communication programming
aimed at raising awareness and encouraging behavior change.
Because seroprevalence remains relatively low in Ghana, Prevention and BCC are
prioritized as an important and cost-effective way of maintaining low rates. This position
is outlined in the Five Year Program of Work, when it states that:
Conservatively, 96% of the Ghanaian population is uninfected by HIV. A key
strategic direction of the programme of work for the next 5 years, therefore, is to
keep this population HlV-free through vigorous implementation of evidencebased prevention interventions. {The National Response to HIV/AIDS, p. 30)
Along with prioritization also comes funding, such that Prevention and BCC receive a
generous portion of the overall national budget for HIV/AIDS in the country. As the
Annual Programme of Work (HIV & AIDS) 2007 outlines: "[o]f the total funds, the
largest proportion is allocated for two intervention areas: Prevention and BCC (21%), and
Treatment, Care and Support (50%)" (2007, p. 28).
In keeping with the MARG (most-at-risk-groups) model discussed in Chapter 4,
the National Strategic Framework for 2006-2010 highlights the importance of focusing
HIV prevention activities with particularly vulnerable groups. This point is taken up in
the Annual Programme of Work (HIV & AIDS) 2007, when it emphasizes the need to
"bring about a gradual shift in prevention activities towards those geographical areas and
specific groups with the highest prevalence" (2007, p. 19). In addition to reducing the
risks of infection for members of MARG themselves, strategies that target these specific
populations are said to contribute to the prevention of transmission in the "general
population." For example, by reducing rates of HIV in the CSW community, risks of
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transmission to clients are significantly lessened, and by extension, so are those of the
sexual partners of CSW and their clients.
In addition to the focus on MARG, prevention guidelines also highlight the
importance of targeting "vulnerable groups" who are said to face increased risks because
of socio-economic factors. While they are not directly subsumed under the rubric of
MARG, these populations include women and girls and children and youth (both in and
out of school) (see Ghana AIDS Commission, National Strategic Framework II, 2005, p.
42). In light of Ghana's well-coordinated educational system, in-school children prove
fairly easy to reach when it comes to HIV prevention. The school-based ALERT model,
which will be explored in detail shortly, provides a wonderful illustration of this point.
On the other hand, and as noted in the National Integrated IEC/BCC Strategic
Framework, reaching out to women and girls and out-of-school youth can prove far more
challenging (Ghana AIDS Commission, 2005). An important reason for this relates to the
fact that women and youth represent very diverse populations, who organize themselves
in networks that may not be as clearly demarcated, "public" or accessible as those of
school-children —namely schools.
Partly as a result of this heterogeneity and diffuseness, an analysis of the National
response reveals that women are seldom targeted with their own preventive interventions.
This point surfaces in the The national response to HIV and AIDS: Five year programme
of work 2006-2010, when it states that: "[fjew programmes have been developed
specifically for women" (2006, p. 18). Other than programs reaching out to mothers or
CSW specifically, women are instead amalgamated in programs targeted to the "general
population." Encompassing individuals of unknown serostatus who do not belong to a
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MARG, this "general population" category occurs frequently in discourses of the
National response, and it ranks high as a priority audience for Prevention and BCC in the
country. In fact, the National Strategic Framework II 2006-2010 identifies the "general
population" as its first target in the chapter "Prevention and Behaviour Change
Communication." It states that:
In a generalized epidemic, intensive social mobilization strategies are needed to
implement programmes that promote individual as well as collective positive
behaviour change. By targeting the general population, stigma associated with
group targeting will be reduced. For the general public, the mass media shall
continue to play a significant role in the dissemination of information to achieve
behaviour change. (Ghana AIDS Commission, 2005, p.41)
The National response's focus on the "general population" as a target group for
HIV prevention echoes a trend identified by Sahasrabuddhe and Vermund (2007), when
they note that:
Most prevention programs worldwide are targeted toward hitherto HIVuninfected (negative) individuals to reduce the incidence of HIV acquisition.
Counseling and interventions to reduce individuals' risk behaviors are the
overarching strategies that are applied to all targeted populations and individuals.
(p.242-3)
With regard to how the "general population" of Ghana is represented in the
discourses of the National response, knowledge of HIV/AIDS is said to be quite high —if
not absolute. This idea is well captured in the term "Universal Knowledge." The latter
surfaced frequently in my interviews with representatives of the National response, when
they answered a question as to whether Ghanaians are well informed about HIV/AIDS.
Various documents also underline this assumption, the Demographic and Health Survey
of 2003 positing that "98 percent of all respondents have heard about HIV/AIDS" (An Indepth analysis of HIV prevalence in Ghana: p. 18). Finally, the sentiment is echoed in the
article HIV/AIDS: A rural perspective, where the author declares: "One could say with
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certainty that there is nowhere in this fifty-year-old independent Ghana that inhabitants
could claim ignorance of the disease" (Yormesor, 2007, p.7).
Because knowledge of HIV/AIDS is said to be so high, many representatives of
the National response describe the role of prevention as having shifted away from basic
information about the virus and its transmission, to a more aggressive Behavior Change
Communication (BCC) approach. In Ghana, where the spread of the virus is assumed to
be driven mainly by risky (hetero)sexual behavior, "[a] successful response must be
fundamentally rooted in avoiding and/or reducing behavioral risks associated with sexual
and reproductive practices" {The National Response to HIV/AIDS, p.31). As the National
HIV/AIDS Strategic Framework II 2006-2010 stresses: "[fjhe new generation of BCC
programmes [must] go beyond provision of knowledge to provide life saving
skills/abilities, the confidence and ability to initiate and sustain changes" (2006, p.40).

Communicating HIV Prevention
With regard to how BCC messages are disseminated to the "general population,"
discourses of the National response identify the mass media as an important vector. This
notion appears in the National Strategic Framework II 2006-2010, when it states: "[fjhe
mass media shall continue to play a significant role in the dissemination of information to
achieve behaviour change" (Ghana AIDS Commission, 2005, p.41). Similarly,
representatives of the National response made frequent reference to the benefits of the
mass media when discussing their own work or HIV prevention more generally.
The description of the mass media in discourses of the National response usually
includes newspapers, pamphlets, printed texts and increasingly so, the internet. Since
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literacy and computer access are not a given for every Ghanaian, these media remain
limited in their scope. Televisions constitute another very popular medium in the country,
though they are more prohibitive in terms of their cost and their need for electricity. In
the case where individuals and families do not own their personal TV set, friends and
family members will often gather at each other's homes to watch programs together.
Moreover, public televisions set up outside of small businesses —for example stands
where local and bootlegged movies can be purchased— always draw quite a crowd.
Overall, radios are identified as the most accessible and widespread means of
mass communication in the country. By extension, they are often singled out in official
discourses as the most useful tool when it comes to disseminating messages of HIV
prevention. Not only are radios widely accessible and affordable, but battery-operated
devices can be used anywhere in the country —an important consideration given a context
where many communities have yet to be connected to the electrical grid, and where those
who are face frequent power outages.25
As to how HIV prevention messages are communicated through the mass media,
they tend to take a variety of forms. A number of representatives of the National response
identified their participation in radio and television talk shows, where they would present
information about HIV/AIDS and associated issues in a straightforward, didactic manner.
For example, the interviewee at the YWCA noted that her organization had been
responsible for a weekly hour radio program two years prior. The nurse in charge of the
counseling clinic at their vocational school would present on various topics pertaining to
sexual and reproductive health, and answer questions sent in by mail. Adding that they
25

See Panford et al. (2001) and Wolf et al. (2000), p.78, for a discussion of the importance of
radio in Ghana. See Agyemang and Shabaya (2005) for a discussion of access to electricity in Ghana.
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would notice a significant increase in visits to the clinic following the weekly airing of
the show, the interviewee emphasized the impact of such programs on raising awareness
and encouraging people to seek treatment and information.
Because a growing number of positive individuals in Ghana are willing to
publicly disclose their status, mediatized testimony giving has also become more popular
and prevalent as a means of preventive education in the country. I had a chance to watch
one of these programs during my time in Ghana, where two representatives of a support
group for PWHA were accorded fifteen-minutes on a talk show. During this time, they
discussed their experiences living with the virus and they described the activities of their
group. Similarly, a few of the support group members who participated in this study also
noted that they had taken part in mediatized programs on the radio and the television.
This point echoes the increasing recognition granted to the benefits of involving PWHA
in HIV/AIDS programming, at international levels and in Ghana more specifically. As
Mill (2003) notes: "[sjeveral professionals advocate the participation of persons with
AIDS in prevention programs to personalize and normalize the epidemic" (p. 13.).
In addition to specific educational and awareness-raising messages, the topic of
HIV/AIDS also seeps into the media more indirectly. For example, a number of locally
produced movies and television shows have integrated HIV into their plot lines, by
featuring characters who are affected by the disease or concerned with their status.
Similarly, as part of their OVC related activities, SWAA-Ghana produced a dramatic
television movie aimed at raising awareness and reducing the stigma experienced by
orphans and other children made vulnerable by the disease.
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Though the discourses of the National response often prioritize the mass media as
a key tool for the dissemination of HIV preventive messages targeted to the "general
population," they describe the benefits of combining them with the use of other
approaches. The National HIV/AIDS Strategic Framework II (2006) refers to this as an
"Integrated Communication Strategy for HIV Prevention," one comprised of:
A blend of interpersonal communication, mass media and community-based
approaches that take into consideration the communication needs of specific
target populations to promote evidence-based positive behaviours that will
reduce the spread of HIV/AIDS. (p.41).
Describing themselves as "Leaders in Behaviour Change Communication," the
GSMF (Ghana Social Marketing Foundation) offers a most relevant example of this
integrated communication approach. Referring to their BCC model as "a combination of
the use of social marketing and interpersonal communication," their programs mobilize
communities through peer education, community events and the production of materials
in various media. A good example of this model is found in Stop AIDS, Love Life -by far
one of the best-known and widest reaching HIV/AIDS campaigns to date in Ghana.
Started in 2000 as a collaborative initiative between the GSMF, the Johns Hopkins
Communications office, the Ministry of Health, the Ministry of Communication and the
GAC, the representative of the GSMF whom I interviewed identified it as the first
campaign to "have put HIV on the national agenda."
Stop AIDS, Love Life combined three phases, namely "information and awareness
raising through mass media focusing on Abstinence, Being faithful and Condom Use
(ABC); personal risk assessment through community-based programs; and compassion
for people living with HIV/AIDS," and drew upon various communicative tactics to
achieve its goals. Included amongst them was the organization of events and trainings
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that facilitated peer-to-peer and community education, as well as a traveling road-show.
Comprised of different acts which addressed issues surrounding HIV/AIDS, the latter
proved both "entertaining and educational... This channel of communication has revealed
to be unique in [that] it reached the grassroots and offered the opportunity for people to
ask questions about the topic" (Kouassigan, 2002, PNA). Since the very early days of the
global pandemic, entertainment-based interventions such as theatre, dance and puppetry
have been valued in Africa and elsewhere for their ability to teach about HIV/AIDS and
other issues in a non-threatening and enjoyable manner (Adams, 1992; Middlekoop et al.,
2006; Schoepf, 1995).
The campaign was accompanied by the development of the largely popular
national radio show "Speakeasy," which subsequently led to the creation of "Things We
Do for Love" —rated the number-one television show in Ghana during its year of airing.
Overall, Stop AIDS, Love Life's multi-media approach seems to have proven quite
successful in reaching a large audience ("Stop AIDS Love Life in Ghana", 2003, PNA).
As noted in the GDHS (Ghana Demographic and Health Survey), the GYS (Ghana Youth
Survey) and GRHCSS (Ghana Reproductive Health and Child Survival Survey):
Overall, 83% of males (aged 15-49) and 77% of females (aged 15-49) recalled
hearing or seeing the campaign logo or slogan. Furthermore, 37% of men and
26% of females had high exposure to Stop AIDS Love Life, recalling the
campaign in seven to 11 communication channels. The campaign accomplished
its objective of increasing the use of HIV-protective behaviors, particularly
regarding the use of condoms. ("Stop AIDS Love Life in Ghana," 2003, PNA)
In fact, so successful was this campaign in making its message heard, that the
representative for the GSMF mentioned to me that years after the fact, people continued
to think that it was still under way. With the quantity of Stop AIDS, Love Life stickers,

189
pamphlets and t-shirts I came across during my time in Ghana, I was not particularly
surprised by this comment.
In addition to using a broad range of media and approaches to disseminate their
messages, the instigators of Stop AIDS, Love Life also worked in close collaboration with
traditional leaders, seeking their approval and participation throughout the development
and dissemination of the initiative. Kouassigan (2002) remarks that "Ashanti, Heve,
Nzima and Ga Chiefs and Queen mothers' high level of endorsement represented an
important catalyst on the issue and significantly reduced people's skepticism on
HIV/AIDS" (PNA). As figures of authority and gatekeepers for their communities,
traditional leaders play an important role in Ghanaian society. Soliciting their
involvement proves highly strategic, since it broadens the scope of audiences while
adding legitimacy to the messages communicated.
The benefits of involving traditional authorities have been garnering an increasing
amount of attention in the global HIV/AIDS community, and Ghana's National response
more specifically (see Chilisa, 2005; Green et al., 2006; Mill, 2001). In addition to the
work of traditional authorities like Queen Mothers, this model has extended to include
other forms of local authority such as religious leaders. As outlined in the previous
chapter, many of the women who participated in this study noted that they had learned
about HIV in their church. By extension, they echo the stories of positive participants,
who mention having shared their testimonies at parishes and churches throughout the
country. Considering the importance of religion in Ghana, the involvement of religious
authorities is particularly pertinent. When she raised the issue in the context of our
discussion, the GSMF representative remarked that while they may not be willing to
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promote the use of condoms, traditional and religious authorities have a rich role to play
in spreading a message of compassion to reduce the stigma experienced by PWHA.
Another example of this tactic appears in the campaign Who Are You To Judge?,
launched at the beginning of 2007 and focused on reducing stigma and discrimination for
those living with or affected by HIV/AIDS —a major priority in the year's work plan.
While it targets the Ghanaian population as a whole, the intervention also includes a subcampaign aimed at reaching Christian and Muslim religious leaders more particularly.
Like the leaflets and posters produced for the broader audience, the ones targeted at
religious authorities include information about how HIV is spread and the behaviors
people can adopt to prevent its transmission. However, the information on these
"religious" pamphlets is somewhat modified, in that it also contains quotes from the
Bible or the Koran, and messages with religious connotations. For example, the one
devised for Christian leaders features an image of a priest reading from the Bible,
accompanied by the caption "Jesus doesn't Judge, Why Should You?"
The involvement of opinion leaders brings to the forefront a key point with regard
to the development of successful HIV prevention programming, namely the benefits of
working with structures and institutions that are already in place. This point seems to be
gaining recognition in the context of the National response, as exemplified in the ALERT
model. This nation-wide school-based intervention is coordinated by UNICEF and
involves Ghana Education Service, Ghana Health Service, the GAC and various NGOs.
The program was described to me by its UNICEF representative as operating under the
assumption that "knowledge of HIV is not enough," and that children need to develop
skills in order to be able to take up this knowledge in their lives.
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While ALERT recognizes the importance of the teacher-child exchange in the
dissemination of knowledge, it also attempts to move beyond this dyad and involve
children's wider communities in the HIV prevention educational process. Parents,
extended families, friends and neighbors are thus included in the initiative through the
organization of parental meetings and community events. By involving children's wider
communities, ALERT aims to facilitate children's ability to put knowledge to practice.
For example, the UNICEF representative stressed that by ensuring that parents
possess the adequate information and tools to respond to HIV, they are able to contribute
to their children's education, while also avoiding their own infection. In the process, the
chances that these children will be orphaned by HIV/AIDS —a point linked to increased
HIV vulnerability— diminish drastically. Because it works with the social and educational
structures already in place in Ghana, the ALERT model is thus able to create minimal
disruptions in what is already an overcrowded and under-resourced school system, while
maximizing the scope and benefits of the endeavor.
Though campaigns like Stop AIDS, Love Life and the ALERT Model constitute
but a small minority of the ample Prevention and BCC work undertaken in Ghana, they
forefront what is the innovative nature of its integrated approach to preventive
communication. From peer education, to testimonies, to puppet shows, to pamphlets and
television dramas, used independently or in tandem, the originality of such programs
proves inspiring and worthy of recognition. This having been said, it is my contention
that the realm of Prevention and BCC in Ghana still proves limited at a fundamental
level. The problem with HIV prevention in Ghana lies not in the media and approaches
used to communicate HIV preventive messages, but in the messages themselves.
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As easy as ABC
When it comes to Prevention and BCC in Ghana, the content of preventive
messages and campaigns targeted to the "general population" remains overwhelmingly ~
and problematically— homogeneous. In official documents, radio programs, billboards,
public presentations, peer training manuals, and even my discussions with representatives
of the National response in Ghana, all turn to the ABC's of prevention. As examined in
the previous chapters, the ABC model has been at the root of much contention in the
global HIV/AIDS community. Though many of the representatives of the National
response acknowledged these debates when I brought them up in our interviews, they still
appeared to take the validity of the ABC model for granted.
That is not to say that other HIV preventive messages are fully absent in the
National response. For example, increasing attention has been given to promoting VCT
and encouraging people to know their status as a means of controlling the spread of the
virus. Similarly, the movement towards the reduction of stigma and discrimination of
PWHA is also coming to be understood as a cornerstone of HIV prevention, in Ghana and
internationally (see Merson et al., 2008; Mill, 2001, 2003; Wegbreit et al., 2006). This
approach is founded upon the conviction that once stigma and discrimination are
lessened, individuals will be better able to disclose their status to their sexual partners,
and thus lessen the transmission of the virus to uninfected partners. While it proves
important to acknowledge these alternative or complementary messages, when it comes
to educating and encouraging behavior change within the "general population," ABC still
remains the dominant preventive message.
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This assumption resonated in my interview with the Director-General of the
Ghana AIDS Commission, where he described ABC as the main approach to BCC in the
country. This interviewee espoused a fairly nuanced understanding of ABC,
acknowledging that youth cannot always abstain from sex. Furthermore, he advocated
ABC+, where the last symbol represents risks of transmission through infected needles
and sharp objects. This aside, he nevertheless appeared to take the effectiveness and
pertinence of ABC completely for granted. In fact, this interviewee went on to describe
ABC as offering the "best mechanisms" for people to protect themselves from the virus.
Similarly, the UNICEF representative's description of the ALERT Model also
seemed marked by this underlying conviction in ABC as the ultimate preventive lesson
for school children and their communities. During our interview, he proceeded to
describe a model developed by the Johns Hopkins Centre for Communications Program
used in the development of the ALERT curriculum. He accompanied his description by
showing me a rather poignant illustration. It featured three boats in the middle of a
tumultuous sea filled with alligators, syringes and the dying. Each vessel represented one
of the three ABC teachings. The illustration and its accompanying activities encouraged
youth to avoid falling into the "scourge" of HIV, by adopting the three behaviors.
This widespread belief in the validity of the ABC approach is also well captured
in official documents, as well as campaigns and messages developed in the context of
Prevention and BCC in Ghana. For instance, ABC is elaborately described in the
National Integrated IEC/BCC Strategic Framework (2005), a document that guides the
development of Prevention and BCC messages in the country (pp. 59-60). Accordingly,

194
countless billboards, pamphlets, t-shirts and other mediatic vehicles feature the ABC
slogan as their main preventive message.
An important point needs to be raised here. Official representatives and
documents often can and do take the time to explain in detail what the A, B and C of this
preventive approach stand for. For example, abstinence is described as delayed sexual
debut or a chosen refusal or halt of sexual activity. B stands for mutual fidelity, "which
works only if both partners are faithful and uninfected" {National Integrated IEC/BCC
Strategic Framework, 2005, p.7). In the process of being condensed for public
dissemination, ABC on a billboard or a sticker does not offer these more nuanced
understandings. The words Abstain, Be Faithful and use Condoms present a supposedly
self-explanatory and obvious solution to protecting one's self against HIV.
Whether these behaviors are explained in detail or not, I continue to gravitate
towards the side of the debate that argues ABC to be fundamentally flawed, and that
advocates for its removal from the HIV prevention repertoire (see Barnett and Parkhurst,
2005; Coates et al, 2008; Collins et al, 2008; Dworkin and Eherhardt, 2007). The
conditions under which the ABC behaviors can actually be applied to one's choices and
existence are much too complex to be condensed into three little letters, and their
corresponding words. Numerous forces coalesce in the lives of individuals and affect the
sexual choices they can make. For various reasons, it is often difficult -if not completely
impossible— for these behaviors to be adopted, in Ghana or elsewhere. While I will return
to a critique of the ABC model later, by drawing from the women participants' accounts
to demonstrate its unviable and undesirable nature, at present, suffice it to say that the
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National response's emphasis on the ABC message to HIV prevention drastically limits
the benefits of Prevention and BCC in Ghana.

Women and HIV Prevention
As noted prior, women's issues have garnered an increasing amount of
recognition on the part of the National response to HIV/AIDS in Ghana. Discourses
focusing more specifically on Prevention and BCC have also followed these gendering
trends. For example, the National Integrated IEC/BCC Strategic Framework (2005)
identifies women and girls as an important target group in the context of HIV prevention.
It posits that:
Cultural programmes for reshaping gender roles, such as educating more women
about safe-sex practices, use of condoms, lessons on negotiating safer sex and
awareness campaigns about where to seek testing and treatment are greatly
needed to lower women's rate of infection. Lack of economic empowerment
coupled with low literacy and negative socio-cultural and religious practices
continue to beset women in Ghana and increase their level of vulnerability to HIV
infection, (p.77)
While this document makes a call for preventive interventions that recognize and
address women's experiences in relation to HIV/AIDS, I would argue that overall,
Prevention and BCC in Ghana does not adequately respond to the complex issues faced
by women. Outside of preventive initiatives targeted to CSW or in the context of
PMTCT, HIV prevention seldom reaches out to women more specifically. Instead,
women are subsumed under programs targeted to the "general population," which pay
little attention to the gendered dynamics of the epidemic and the measures women can
realistically adopt to protect themselves from infection. As discussed in Chapter 2, this
argument can easily be directed to the ABC approach. Offered to men and women alike,
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this model pays no consideration to the many issues that limit women's ability to
implement its prescribed behaviors.
There are, however, a few HIV preventive exceptions that merit attention. For
instance, representatives of women's organizations interviewed during the fieldwork
noted that they were involved in a large-scale study that was tracing the impact of
gendered violence on women's experiences of HIV/AIDS. This initiative aimed to
provide a greater and more comprehensive picture of the links between domestic, sexual
and other forms of violence and the transmission of HIV in Ghana. Once completed, the
study would help guide the development of interventions that would reduce the incidence
of both domestic violence and HIV infection in women (see Amoakohene, 2004; Appiah
andCusack, 1999).
The work of the Manya Krobo Queen Mothers' Association mentioned prior also
deserves recognition. As figures of authority in Ghanaian culture, Queen Mothers have
"traditionally been responsible for the welfare of women and children in their respective
communities" (Manya Krobo Queen Mothers' Association, n.d.). With the advent of
HIV/AIDS, their role has come to include educating their communities about the disease
and caring after children who have been orphaned by it. As the association's official blog
notes, "[tjhrough the use of the Queen Mother's traditional role of visiting households
they are able to discuss sensitive topics pertaining to health issues and care for the
vulnerable in society especially women and children." By tapping into cultural
frameworks of authority that are already recognized and respected, the work of the Queen
Mothers provides a prime example of the benefits of harnessing pre-existing structures
towards HIV/AIDS related work. Furthermore, as Opare (2005) notes, women in
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positions of influence and power can be a great inspiration to young girls and their
communities, thus furthering the benefits of this type of intervention.
The work of SWAA-Ghana and other members of the Female Condom Working
Group also constitutes another key area of intervention with regard to Prevention and
BCC targeted specifically to women. Launched in 2000, the National Female Condom
Promotion Campaign harnessed the new device to educate women about their "right to
protect their own lives and to provide them with some basic skills in negotiations—and a
technology in their hands—to exercise that right" (Population Council, 2006, p.9).
Though the campaign proved strong in its holistic approach to the promotion of a femalecentered prevention method, reviews have highlighted the numerous barriers that have
stood in the way of FC promotion in Ghana. Notable amongst these is the prohibitive cost
of the device, coupled with a progressive decrease in funding for the project. As a result,
the FC campaign has remained small in its scope and has been interrupted by frequent
funding-induced pauses. Consequently, lack of awareness and limited access to female
condoms have made it a very marginal preventive method, especially when compared to
the male condom —widely recognized, accessible and affordable throughout Ghana.
During my fieldwork, I was able to take part in a training session for female
condom distributors organized by SWAA-Ghana. As promoters of sexual health, these
individuals were brought together to partake in brainstorming sessions and to refine the
skills required for educating their communities about female condoms. Many of the
device's limitations surfaced over the course of this interesting process. These included
the relevance of introducing a method into a community when the technology is not
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always available. Participants voiced their preoccupation with promoting female
condoms if they were only going to have limited access to them in the long run.
In a similar vein, while visiting a friend's house, I met a woman who had been
trained as a community-based FC distributor for the neighborhood —one of the poorest
areas of Accra. We spoke about my volunteering activities, and she asked me whether she
could expect more female condoms from SWAA-Ghana, since the women she had
educated in her community had been asking for the device. She had long ago run out of
stock and had not heard from SWAA-Ghana since, thus bringing to the forefront the
problems associated with the non-sustainability of the FC. Though this female-centered
method is ripe with potential in terms of increasing women's ability to protect themselves
from HIV, obstacles like issues of access drastically limit its efficacy or viability (see
Hoffman et al., 2004; Kaler, 2004; Population Council, 2004).
Lastly, the phenomenon of Virgin Clubs provides another interesting example of
an approach to HIV prevention focused on targeting women more specifically, in this
case young girls. These clubs, which encourage girls to take "abstinence pledges" and to
become "virgin ambassadors," have taken root in schools and communities throughout
the country. Interestingly, not only are these clubs targeted mostly to girls and seldom to
boys, but they are often founded and directed by men. In their insightful feminist inquiry
into the phenomenon, Darkwah and Arthur (2006) argue that the "emergence of Virgin
Clubs in the country in the last five years serves as a mechanism through which Ghanaian
males seek to repress Ghanaian female sexuality" (PNA).
While Virgin Clubs can be identified as a preventive intervention targeted
specifically to women, they require problematization. For instance, in promoting
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abstinence only, these clubs do not provide their members with long-term tools to protect
themselves from HIV infection. Furthermore, they prove problematic in their
reinforcement of a stereotype that positions African women as "passive victims of male
desire" (Campbell quoted in Darkwah and Arthur, 2006, PNA).
A critical review of discourses and interventions related to HIV prevention in
Ghana therefore reveals important limitations with regard to how women's issues are
construed and responded to on the part of the National response. Other than programs
targeted to preventing the spread of the virus through commercial sex work or from
mother to infant, few preventive interventions reach out to women more particularly.
Exception lies in the work of organizations and interventions focused specifically on
women's issues, though female condom promotion and Virgin Clubs also present their
limitations.
Overall, when it comes to HIV prevention in Ghana, women tend to be subsumed
under the "general population" caption. Consequently, they are targeted through the use
of blanket initiatives like the ABC approach —a model that pays little to no attention to
the gendered dynamics of the epidemic. Having provided this critical review of HIV
Prevention as it is construed in the National response, the next section of the chapter will
draw from the women participants' accounts to further highlight the limitations of official
discourses.

Additionally,

the

women

participants'

accounts

provide

a

more

comprehensive and complex overview of women's knowledge and experiences of HIV,
and by extension, the possibility of preventing its transmission.

200
5.2. HIV Prevention in the Women Participants' Accounts
Problematizing Universal Knowledge
As outlined above, Prevention and BCC strategies in Ghana's National response
espouse an underlying conviction in the benefits of an integrated approach to
communications, one that draws from a range of communicative tools to disseminate
messages about HIV. Echoing the positive attributes associated to this approach in
official discourses, conversations with the women participants reveal similar trends. For
instance, many of the participants mention having first heard about HIV through one or
more of the communicative outlets identified by the National response. The ones that
surface most frequently in their accounts are the mass media, particularly radio and
television, and educational interventions in schools, churches or other religious
establishments. For instance, the daughter of a positive woman recounts her exposure to
knowledge of HIV through televised information:
S: So you knew about HIV? If you knew there was a difference between HIV
and AIDS?
P: Yes, before that I've been seeing it on the tele. When they are doing...they are
making the adverts. So I'm listening and they are explain it. So I always listen but
those days my mother don't know. So I'm the one who tell my mother the
difference between that [HIV and AIDS].
Because she had learned about the disease on television, this participant was able
to explain the differences between HIV and AIDS to her mother, when the latter tested
positive for the virus. A discussion with the participant's mother reveals that she did not
know that there was a difference between the virus and its associated syndrome prior to
discovering her status. Nevertheless, she was familiar with HIV, having heard about it on
the radio.
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This point is echoed throughout the participants' accounts. All of the women who
took part in this study indicated that they knew and had heard about HIV. Their accounts
therefore resonate with the claim for "universal knowledge" put forth by the National
response. Similarly, when asked the general question: "Do people in Ghana know about
HIV?," most of the participants answer positively. "Yes. Right now they know it. At first
they know it but they don't take it seriously. But right now, because of the television, the
newspapers, everybody, even the children know that we have an HIV right now. Yes."
Knowledge of HIV in Ghana is very high. People know that the virus exists.
Often, they also know some of its modes of transmission, as well as strategies that can
prevent this process from occurring. In this way, Prevention and BCC activities in Ghana
can be said to be very successful, in that they reach a very significant portion of the
population. Nevertheless, the idea of "universal knowledge" found in official discourses
requires problematization. Ghanaians may know about HIV, but this knowledge remains
limited. As a participant highlights, recounting her experience being tested positive for
the virus: "I hear about it but I...I don't really...I haven't been educated about it at all.
Just heard... during the programs on TV and radio...just take it like that. It's HIV you
don't know what is it. Till I experience it myself... .yah, I know what is HIV."
While she had heard about the disease, this participant claims that she had not
really been "educated" about it. She identifies the diagnosis of her own status as the
moment when she began to gain an in-depth comprehension of HIV. Another participant
echoes this sentiment when she states that:
P: She said she has been hearing about HIV on the radio. But in fact all what
she was saying is that HIV is not in Ghana. It was very far.. .it was not around this
place at all. But she has been hearing about HIV. But not toooo much
education on it. So [s]he didn't know it was very close to her.
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S: And so does she feel that people in Ghana know more about HIV now?
P: There are a lot that they don't understand about HIV. There are a lot they don't
understand. What they know is that HIV is there. But they don't understand
They don't know their education about it. [translation]
While they may not refer to it using the "universal knowledge" appellation found
in official discourses, the participants seem to agree with the idea that a great majority of
the Ghanaian population knows about HIV/AIDS. This being the case, women's accounts
move beyond the official tendency to celebrate this so-called "universal knowledge,"
highlighting what are important limitations in people's knowledge of the disease.

Misconceptions Surrounding HIV Transmission
These limitations manifest themselves in the participants' accounts in the
continued misconceptions that surround the disease. For instance, the transmission of the
virus through non-sexual modes is quite unclear. As one woman notes:
It's difficult. Very very difficult. Before I had the disease, I heard about HIV
all right, but I didn't know the way... Well, I know the way one can get HIV is
through sex. Just through sex. But I didn't know blood transfusions and so...
just through sex. So.. .and I know that when you get HIV you are going to die.
There is no treatment, there is no drug for you. There is no cure. But I know
about HIV. But I didn't know other transmission. All that I know is that when you
sleep with somebody who has HIV, you will get HIV.
Like this individual, many of the other participants indicate limited knowledge of
modes of transmission other than unprotected sexual intercourse. In the cases where they
do refer to other vectors, the actual processes and risks associated with them remain
unclear. This point resonates quite strongly in the women participants' discussions of the
transmission of the virus from mother to child. As discussed prior, much funding and
energy have been invested into PMTCT in the National response to HIV/AIDS in Ghana.

203

However, resources are mostly directed towards interventions that seek to prevent the
transmission of the virus in women who are already infected, as opposed to programs
focused on educating non-infected individuals. Consequently, women may know that
there is a possibility of HIV transmission to their children, but the actual processes
through which this transmission occurs, and the preventive interventions that exist to
counter them seem vastly misunderstood.
I witnessed a prime example of this pattern at the workshop organized by SWAAGhana to train community distributors of female condoms. In a discussion about modes
of HIV transmission, the twelve participants turned their attention to PMTCT more
specifically. As I wrote in my journal following the event:
Participants noted that there tended to be much confusion when it came to the
transmission of HIV from mother to child, both for themselves and in their
communities. There was confusion surrounding when transmission occurred,
one participant stating that she had heard of cases where women had
deficiencies in their placentas, which allowed for the transmission of the virus
in utero. Another participant mentioned that there was a drug you could take when
trying to conceive, to ensure the seronegativity of the child. The facilitator
insisted that transmission occurred only through labor and breastfeeding.
I asked a question as to what was usually done in relation to breastfeeding, if
a woman was found to be positive. I was given a particularly vague answer,
something to the effect that the women get a three-month trial period, and then
are given formula, or taken in charge by NGOs. I didn't push the issue further.
With all the myths and confusion circulating during this discussion, and the fact
that questions —my own and those of others— were answered vaguely and
around the point, this incident highlights the need for a massive education
campaign on PMTCT in Ghana. After all, if we as a group of "experts" are in the
dark, then one can only imagine what the case is for the "general population."
Though the group was constituted of individuals who had received prior training
in HIV/AIDS and sexual health matters, neither the participants nor the facilitators were
able to provide a comprehensive account of the processes and interventions involved in
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PMTCT. As I remark in my notes, if this is the case for such an educated group in
relation to HIV/AIDS, then one can only imagine the knowledge deficiencies that mark
the "general population" in Ghana. This idea is captured in a participants' accounts.
S: I'm curious to know, do you think women here are well informed about
PMTCT.. .are women realizing?
P: Not that many, not that many. Except when you are pregnant and you go to
the hospital. But not that many know if you are not pregnant. Some women who
go to the hospital, they will go to the clinics, they will be told about it. But they
don't mind it. They don't see the need to for them to go, because they are faithful,
they can't be positive.
In the process, the participant highlights a number of key issues. While testing for
HIV has become a routine component of antenatal care in Ghana, many women do not
access formal medical treatment when pregnant or giving birth (Awusabo-Asare et al.,
1993; The Coalition on the Women's Manifesto for Ghana, 2004; Duda et al., 2005). As
a result, many women are unaware of their status upon birthing or breastfeeding. In the
cases where they are living with the virus, the absence of preventive measures can
increase the chances that their infant will also become seropositive. When women do go
for antenatal care, there is no guarantee that they will return for subsequent visits. Even
though they are routinely tested for HIV, women may not receive their diagnoses or
appropriate treatment and counseling to minimize risks of transmission to their infants.
The question of breastfeeding must also be raised here, since breastfeeding by a
seropositive mother can significantly increase the risks of transmission to the infant.
WHO guidelines on the matter advocate for the use of replacement feeding when a
woman is positive, but only if this technique is: "acceptable, feasible, affordable,
sustainable and safe." In the cases where replacement feeding does not meet these five
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requirements, the WHO recommends "exclusive breastfeeding for HIV-infected women
for the first six months of life" (World Health Organization, 2007, p.43).
In Ghana, a number of obstacles hinder the possibility of reaching the WHO's
five requirements for replacement feeding. Most notable amongst these is access to clean
water. Research has demonstrated that the use of unclean water to prepare formula or
food for infants can have drastic and often detrimental effects on their health (see
Browning, 1998, pp.60-61; Fowler et al., 2007; Kerr et al. 2008). It must also be noted
that some women may not know where to acquire formula, or may not have the financial
means to purchase the quantity required for meeting their child's nutritional needs.
Finally, breastfeeding also acts as a natural means of birth spacing, since women
seldom become pregnant while they nurse. In a context like Ghana, where many women
are not accessing medical treatment —let alone family planning services— lactational
amenorrhea lessens the burden of having to care for many young children simultaneously
(see Mayo Clinic Staff, 2008). Because of these important dynamics, the question of
breastfeeding for positive mothers in Ghana remains complex and case-specific.
However, considering the confusion that surrounds the transmission of the virus from
mother to child and the mechanisms that exist to prevent it, there is an obvious need for
preventive programs that address this issue in greater depth.
In addition to the transmission of HIV from mother to child, the transmission of
the virus through infected blood also appears unclear in many of the participants'
accounts. For example, the mother of a seropositive girl infected through a blood
transfusion notes that:
For her, she thought that to get HIV, one has to sleep with somebody, but when
she realized that the child had it through a blood transfusion, she realized that no,

206
its not like that. She was being educated. There are so many ways of having the
disease. Its not only sex. So for her.... anybody can get it, through sex and other
things. There are so many ways of getting HIV. [translation]
The question of infection through the use of contaminated tools and objects also
surfaced in other participants' accounts. One participant made mention of this form of
transmission in the context of a medical setting, when she explained that her friend had
been infected in a hospital in Nigeria, where they had used a dirty needle to perform an
injection. Another participant referenced transmission through objects when she noted, in
response to a question as to why women are so strongly affected by HIV in Ghana:
She says that she thinks that most women get it from hairdressers. Like maybe
they are weaving your hair...most of the times, they are using needles. And also
when they retouch your hair, they use needles...sometimes you can get it from
there. So she thinks this is one of the way.. .the women.. .in Ghana, [translation]
Because this form of transmission would entail that both the hairdresser and the
client experience bleeding cuts and the sharing of blood, hairdressing seems quite
unlikely as an important vector for HIV transmission. The point is not to debate the
possibility and incidence of such infections in Ghana, but to highlight what appears in the
participants' accounts as confusion surrounding non-sexual modes of transmission. This
point echoes the work of Gisselquist, who argues for the need to pay greater attention to
the transmission of HIV through infected blood products and medical instruments in
preventive campaigns in West Africa (cited in Carael and Glynn, 2008, p. 123).
Considering the omnipresence and pervasiveness of the ABC model in HIV
Prevention and BCC messages in Ghana, it is not surprising to note that participants'
knowledge of HIV transmission tends to center almost exclusively on the sexual
transmission of the virus. By extension, the participants' accounts highlight a pressing
need for comprehensive preventive education about the risks associated with the non-
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sexual transmission of the virus, including mother-to-child transmission and the
transmission through infected blood products and tainted objects.

Confusing HIV and AIDS
In addition to misinformation surrounding the non-sexual modes of transmission
of HIV, the women participants' accounts also reveal a number of misunderstandings
related to the impact of the disease at its various stages. This point manifests itself in a
tendency to view HIV infection as highly chronic, whereby individuals are imagined to
become very sick in a very short amount of time. This confusion reflects what is a
broader misunderstanding surrounding the stages and manifestations of HIV and AIDS.
HIV refers to the virus itself. Initial infection may present itself in a short bout of
sickness, indicating the stage of primo infection. Subsequently, HIV can live in its host's
body quietly and for many years, without necessarily making itself "apparent." AIDS, on
the other hand, refers to a collection of symptoms that characterize the syndrome. Once
the virus has seriously debilitated its host's immune system, the person becomes very ill
and can degenerate rapidly if left without medical help. AIDS is thus the stage where
HIV infection becomes "visible," as exemplified in the almost stereotypical image of the
Person with AIDS with sunken cheeks and a highly emaciated body.
In Ghana, the confusion surrounding HIV and AIDS can be linked to the very
earliest education campaigns in the country. As in other areas of the world, initial
discourses about the disease often focused on the most dramatic and deadly effects of
AIDS, namely sickness, chronic weight loss, and death (see Lupton, 1994; Mill, 2003,
2001; Watney, 1994). Because the asymptomatic phase of HIV infection was left
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unaddressed, many came to assume that a diagnosis with HIV had to result in immediate
disease and death. Many seropositive participants refer to the effects of these early
images in their own experiences. One woman notes:
And I say because... They are showing...the way they are showing the HIV
people on the TV. You see the person, the person can't sleep. So I was thinking.
I was thinking that if you [have] that viral, you are dead. Ehe. Maybe three
days time, or one week, you are dead. The way they are talking about HIV, AIDS.
AIDS is a killer disease or something. So I don't have any experience at that, so I
was thinking that if I get this, I'm going to die today or tomorrow.
This point is echoed in the account of another participant, when she says:
And all...those days too, you see...if you are infected with this illness, the stigma.
Because the way they showed HIV...or they talk about HIV or AIDS...show
them on tele for us, as soon as you hear that you are HIV positive, you yourself
maybe you can kill yourself. It was soooo strange that at time at once I denied
myself...I don't want anybody to touch me and I don't want to talk to anybody.
All what I was expecting was death. I knew that I was going to die at that
moment.
Representations of HIV in Ghana have expanded significantly in the past years,
coming to depict PWHA in a much more positive light, as active and potentially healthy
for many years. Nevertheless, the early association between HIV infection and acute
sickness and death continues to mark people's understandings of HIV/AIDS (see
Adomako-Ampofo, 1999,p.582).
This point resonated throughout my conversations with women in the streets of
Accra. When I asked these participants to describe HIV, they often named symptoms like
"you become slim," diarrhea, TB, rashes and boils, or described HIV/AIDS as a "killer
disease." They consistently described HIV infection as the chronic and later phases of
AIDS.

While the seropositive participants recognized the differences in the

manifestations of HIV and AIDS, the same cannot be said of the participants who had not
been as highly educated about the virus.
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This point also manifested itself in participants' discussions surrounding whether
or not you could tell if someone was living with the virus from looking at them.
Preventive discourses in Ghana, particularly those promoting VCT, increasingly stress
the fact that an individual can live for many years without knowing that he/she is
infected. People are therefore being encouraged to receive VCT and to know their status
whether they are feeling well or unwell. This has not sufficed in changing the belief that
HIV infection is something that can be "seen."
A young participant on the streets of Accra made note of this when she described
a television show she had seen a few days prior, which featured "a man who had AIDS."
Remarking on his healthy appearance, she noted that: "Here in Ghana, we assume that
people with HIV or AIDS are slim, we see horror." As I write in my notes about the
interview, the participant went on to elaborate that:
If a healthy looking man comes up to a lady and tells her he loves her, then she
will not know he has HIV. If you look at him, you can't tell he has it. Because
there are medicines now, people can keep longer and stay strong. It's important
to show people like this on television, to show that HIV is real, and that even a
healthy-looking person can be infected.
The description of HIV infection as something you can "see" also appears in the
accounts of some of the seropositive participants. Though they have since learned about
the differences between HIV and AIDS, many describe their initial understanding of HIV
in highly "visible" terms. As one participant notes:
S: So you were surprised [when you found out you were HIV positive]?
P: Yes, yes. Because I asked myself, I'm not lean, I'm fat so how will this happen
to me? Because I know they says those who are infected are slim people, now
look at me.
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Similarly, many positive participants express having sought medical assistance
and/or being diagnosed after they or their husbands had fallen very ill. This idea concords
with an understanding of HIV infection as manifesting itself in pronounced sickness.
Because they did not present the more "visible" signs of the disease, namely weight loss,
diarrhea and other chronic symptoms, many of the positive participants did not feel the
need to get tested. As one woman remarks:
She says they've not become sick before. The person is normal, he is doing his
or her work....so why the test? Its like when I look at myself, I am not sick.. .what
is wrong with me? HIV people they are very sick, they are tired...me I'm strong.
Unless the person become very sick before the person will go for a test. If not
that, they will not go for VCT. [translation]
The women participants' accounts therefore call attention to the need to more
clearly differentiate between HIV and AIDS in educational programming, and to continue
to emphasize the fact that a person can be healthy and still be infected with HIV.

Spiritual Dimensions
As noted in the previous chapter, some of the participants use strong moral
undertones in describing HIV/AIDS to me. This motif points to the broader association
between the disease, morality and religion. Though some of the seropositive participants
emphasize that HIV is a "sickness like malaria, even cancer, cancer or...this diabetes
sickness," I would argue that this is far from being the case. Because of its early
association to populations deemed "deviant" and the fact that its transmission conjures up
the realm of sexuality, HIV/AIDS has taken on moral dimensions that seem to have left
other chronic diseases untouched (see Brandt, 1987; Crawford, 1994; Gilman, 1995).
Accordingly, HIV/AIDS in Ghana has yoked itself to a number of beliefs related to
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religion, spirituality and morality. Because they surface frequently in the women
participants' accounts, these beliefs need to be accounted for in the process of situating
their knowledge of HIV and AIDS.
Religion plays a very important role in shaping Ghanaian culture. Not only does it
contour daily routines and social landscapes but it also affects how people relate to and
understand their lives. For instance, throughout my stay in Ghana, I observed a tendency
to defer to God and to identify this almighty power as "He" who directs and ultimately
oversees people's experiences. For example, many of the positive participants position
their HIV status as "God's way," also indicating that they have turned to God to help
them deal with this important challenge. As one participant notes in explaining her
reaction to finding out her positive status:
The midwife told me you are a positive, where is your partner? And I said my
partner was dead. In fact, fact...I have no...I don't know what I am going to do
with myself. Maybe I'm going to drink a medicine to die, or...I'm going, should I
go to the streets and then car will hit me and go...so many thing. After that I am
praying, I was praying. God will protect me. God will fill me to stand fair because
of what is happening in my life. Because I'm too young to experience that thing. I
have one child. Always, what I'm thinking is I'm going to die.
Another participant makes a similar statement when describing her experience
being tested positive for HIV:
So I went and I collect the report and then I go. So I...I give it to doctor and
doctor say you are HIV positive. I say what? Me? In fact that time I was shocked.
That time I was shocked. And I called my husband and I say the man oh you are
very wicked. Okay. That...that is very painful but I give it to God...because we
have two children so I give it to God. And I say because of the children I forget,
so we are living. As a positive.
Many of the seropositive participants have therefore turned to God in order to
understand why this difficult situation has been thrust upon them, and to find comfort in
dealing with this chronic disease.
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While the deference to God can bring solace, it can also create significant
challenges for HIV prevention. By identifying God as the almighty power directing
people's destinies, individuals can lose their belief in their own agency to affect their
protection. Mill elaborates on this point when she notes that "Christian fundamentalism,
prevalent within the Ghanaian school system, has been cited as an obstacle to the
discussion of HIV prevention strategies because of the tendency to defer to God for
solutions to the problem" (2001, p.256). In this sense, the deference to God where things
are ultimately believed to be in "His" hands can serve as a justification for people not to
get tested, or not to use adequate precautions.
The director of a support group for positive women remarks on how this
phenomenon complicates the possibility of raising awareness and encouraging
individuals and communities to engage in safer behaviors. "So it happens a lot. Here in
Ghana people don't talk, we don't talk. We say okay, we leave everything for God, we
say God will take care of it. Meanwhile you can't stand there and talk and fight. So we
want to make sure that they don't forget." This phenomenon parallels what some have
identified as the fatalism associated with HIV/AIDS, whereby individuals may abstain
from using preventive precautions under the pretense that everyone is destined to die
anyway (see Campbell and Mzaidume, 2001; Stadler et al., 2007).
A participant alludes to this when answering a question as to why women in
Ghana are so affected by the virus: "For the men, they are wicked. Very stubborn and
wicked. When they hear about HIV...all die be die...so we all die...fine. So that is how
they behave [translation]." As Mill (2001) notes: '"All die be die' is based on the belief
that not only death, but also infection with the HIV virus is predetermined and therefore
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cannot be altered through individual behavior change" (p.263). This fatalistic attitude
must therefore be accounted for when developing HIV preventive programs.
Though organized religions like Islam and Christianity play an important role in
shaping understandings of HIV in Ghana, attention must also be granted to traditional
systems of belief. The missionary processes associated with colonization often attempted
to eradicate what were identified as the "pagan" belief systems of the colonized.
Nevertheless, pre-colonial superstitions continue to flavor Ghanaians' world views, often
co-existing with the spiritual ideas of organized religion (see Adinkrah, 2004; Liddell et
al., 2005; Pieterse, 1994). For instance, some view HIV as resulting from acts of
witchcraft or "juju," both of which draw upon the concept of magic to explain the
occurrence of negative events in the lives of individuals or communities. For instance,
when asked why women are so affected by the virus in Ghana, one of the participants
notes: "Some women have multiple sexual partners and sometimes you get it from
witchcrafts and the....witches, they go around sharing [translation]."
While this particular participant expresses her own view of HIV infection as
potentially induced by an act of witchcraft, others make note of this phenomenon as a
barrier to HIV prevention. For example, one participant mentions:
I give a testimony for their own traditional area, for them to understand that HIV
is true. It's not something...somebody says that that there is juju or some
medicine. Nonononono I don't believe in that. Still now, some people believe that
there is somebody who bring them juju or so. But it's not so. The thing is in the
blood.
This idea is echoed in the account of another participant, who notes that upon
learning of their seropositive status: "That is the time people will say oh it's a witch,
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witch gave it to you. He dreamt that they were giving you injection in dream and
maybe...it's you see. But it's rare. You shouldn't think like that."
In this case, magic as a spiritual and practical phenomenon is drawn upon to
explain the occurrence of the disease in an individual's life. Beyond these direct
references, the participants' accounts also make allusion to what can be called "magical
beliefs." Most notable amongst these is the idea that HIV only happens to others.
Participants make numerous references to this process in explaining why people continue
to become infected in Ghana.
S: So you think that people know...why do you think they are still becoming
infected though, if people know?
P: They know about HIV but some of the people think, me? I don't touch HIV.
You see. That is some of them idea. They can say me? It's like...it can catch
some people but not me. That is African's mind.
S: Oh I'm not sure it's just Africans. I think it's in general...lots of people...in
Canada it's like that too.
P: Yeah. Is it the same? Becoming affected...maybe somebody, but not me. That
is their mind. But.. .for me, I know that it can happen to anybody.
As the participant notes, though they know about the virus and the fact that it
exists, some individuals turn to a magical belief that infection cannot happen to them
personally. Consequently, they can justify engaging in unprotected sexual activities
without paying attention to the potential threat of the disease in their own lives.
This point parallels another motif, where individuals turn to the belief that the
virus has not yet infiltrated Ghana, and that they are thus safe from it. A participant notes:
No, we've heard about the disease, but at times we don't even want to listen, and
we don't even want to hear about it. People have heard about the education but
still, they will not abide by it. They want to do their own thing. That is their
own...that is what they think. They've heard about it, its there, but it's not near
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them. They know the education, they know how it can be infected they, but they
think it's not in Ghana, it's not very close to them.
Similarly, when answering a question as to why Ghanaians continue to become
infected with the virus, participants point out that many people refuse to believe that HIV
actually exists. As one participant notes:
Some people think it's a joke. That what we are saying it's a joke. Some people
even they don't know that this person have this problem so when they are talking,
if you warn them, talk to them, tell them that hey my friend, take care of this and
this, this, then they will say oh this is not, they are lying.
It must be emphasized that this process of denying the existence of the virus or
the threat it presents in one's own life is by no means unique to Ghana, or to HIV for that
matter. Human beings seem endowed with the gift of justifying their actions and
behaviors to themselves, even when they realize these to be harmful to their health and
their existence. The point of these observations is not to identify Ghanaians as naive or
irresponsible. Rather, they highlight how discourses and understandings of HIV come to
yoke themselves to wider belief systems and world-views (see Mill, 2001, 2003; Takyi,
2003). In turn, people actively draw from these systems to negotiate the potential risks
associated with HIV/AIDS in their lives (see Haram, 2005; Parikh, 2007; Reddy and
Dunne, 2007). For prevention to be truly effective, it must address and account for the
many ways in which individuals and communities understand and position the disease
and their own vulnerability to it.

Barriers to VCT
As has been noted prior, the experience of stigma and discrimination affects the
lives of many positive individuals in Ghana. This point is well captured in the accounts of
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the seropositive women who participated in this study, many of them recounting frequent
experiences of persecution since their diagnosis. In addition to the many negative
consequences of stigma and discrimination in the lives of those already affected by HIV,
these processes also contribute to limiting people's access to Voluntary Counseling and
Testing (VCT). Elaborating on this phenomenon, a participant notes:
You know, that is the thing and that is why HIV is spreading. Because they
wouldn't want to hear anything about it, do you understand? Someone will say as
I'm here, I haven't done the status and I don't know my status so I'm fine, I don't
have anything to worry about. But if I do the test and I find out that I'm positive,
then I'll have to worry for the rest of my life. Forgetting that.. .if you find out
your status early, you can take care of yourself and live longer. But the thing
is...the way it all started, like I said last time, the media, education didn't go well,
they didn't start it well. So they put fear in people and now, they are trying to
correct it, but it's getting very difficult. It will take a long time.
As this participant points out, the sooner one is diagnosed with the virus, the
better one's chances of receiving adequate treatment and prolonging one's life
expectancy. However, because HIV continues to be viewed in a very negative light and
because those infected and affected face much stigma, individuals are afraid to be tested.
Instead, many prefer not to know their own status, thus avoiding the dire consequences
that often accompany a positive test result.
Beyond the negative perception of HIV and its associated stigma, a number of
other obstacles render the act of being tested for HIV a complex choice. A participant
makes note of this in reference to PMTCT more specifically:
But the problem is...everybody wants to save their children but the problem is
having to do the test. Going to do the test. Most of them are afraid because of
their husbands...that if they do the test without their husband's knowledge,
they will be seen as unfaithful... .or if they do the test and they are positive, their
husbands leave them. That.. .it happens.. .in Ghana.
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While there are benefits to knowing one's HIV status —in this case the possibility
of preventing transmission of the virus to an unborn child— VCT cannot be dissociated
from its broader social context. Many participants express a fear of consequences as one
the main barriers that stand in the way of people being tested for the virus. In addition to
accusations of infidelity, the fear that their partner will leave them upon learning of their
positive status is identified as another important barrier to testing. As a participant notes:
P: But some men in particular they are stubborn. Even they know very very
that he has an HIV. But he will never never go to the hospital. And he will never
never tell.. .inform you that he's having it. Ehe.
S: Why not? Why doesn't he inform his wife?
P: Because he know inform the... wife, maybe the wife will leave. Maybe the
wife will leave him. Or the wife will inform people, so he wouldn't tell the wife.
Based on the seropositive participants' accounts, this is not an unfounded fear.
Many of them note that upon informing their partners of their status, their partners left.
P: The problem is for... .because her husband is not positive and she is
positive, she's facing a whole lot of problem now. Because when it happened
when it happened that way, the man will not agree to stay with you again. She
will just tell you that you are HIV positive...why should he waste his time on
you? So that's the problem of the woman.
S: Is her husband staying with her now?
P: The husband has left her. She's staying....her husband will stay at another
place, [translation]
The fear associated with disclosing one's status can therefore present an important
barrier to people wanting to know their status. This issue can prove particularly salient
for women, in that losing one's partner may also result in the loss of financial support.
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While stigma and fear represent a particularly important barrier to VCT, the
women participants' accounts also allude to other factors, including geographical and
financial access. As one participant remarks:
You know....Ghanaians...some of them don't want to go to a big hospital like
Korle Bu, Ridge Hospital. Some of them like clinic. Only private hospital. So she
was going up and down hospital, clinic clinic...and they didn't tell him the truth.
Even they don't have that machine there...HIV machine. They don't have it.
They just take you your blood for malaria and they told it's typhoid or malaria, or
thing like that. Until we euh.. .we went to Korle Bu and he had the result there.
VCT is not available everywhere in Ghana. Many of the women I spoke to in the
streets of Accra were unable to identify where they could access such services. In the
cases where individuals do know where they can receive VCT, other barriers may impede
their access to these resources. For example, individuals living in rural areas may have to
travel long distances to be able to access a site of testing. Because results are usually
given after a few days or even a few weeks, this entails a second trip to the facility, a
process that can prove time-consuming and financially draining. Even when resources are
geographically accessible, some may be uncomfortable going to a large hospital or a
testing site. Moreover, medical breaches of confidentiality appear in many of the positive
participants' accounts, bringing to the forefront another important deterrent to VCT.
As the women participants' accounts clearly reveal, knowing and disclosing one's
status can prove a very complex decision and one that has multiple repercussions. It is
undoubtedly important to encourage individuals to be tested and to provide them with
information as to where they can access such services. However, attention must also be
granted to the numerous barriers that stand in the way of people wanting to know their
serostatus in the first place. As noted prior, the recent years have witnessed a growing
recognition of the role of stigma and discrimination in limiting access to VCT services
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and in problematizing issues of disclosure (see Mill, 2003; Wegbreit et al.; 2006).
Nevertheless, considering the sheer complexity and magnitude of these issues as they are
captured in the participants' accounts, there is obviously a need for the National response
in Ghana to explore these matters in greater depth. Ultimately, prevention strategies
should be developed that not only encourage people to be tested, but that do so in a way
that recognizes the complexities at play in shaping their desire to be tested and the
consequences of a positive serostatus.

The Limits of ABC
As argued in the previous chapter, one of the major limitations of HIV prevention
in Ghana (and elsewhere) lies in its adoption of an individualistic behavior change
communications approach. The latter assumes that if presented with information about
HIV/AIDS, individuals will be willing and able to adopt prescribed behaviors to protect
themselves from infection. As has been suggested in the literature, and as the women
participants' accounts clearly demonstrate, numerous issues complexify people's ability
to adopt preventive behaviors. In addition to the problems inherent to an approach where
"safe" behaviors are dissociated from the wider context that render them more or less
viable, in many cases, the advocated "safe" behaviors themselves prove limited.
Prevention and BCC in Ghana targeted to the "general population" draws largely
and frequently from an ABC approach to prevention. Messages advocate for and
encourage individuals to practice abstinence, to remain faithful to one partner, or to use
condoms in order to avoid HIV infection. Because it focuses solely on the sexual
transmission of the virus, the ABC model ignores the role of other important vectors of
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transmission, for example infection through tainted blood products and tainted
instruments, as well as pediatric infection. Accordingly, these non-sexual modes of
transmission remain vastly misunderstood, and merit additional attention in the context of
preventive programming.
Beyond its narrow focus on sexual transmission, the ABC model proves further
problematic in that it advocates behaviors that are often unviable and undesirable. Having
explored the theoretical debates surrounding the ABC model in a previous chapter, this
last portion of the analysis will draw from the accounts of the women who participated in
this study to highlight the limitations of the ABC model in their lived experiences.
Interestingly, while official discourses of the National response often refer to and
use ABC in a self-evident and self-explanatory manner, when asked, few of the
participants were able to explain what ABC stood for. Even many of the positive
participants —who have been exposed to considerable amounts of education and
information about HIV/AIDS— were unable to answer the question: "What does the ABC
approach to prevention stand for?" Though unable to identify the meaning of "ABC" in
its catchphrase form, participants were nevertheless very familiar with the behaviors
advocated through the ABC model. They often referred to them when responding to my
question as to how the transmission of HIV could be prevented.
Quite tellingly, abstinence seldom surfaces in the participants' accounts. The few
times where it does make an appearance, it is mentioned in reference to youth only. The
overwhelming lack of attention granted to abstinence as a viable mode of prevention
parallels what many in the international HIV/AIDS community have argued to be the
practical impossibility of sexual this behavior. As Barnett and Parkhurst (2005) note:
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"studies have found comprehensive sex education to be more successful than abstinenceonly messages" (p. 591). The participants' silence surrounding this particular tenet of the
ABC approach may be said to relate to the limitations of the behavior. Unviable and
undesirable, abstinence is not even accounted for as a method of HIV prevention.
That is not to say, however, that participants are not familiar with the behavior
itself. Following a more general question as to how people can protect themselves from
the virus, discussions would often turn to the participants' views on abstinence, fidelity
and condom use more specifically. I would therefore ask them directly what they thought
of abstinence as a preventive method. In most cases, participants responded in a very
brief manner. They indicated that in the context of Ghana, this approach simply did not
make sense. As one participant notes:
Talking about abstinence it cannot be possible. But when you talk about condom,
that one is. But abstinence, no. For Ghanaian men and Ghanaian women, they
can't abstain too. Okay let me abstain and when I get my boyfriend I make love.
But condom use they can use it. [translation]
Many of the other participants' answers are similar to this one, indicating a
pattern where women may know about abstinence but do not seem to perceive it as
particularly worthy of consideration.
While abstinence is quickly dismissed, the "B" of ABC surfaces frequently in the
participants' accounts. Both explicitly and implicitly, being faithful to one's partner
seems to be understood as the most effective way of protecting one's self from the virus.
For example, in recounting their stories, many of the positive participants indicate that
because they were married, they felt no need to worry about HIV prior to their diagnoses.
As one participant notes:
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S: And so when you were...when your husband was tested, you knew about
HIV?
P: Yes, they talk about HIV/AIDS...but...you hear...but you don't mind. You
don't take serious matter.
S: And so, how did you react when they told you that you were positive?
P: You hear on TV, you hear on radio. When you go to church, they...talk about
it. But as for me, I think I'm married so.. .1 don't have time.
Another positive participant alludes to this phenomenon, again drawing from her
own beliefs prior to learning of her positive status.
Me, I could see that as a woman, you are staying in the house, thinking that you
are married. But the man will not stay with you. The man will be going outside,
chasing women. But you, you believe you're married. So before you realize, the
man will go and bring the sickness to you. That is the most ...important this thing
which is happening.
While it resonates in the accounts of the positive participants, this pervasive belief
in faithfulness as a means of protection against HIV also makes itself apparent in
interviews with participants in the streets of Accra. When asked the question "How can a
person protect him or herself from becoming infected with HIV?" a great majority of the
participants respond in alluding to faithfulness. In fact, they do so by drawing from a
colorful repertoire of expressions, one participant mentioning the benefits of "staying in
one place," another describing it as "not changing women all the time, holding yourself,"
and another as "keeping your body for one man." Many also indicate that they have
chosen to be faithful to their partners -and often assume their partners' to be doing the
same thing— as a means of preventing the virus from coming into their lives.
It is rather alarming to note the participants' pervasive belief in fidelity as a means
of protecting one's self against HIV. Of course, faithfulness is a tenet of the ABC model,
and with so many participants referring to this preventive behavior, the message has
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obviously been making itself heard. However, the belief in fidelity as an effective
preventive method is seriously jeopardized by a context where participants also describe
infidelity as a frequent and normalized aspect of life.
For instance, in the interviews in the streets of Accra, an initial question
surrounding how to protect one's self from HIV was often followed by a question
pertaining to infidelity in Ghana. I would allow a few minutes to pass between the two
questions to avoid a "leading" process, and I would ask the participant: "Do you think
that people in Ghana are faithful?" Almost inevitably, the woman would answer "no" and
explain that in Ghana, men are assumed to be unfaithful, and increasingly so, women too.
Herein lies a huge contradiction in that in a context where it is often assumed that one's
partner is unfaithful, fidelity is identified as the most effective prevention mode against
HIV infection. This presents a huge affront to the viability of the "B" in the ABC model.
Another point must also be raised here with respect to the limits of faithfulness as
a preventive behavior. A participant alludes to it when she states:
Okay. She's saying that if there's understanding between you and husband or
you...boy, that can work very well. But if there is no understanding it will not
work. The faithfulness will not work at all. It should be something between you
and the partner, [translation]
As discussed in the previous chapter, a number of factors can limit the ability of
women and men to discuss matters related to sexuality with each other. Granted, if two
uninfected partners remain faithful to each other, this drastically limits the possibility that
they will become HIV positive. However, as a method of protection against HIV, fidelity
requires that both partners know and be open about their serostatus, that they be able
establish and discuss questions of fidelity, that they remain faithful to each other at all
times, and/or that they use condoms when engaging in sexual relations with a different
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partner. A considerable number of barriers can stand in the way of these requirements
being met. Indeed, in a context where many do not know and do not want to know if they
are living with the virus, where infidelity is often taken for granted, and where it can
prove difficult for couples to openly discuss sexual matters, faithfulness becomes very
limited as a means of preventing transmission of HIV (see Parikh, 2007)
Since abstinence and faithfulness are not particularly viable, the use of condoms
presents itself as the last potential option of the ABC model. A participant makes note of
this when she states: "For me, faithfulness is the best, for me. But I don't think Ghanaians
we can be faithful. No. We cannot abstain, we cannot be faithful. It's the condom that we
have to use." I would agree with her that in Ghana, as in Canada and other areas of the
world, the correct and consistent use of condoms in all sexual relations with partners of
unknown status remains the safest means of protecting one's self from HIV infection. As
Wegbreit et al. (2006) emphazise:
Studies overwhelmingly demonstrate that condoms are highly effective in
preventing HIV transmission... Given the efficacy of condoms in preventing HIV
transmission, condom promotion and distribution programs should be one of the
most effective prevention programs, (p. 1229)
This being the case, the correct and consistent use of condoms is also confronted
with a number of obstacles, many of which surface in the participants' accounts. First and
foremost, while condoms appear to be well distributed and accessible in Ghana, it cannot
be assumed that everyone knows where to find them. As a participant notes:
Well for me I didn't know they even sell condoms at pharmacy. When you go to
the pharmacy, you can go and buy condom there. So I had HIV before I learn that
condom is available at the pharmacy store. When you go to the drugstore, you
can go buy condom. If I didn't have HIV I wouldn't know. But because I have
HIV, they have educated me, I know you can buy them there.

225

Though they are accessible in pharmacies, street-side stores and medical or
community centers, not everyone in Ghana knows where to find condoms. There is a
need to more explicitly discuss this issue in preventive campaigns.
To this is added the question of financial cost. While they are usually inexpensive,
condoms must often be purchased, thus presenting another barrier to their usage.
Moreover, discussions with participants highlight the fact that some may feel too shy to
purchase condoms, lest they run the risk of being identified as "promiscuous." As a
participant pertinently observes:
S: And do you think that prevention messages work? For example they say a lot
about the ABC (abstain, be faithful, use a condom). Do you think that people
know about these and that they can do them?
P: There are some problems. People know it very well because...whenever a
workshop, we teach them just...stay...prevention and these things. We just teach
them. But I don't know...sometimes, they just refuse. And they didn't use the
condoms. They just go and sex, just like that. Some people too talk that they don't
want the condom. They will open their mouth and tell you that they don't want.
But nowadays, some people use. They use it very....most people use it. Because if
you are doing a workshop or a campaign outside, and you are showing the
condom, people come for it very well. But they are problem is going to the
place...to the drugstore to buy them. They are just ashamed themselves. So if they
have it, they can use it. But if they don't have it, they don't want to go and buy it.
S: They are shy.
P: Yah.
Another participant, interviewed as she tended her hair product stand in the street,
expressed the possible benefits of providing condoms in hotel rooms. She explained that
many people, when in a rush to have sex, will not take the time to find and purchase
condoms. Providing condoms in hotel rooms would allow for condoms to be made
available when they are most urgently needed. The participant added with conviction that
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men would not mind paying for them if they were charged to the bill. Offering a most
relevant suggestion, the participant also highlights the importance of ensuring that
individuals have access to condoms whether they have planned to use them or not.
Questions of access aside, the idea that people -men in particular— do not enjoy
using condoms also surfaces in the accounts of the participants. As one woman notes:
S: Do you think that people know how to protect themselves? Do people know
how to prevent transmission?
P: Some people know but some people too they know but they don't want to
protect themselves. That is why I said earlier that some men if they wear condom,
they don't feel happy. But they really know that because of the HIV, they have to
wear condom.
Another participant echoes this claim when she observes: "Some people too say
that condoms is not good. Because they don't get the feeling they want. You see it? So...
most women don't use the condoms. They say they want blood to blood. Why are they
using the condom?" (see Hoosen and Collins, 2004; MacPhail and Campbell, 2001; West
African Project to Combat AIDS, 2005).
The consistent use of condoms also proves problematic in longer relationships. As
a participant reflects:
You will tell the person "Oh I want to have sex with you with a condom." The
person will accept it today. Tomorrow he will accept it. But after that you will tell
him.. .you don't know your status. He will tell you "I don't like the condom." You
can't change it. You can't tell because you are fear. You are afraid to tell him that
my status is that. You keep it in yourself and you do what you are doing with
him or her and it become like that.
In a context of romantic or emotional attachment, the prolonged use of condoms
can prove fairly unrealistic, in that enforcing its use may be perceived as a sign of
distrust. As Hoosen and Collins (2004) note, the desire to "use condoms is experienced as
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a rude interruption of the fantasies of mutual trust that are an important part of intimate
relationships" (p.489). As another participant observes:
So...I would say, use condom and the guy will say why should I use condom.
And you know that the mechanism is there.. .you love each other. At that moment
you kinda forget...it's a complex issue.. .at that moment you forget, you know. Its
only once so lets just do it. So most of the time it depends on what people do in
secret.. .in private, cause you are not there, you can't see.
Moreover, the condom remains a very male-centric protective device. Though the
female partner can participate in putting the condom on the penis, whether it actually
makes it to the penis in the first place, and whether it remains secured throughout the
sexual exchange depends greatly upon the man's approval. Though it has been rumored
that some women -particularly commercial sex workers— have developed ways of
putting a condom on a penis without their clients knowing, I would speculate that this
ability remains the privilege of a select few.
In light of the difficulties the participants describe in "confronting" a partner with
condom use, the male condom remains limited when it comes to providing women with a
potent defense against HIV infection. In my discussions with participants, a few bring up
the female condom as a viable alternative. As one seropositive participant posits:
P: Condom? Some men, if you tell them let's use condom he will tell you if I use
condom, I don't feel happy. Ehe. I don't feel like not using condom. But me, I
prefer that if... like a man to use condom. Because some men too they are not
good. Even he's wearing the condom but it can happen that the condom is not
good. Because he know that he....he want to give you the disease. So you as a
woman, you have to wear the condom to be free.
S: So the female condom?
P: Yes.
S: Do you think that women know about the female condom?
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P: Yes, we know. A lot of them are know. Yeah. Like we the people used to go to
counsel, and the projects...the workshops, we know that the female condom is
there.
In general, the participants who had heard about female condoms were quite
enthusiastic about the device. However, they constituted a minority, all of them
seropositive members of support groups who had been exposed to vast amounts of
information about the disease and how to prevent its transmission. Outside of the positive
participants, knowledge of the female condom remained very low. Added to this is the
fact that female condoms are very difficult to access in Ghana, and that their distribution
is constrained by considerable factors. Consequently, while it offers certain remedies to
the problems associated with male condoms, inaccessible as the device currently is in
Ghana, the female condom remains a limited preventive possibility.
Finally, another critical point needs to be raised in relation to both male and
female condoms. Though very efficient in preventing the transmission of HIV, these
devices also act as potent modes of contraception. In some cases, this may count as
another attribute in their favor, in that the promotion of condoms can be harnessed for
education on reproductive health and planned-parenthood. By the same token, this
characteristic can also constitute an important limitation to condoms, in that while their
use prevents the transmission of the virus, it also prevents conception. As Hoosen and
Collins (2004) note: "[u]sing condoms functions in opposition to an African emphasis on
fertility...[where] childbearing is often associated with positive social status and
indications of worth" (p.490. See also Anarfi and Mill, 2002; Wolf et al, 2000).
The international HIV/AIDS community has been granting more and more
attention to the fertility needs and desires of positive individuals, a topic that garnered
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considerable visibility at the International AIDS Conference in Mexico City. For
example, technologies like "sperm-washing" have been developed to prevent HIV
transmission within serodiscordant couples wanting to conceive. However, these
processes are very expensive and not yet accessible in Ghana. While related discussions
are helping to raise attention to the important issue of positive parenthood, they do not
remedy what remains a significant barrier to condom use. In many cases, the desire to
have children may drastically outweigh the desire to protect one's self from the virus,
thus constituting another important barrier in what remains the most effective HIV
preventive method to date.
When the ABC approach is positioned in relation to the women participants'
accounts, its limitations therefore make themselves particularly resonant. Though they
have heard and understood related messages, the women participants' accounts reveal the
unrealistic nature of these prescribed behaviors in their lived experiences. In addition to
highlighting the limitations of current preventive interventions like the ABC model, the
participants' accounts also provide rich insight into how programs can be modified to
respond more adequately to the complex issues they face. Having made practical
recommendations throughout the Analysis chapters, I now wish to direct the last chapter
of the dissertation to examining the broader lessons that emerge from this research
undertaking. In the process, I will offer points to guide the study and development of HIV
prevention, in Ghana and more generally.
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Chapter 6: Academic and Applied Implications

Chapter Summary
The last chapter of the thesis outlines the broader implications that arise from the
research, highlighting its contribution to the study of HIV prevention and to the
development of applied preventive interventions. By drawing from the accounts of
women participants of diverse backgrounds and experiences in Accra to complement
official discourses, the project makes a broader argument for the importance of
(re)inserting the accounts of diverse people on the ground into the critique and
development of HIV prevention. In the process, the project contributes to the study of
HIV prevention by employing a two-fold analytical approach, which positions official
discourses and participants' accounts in relation to each other. This approach allows for
the development of a complex and grounded understanding of the issues that affect
women in relation to HIV/AIDS, and the factors that influence the development of
discourses and programs targeted to them. The chapter concludes by offering a number of
recommendations to help guide the development of HIV preventive interventions in
Ghana, in a way that better accounts for the experiences and issues faced by women in
this context, and more generally.

6.1. (Re)Inserting Women's Accounts into HIV Prevention
Almost thirty years into the global HIV/AIDS pandemic, it has become apparent
that dominant HIV prevention paradigms like individual behavior change have not,
cannot and will not work. This important assessment and its associated arguments have
come to be at the root of ample debate in the international HIV/AIDS community,
heralding what can be identified as a moment of crisis in HIV prevention. Academics
involved in studying HIV/AIDS have played a key role in guiding this process of critical
revision, the ample literature surveyed in Chapters 1 and 2 offering rich insight into the
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strengths and limitations of HIV prevention. While this body of research provides a
foundational frame of reference for the present dissertation, certain areas in the study of
HIV prevention remain under-developed.
Locating itself within this moment of crisis, the present research endeavor has
attempted to offer a novel approach to critically and comprehensively understand HIV
prevention in the Ghanaian context. As I posited in the second chapter of the dissertation,
academic discussions issued from the crisis in HIV prevention often center on abstract
theoretical examinations. Though studies may draw from examples like the success story
of the Ugandan response to HIV/AIDS or an analysis of the ABC approach, these are
used as theoretical case studies. They are drawn upon to support broader and more
abstract claims about HIV prevention. Although they play a key role in furthering the
critique of preventive paradigms like BCC, research inquiries that do not base themselves
on the experiences of people on the ground run the risk of further decontextualizing HIV
prevention. In turn, this process of abstraction and generalization has been identified as a
major shortcoming of the individual behavior change approach, in that it leads to the
development of cookie-cutter interventions that are implemented without consideration of
local specificities and complexities.
Consequently, for HIV prevention to prove truly effective, it needs to begin at the
grassroots. As opposed to offering decontextualized and oversimplified protective
behaviors, HIV prevention must actively consider and address the intricate interplay of
forces that manifest themselves in the lives of diverse people, and how these come to
affect their vulnerability to HIV and their ability to protect themselves and others from
infection. Though these forces and issues are shaped and influenced by broader patterns
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including transnational mechanisms, they manifest themselves differently in each
community, as they come to merge with other issues, discourses and beliefs. To account
for this local complexity and specificity, HIV prevention must ground itself in the
knowledges and experiences of the targeted individuals and communities themselves.
Though women participate in the development of the discourses that dominate the
National response to HIV/AIDS in Ghana, overall, these discourses continue to be
premised on very limited and one-dimensional understandings. This point takes on
particular resonance when the accounts of women participants are (re)inserted into the
equation. Beginning as a critical examination of the discourses about women and HIV
prevention that dominate the National response to HIV/AIDS in the country, the project
turned to the accounts of women participants of diverse backgrounds and experiences to
critique and complement these official discourses. The participants' accounts offer a
much more complex understanding of the issues women face in relation to HIV/AIDS,
the active strategies they employ to negotiate their impact in their lives, and the points
that need to be considered in crafting more effective preventive interventions.
For instance, one of the major motifs that arise in the women participants'
accounts is the complexity and interconnectedness of the forces, circumstances and issues
at play in shaping their vulnerability to HIV/AIDS. As they are presently represented in
the discourses of the international HIV/AIDS community and Ghana's National response,
these multiple issues tend to be dissociated from one another. For example, official
discourses often consider the role of economic forces in increasing women's vulnerability
to HIV. However, in isolating poverty as the main factor at play in influencing these
patterns, they obscure the intersection of this particular issue with a range of other forces.
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On the other hand, the women participants' accounts reveal that economic issues
are intimately yoked to a number of other influencing factors, such as a desire to maintain
their romantic relationships, a desire to fit in with their families and their communities, or
a desire to be fashionably attired. HIV positions itself at the nexus of these many forces
and issues, influencing whether a woman will be exposed to the virus and whether she
can adopt and enforce the necessary mechanisms to prevent its transmission. In drawing
from the accounts of varied people on the ground, it thus becomes possible to identify the
complex forces at play in shaping their experiences and vulnerability to HIV/AIDS, and
how these issues overlap and intertwine with one another.
As examined in Chapter 2, numerous academic inquiries into HIV prevention
draw from the accounts of research participants on the ground. However, they often tend
to focus their scope on a particular point related to the transmission of HIV, and how this
issue needs to be addressed in the context of HIV prevention. This issue-specific focus
emerges in part from the requirements of academic publishing, where the limited space of
the article format may incite a researcher to narrow their discussion to one particular
theme. By virtue of writing a doctoral dissertation, I have been granted an ample amount
of space to address the issues at play in the lives of the women who participated in the
research. Furthermore, by grounding the analysis of the participants' accounts in a critical
examination of official discourses —as opposed to a specific thematic inquiry— the scope
of the analysis has been broadened. The present inquiry therefore offers a research model
capable of capturing the immense complexity at play in shaping people's experiences of
HIV/AIDS, and the interconnectedness of the issues that need to be considered when
crafting HIV preventive initiatives.
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Similarly, in mapping out an academic framework for this project in Chapter 2, I
discussed the critical gender and political economic perspectives separately. While there
are many academic texts that examine gendered dimensions of the political economy of
HIV/AIDS and vice-versa, these two areas tend to be treated as separate theoretical
frames of reference in the social scientific literature on HIV/AIDS. However, as the
women participants' accounts capture, it is not possible to clearly differentiate these
forces as they come to manifest themselves in and impact their lived experiences.
Gendered forces are intricately entwined with political economic pressures emanating
from various levels, and their complex interactions shape women's experiences of
HIV/AIDS and their abilities to protect themselves from HIV infection. Future research
could therefore benefit from a more intricate combination of the critical gender and
political economic perspectives, to better account for a reality whereby these forces do
not operate as distinct spheres, but complexly coalesce in people's lived experiences.
Additionally, when describing the tropes that dominate Ghana's National
response and the broader international HIV/AIDS community, I argued that official
discourses tend to relegate women to very limited and stereotypical roles. Often, women
are described either as victims of or as vectors for the disease. Though they may appear
contradictory at first, both positions contribute to reinforcing an understanding of women
as powerless in the face of HIV/AIDS. Afflicted by a litany of barriers and constraints
such as biological vulnerability, poverty and unresponsive male partners, women can do
little to prevent their own infection or the transmission of the virus to others.
In the context of this research endeavor, the participants' accounts bring to the
forefront many of the important issues faced by women in Ghana, and how they impact
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their experiences of HIV/AIDS. However, these accounts also provide a much more
nuanced rendition of how women understand and navigate within these complexities. In
Chapter 3, I introduced the concept of agency as a basis for the analysis of the women
participants' accounts. Moving beyond a moralistic reduction of agency to "good" or
"bad," I stressed the need to understand agency as fluid. Agency thus manifests itself in
the many different ways people engage in negotiating, making sense of, assimilating,
contesting and sometimes reinforcing the complex environment in which they exist. In
the analysis of the women participants' accounts, it has therefore been possible to address
the important issues and constraints faced by the participants in relation to HIV/AIDS,
while also paying attention to how the women respond to them as agents.
As examined in Chapter 2, there has been much attention granted to women's
empowerment in the academic literature on HIV/AIDS and HIV prevention more
specifically. However, in advancing that initiatives must "empower" women, many
inquiries continue to be premised on the underlying assumption that women are not
already empowered to begin with. In opposition to the tendency in official discourses ~
including many academic inquiries— to position women as powerless, the present project
has drawn from the accounts of the women participants to identify the issues that affect
them, as well as how they negotiate and operate in relation to them. By centering the
analysis of the participants' accounts on the recognition of agency, this doctoral inquiry
therefore offers an approach to the study of HIV prevention capable of moving beyond
the victimology narrative endemic in much of the discourse on women and HIV/AIDS.
As will be examined again shortly, through the women participants' accounts, it is
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possible to identify some of the strategies and approaches that women employ as agents
and to use them as a basis for the development of HIV prevention.

1.2. The Benefits of a Two-fold Analytical Approach
While the women participants' accounts constitute the basis of this doctoral
dissertation, the analysis of these accounts is grounded in a critical review of the
discourses about women and HIV prevention that dominate the National response to
HIV/AIDS in Ghana. While it would have been possible to collect and analyze the
accounts of women participants without a critique of official discourses, this two-fold
analytical model lends itself to the development of knowledge that is ultimately more
comprehensive and grounded.
In their inquiry into HIV prevention in Malawi, Tawfik and Cotts Watkins (2007)
stress the importance of research projects that critically review official discourses, in this
case the discourses about women and the transmission of HIV produced in "Geneva" and
"Lilongwe." Drawing from the material related to the National response to HIV/AIDS in
Ghana, my project begins as a critical analysis of the discourses about women and HIV
prevention that dominate this institution. While this process of critical revision constitutes
an important undertaking in and of itself, my project rests on the underlying conviction
that HIV prevention needs to emerge from the ground up, and base itself on the
knowledges and experiences of individuals and communities themselves. As experts
about the issues that affect them and the tools they require to prevent themselves and
others from becoming infected, individuals on the ground are ideally positioned to
contribute to this critical project.
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Consequently, in drawing from the women participants' accounts, I have been
able to move beyond a critical analysis of the National response to HIV/AIDS based
solely on my own interpretations. Granted, I make no claims of speaking for the women
who participated in my research. However, by drawing from the women participants'
accounts, I have been able to provide a more comprehensive critique of official
discourses. (Re)inserting the accounts of participants of diverse backgrounds and
experience into the analysis of official discourses and programs therefore allows for a
deeper understanding of their biases and limitations. Furthermore, the accounts of
individuals of varied backgrounds and experiences also offer rich insight into what is
missing from preventive programs, and what needs to be considered in more
comprehensively understanding and undertaking HIV prevention.
The accounts of diverse participants on the ground allow for a much more
complete critique of official discourses and programs. Moreover, the opposite is also true
in that the analysis of official discourses provides a strong basis for the analysis of
participants' accounts. As noted above, centering the analysis of the women participants'
accounts on a critical review of official discourses offers a framework where issues can
be understood as complexly inter-connected. Furthermore, HIV prevention in Ghana and
elsewhere is shaped by numerous and complex forces and factors, that emanate at local,
national and transnational levels. To critically understand HIV prevention as is it
presently carried out by the National response to HIV/AIDS in Ghana, it is necessary to
situate it within this broader framework. In Chapter 3, I stressed the benefits of
combining institutional ethnography and global ethnography to craft an analytical
framework capable of capturing these forces. By drawing from this analytical framework
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as well as the insight provided in academic work on the political economy and gendered
aspects of the HIV/AIDS pandemic, I have been able to situate the discourses about
women and HIV prevention that dominate the National response to HIV/AIDS in Ghana
within a much broader context, and to trace the forces, patterns and mechanisms that
influence their development and use.
Though I argue for the need to (re)insert the accounts of participants on the
ground into the critique and development of HIV prevention in Ghana and elsewhere, I
realize that various forces are at play in shaping what and how HIV prevention gets done.
Grounding the analysis of the women participants' accounts in this understanding of the
National response therefore allows for the research to engage with the realities and
possibilities of actual HIV prevention. Consequently, the recommendations that issue
from this two-fold analytical process end up being more realistic, in that they are
grounded in a recognition of the complex political economic, ideological and other forces
at play in shaping the development of HIV prevention.
With the exception of the work of Tawfik and Cotts Watkins (2007) and
Campbell and Williams (1999), few inquiries into HIV prevention juxtapose an analysis
of official discourses with the accounts of participants on the ground. Instead, academic
endeavors focus either on an analysis of official discourses and programs or an analysis
of the accounts of participants. While these projects yield interesting and important
knowledge related to HIV prevention, merging an analysis of official discourses with the
accounts of participants on the ground allows for the production of knowledge that is
more comprehensive and grounded. While it provides an insightful inquiry into HIV
prevention in Ghana more specifically, this doctoral project also contributes to the
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development and application of a novel and necessary analytical model to study and
research HIV prevention.

6.3. Applied Recommendations
While it offers insight into the study of HIV prevention, this doctoral inquiry is
also ripe with ideas as to how to practically ameliorate HIV prevention in Ghana (and
elsewhere). In addition to allowing for a more detailed critique of official discourses and
a more nuanced and complex understanding of the issues that affect them, the women
participants' accounts also provide rich ideas as to how to make HIV prevention more
effective and accountable to their needs. While Chapters 4 and 5 have raised many of the
individual points that need to be addressed when crafting HIV prevention in Ghana, in
this last section, I will highlight the general implications that emerge from the
participants' accounts in relation to the development of applied preventive interventions.

Tackling Complexity
As noted above, the women participants' accounts provide a complex rendition of
the issues at play in shaping their experiences of and vulnerability to HIV/AIDS. As it
stands, preventive programs in Ghana do not adequately respond to the complexities
faced by women. Instead PMTCT and programs targeting CSW constitute the main
"gendered" preventive approaches in the country, while programs targeting the "general
population" continue to draw from an individualistic and gender-blind individual
behavioral change model. Because they reduce prevention to oversimplified slogans like
"Abstain, be faithful or use a condom," such interventions do not account for the wider
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environment and interconnecting issues that come to shape women's vulnerability to HIV
and their ability to protect themselves from infection. To tackle HIV/AIDS in Ghana, it is
therefore necessary to establish programs that recognize this complexity and undertake
prevention at multiple and varied levels.
In the first place, HIV prevention must move beyond a narrow focus on BCC, and
come to address the broader structural forces at play in shaping the experiences of women
and men in the country. For instance, while many women in Ghana work, limited
educational opportunities and other barriers make it difficult for them to meet their needs
and those of their families, as well as their more luxurious desires. Consequently, women
may engage in sex or relationships with men for gifts and money (amongst other things).
Though I argue that sexual barter should be read as an active strategy adopted by women
given their circumstances, this viewpoint does not negate the importance of addressing
the underlying structural inequalities that facilitate and exacerbate the need for women to
turn to this particular strategy. Responding to HIV/AIDS therefore requires that
underlying economic gender imbalances be rectified. While it is overly ambitious to
imagine that significant structural change will occur in a short period of time, by
advocating for the adoption and implementation of more favorable gendered policies on
the part of the government, players of the National response to HIV/AIDS in Ghana
could contribute to tangible structural change.
At a practical level, the establishment of governmental scholarship programs
could allow more girls and women to access formal education. Moreover, an active
affirmative action policy could ensure that more women attain ranks of power in the
public and private sectors. Similarly, vague and poorly enforced laws on land ownership,
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inheritance and child alimony, and a highly bureaucratic and intimidating legal system
create significant barriers to women's welfare. In turn, these factors have been linked to
women's greater vulnerability to HIV/AIDS. HIV prevention programming in Ghana
could therefore come to include lobbying the government and other institutions to more
actively tackle and respond to these and related issues. In practice, this process could be
achieved by sending specially trained representatives to meetings and events, or by
ensuring that representatives of the government and other institutions receive relevant
information through the circulation of documents and the organization of workshops.
On a smaller scale, the recognition of the complexity at play in shaping the spread
of HIV could result in the creation of preventive programs that would work with women
and their communities to comprehensively identify and address the many interconnecting
issues that affect them. Programs could continue to offer a behavioral change component,
educating women about HIV and helping them develop the skills to prevent its
transmission. However, beyond preventive education, such interventions would also need
to address the many barriers that may prevent women from adopting these behaviors.
For instance, because women's financial dependence on men significantly limits
their ability to determine the terms of their sexual encounters, offering women trainings,
loans, start-up capital and other opportunities to increase their earnings would prove an
important component of a comprehensive HIV preventive intervention. Such a program
would also have to consider the burdens of childcare, social and cultural pressures,
gendered relations and limited educational and legal opportunities in shaping women's
vulnerability to and experiences of HIV/AIDS. Ultimately, for HIV prevention to prove
truly effective, it needs to work with individuals and their broader communities to
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identify and respond to the many complex and interconnecting issues that put them at risk
in the first place, and that affect their ability to protect themselves from infection.

A Focus on Agency
As noted prior, reading agency into the women participants' accounts allows for a
move away from the victimology narrative commonly attributed to women from the
Global South. Furthermore, it also provides rich insight with regards to developing
programmatic interventions. Because much HIV prevention rests on an underlying
positioning of women as powerless, programs often focus on women's weaknesses and
what they lack. Interventions that would instead issue from women's strengths and the
tools they already behold could therefore provide some interesting alternatives.
For instance, rather than emphasizing the idea that women are silenced in the
context of their sexual and romantic relationships, HIV preventive programming could
examine the strategies that women employ to bring up related topics with their partners.
One of the women who participated in this project mentioned that having wanted to
discuss sexual matters with her husband without appearing accusatory, she brought up the
topic in an indirect manner, referring to rumors about a neighbor. Working with women
and their communities to identify similar tactics and developing programs that would
draw from these strengths could offer interesting insight into the development of more
responsive preventive programming.
Similarly, adopting a less victim-oriented stance in understanding the relationship
between financial need and women's experiences of HIV/AIDS could also yield some
interesting practical results. As the participants' accounts clearly illustrate, women in
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Ghana face a number of considerable economic stresses and constraints, many of which
bear upon their ability to protect themselves from HIV. However, the participants'
accounts also provide a much more nuanced understanding of economic need than the
state of constant poverty described in official discourses. In addition to their basic
survival and that of their families, the participants identify a number of other needs and
wants including their desire to "have nice things" and to be fashionably attired.
The scope of HIV prevention could therefore be broadened by working with
women and their communities in order to identify these different levels of need, and to
establish programs that would allow women to answer them without turning to sexual
barter. For instance, combining micro-finance with shared childcare programs could offer
women more room to work on their businesses, without having to look after their
children at the same time. Similarly, clothing swaps or communal exchanges of services -where, for instance, a hairdresser would exchange her time with that of a seamstress—
could also offer novel ideas that would allow women to meet their luxurious desires
without having to depend on the support of male partners.

Women as Social Beings
A key limitation of the behavior change approach relates to its underlying
understanding of individuals in isolation, detached from the complex social context
within which they exist. However, as the participants' accounts clearly encapsulate,
women are social beings and operate in intricate networks of relations with others. These
relationships and associated demands and pressures come to affect whether women can or
want to implement protective behaviors in their lives. Effective HIV prevention must
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therefore account for the role of the diverse relationships in shaping women's
circumstances and their ability to protect themselves and others from infection.
This idea is well captured in the amount of attention accorded by the participants
to discussing the influence of family in their lives. Women's relationships with their
parents, for instance, can play an important role in influencing how women understand
and experience aspects of their lives, including sexuality and HIV/AIDS. For example,
young women might feel shy to keep condoms at home, out of fear that their relatives
might find the devices and chastise them for engaging in sexual relations. Similarly, the
desire to know one's HIV status can be significantly challenged in a context where a
positive test may result in alienation or ostracism from the familial circle.
While family exercises a particularly important role in shaping women's attitudes,
experiences and choices, the role of women's broader communities must also be
considered when undertaking HIV prevention. Indeed, pressures originating from
women's wider social circles can play a key role in influencing what they believe and
what they do, including their ability to protect themselves from the HIV virus. For
example, the participants' insistence on the idea that women in Ghana enjoy fashion and
"nice things" brings to the forefront the importance of looking good, fitting in and
responding to feminine ideals and other social pressures in influencing their lives.
Rather than offering decontextualized and individualized recommendations for
behaviors women are not likely to be able to implement, effective HIV prevention must
firmly situate itself in an understanding of people as social beings. The development of
preventive programs in Ghana should therefore draw from discussions with individuals
and their communities to identify and address the complex relationships and social
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expectations that affect their understandings and choices. In practice, this idea could play
out in the development of inter-generational and inter-familial programs that would work
with women and their families simultaneously, providing them with education about the
virus as well as skills to more effectively communicate with each other on these issues.
Another key manifestation of the importance of women's social contexts in
shaping their experiences of HIV/AIDS lies in the participants' accounts of their romantic
or sexual partnerships. As it stands, the National response to HIV/AIDS in Ghana
continues to be dominated by a tendency to focus primarily on women when it comes to
"gendered" discourses and initiatives. However, as the participants' accounts clearly
capture, women and men are intricately affected by one another and by constructs
surrounding femininities and masculinities, and these bear upon their ability to protect
themselves from HIV infection.
Accordingly, the present research endeavor highlights the need to espouse a
relational understanding of gender in the development of applied preventive
interventions. Because women find themselves so strongly affected by the epidemic in
Ghana, it remains paramount to continue working with women in order to identify and
respond to their specific needs. This being the case, it is possible to concentrate on the
experiences of women while foregrounding a relational understanding of gender. It is in
keeping this point at the forefront that the present research endeavor has attempted to
move beyond an examination of the women participants' experiences and issues in
isolation, and to address how their experiences and choices are yoked to masculinities
and the experiences of men.
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With regard to practice, HIV prevention in Ghana therefore needs to move
beyond the development of "gendered" programs that target women alone, and that do so
in drawing from limited and stereotypical understandings. Instead, initiatives should be
undertaken that actively recognize the relational aspects of gender, working with women
and men independently and together in order to identify and address the gendered
patterns and relations that shape their experiences of HIV/AIDS. In the process, such
programs could also encourage a shift away from the dominant gendered tropes that
permeate discourses about HIV/AIDS, where women are positioned as passive victims
and men as disinterested bystanders.

Beyond the ABC's of Prevention
Because it draws from an individualistic behavior change model dominated by the
ABC message, HIV prevention in Ghana aimed at the "general population" does not
effectively acknowledge and respond to women's complex issues and needs. A more
comprehensive approach to HIV prevention on the part of the National response is
therefore needed. The latter would have to move beyond the provision of catchphrases, to
understand and undertake prevention at various levels. As examined above, advocating
for legislative enforcement in relation to inheritance, child support and land ownership
rights would offer large structural interventions that could contribute to lessening the
impact of the virus on women. On a smaller scale, the current shortcomings of HIV
prevention in the country might be remedied by the development of comprehensive
programs that would work with women, men, women and men together and their broader
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communities to identify and address the complex issues and relationships that affect them
in relation to HIV/AIDS.
While these recommendations require funding and other resources, there exists a
fairly immediate and straightforward way of drastically ameliorating HIV prevention in
Ghana: changing the message. As explored in the second analysis chapter, the National
response to HIV/AIDS in Ghana espouses an integrative approach to public education on
HIV/AIDS, drawing from a number of media outlets to disseminate information about the
virus. The benefits of this model resonate in the widespread awareness of HIV/AIDS in
Ghana, with a large majority of Ghanaians having heard about the virus. Although this
point resonates throughout the accounts of the women participants, they also call
attention to the fact that this knowledge remains limited at best. For example, in keeping
with current educational campaigns about the virus in Ghana, knowledge of HIV
prevention tends to encompass behaviors like faithfulness, which are not necessarily
realistic. When it comes to HIV prevention in the National response to HIV/AIDS in
Ghana, the medium is not the problem so much as the message is.
Indeed, HIV prevention in Ghana continues to draw heavily from the ABC model
to prevention. This approach proves limited not only with regard to the effectiveness of
the behaviors it advocates for, but also in its over-simplification of the mechanisms at
play in shaping the transmission of the virus. This point even proves true in relation to
condom use, by far the most effective preventive behavior in the ABC triad. Because the
ABC model pays no consideration to the factors that stand in the way of women's ability
to access condoms or to use them with their partners, it remains a very limited message.
Moreover, the women participants' accounts highlight a number of misconceptions
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surrounding the very transmission of HIV, thus forefronting the need to provide more
extensive basic information about the virus and how it is transmitted in preventive
messages.
Ultimately, what is required is a much more comprehensive approach to HIV
preventive education than what the ABC model has to offer. This new take on prevention
would consider and respond to the complex interconnecting factors that come to affect
women (and men's) circumstances, choices and abilities to protect themselves from the
virus and this, in a culturally sensitive, non-moralistic and context-specific manner. As to
what messages this new approach to HIV prevention should contain, it would prove
contradictory to make specific recommendations or suggestions at this point in time.
Indeed, it is my very thesis that the development of successful HIV prevention must
come from the ground-up, and involve the ongoing and direct participation of targeted
individuals and communities themselves. As opposed to recycling cookie-cutter
approaches like ABC —a model that is clearly ineffective— successful HIV prevention
programming in Ghana must draw from the participation of Ghanaians of varied
backgrounds and experiences. After all, who better to determine what people know about
HIV/AIDS, what they don't know, and the tools they require to actually apply this
knowledge in their lives than people themselves?
Although I am unable to offer specific recommendations at this point in time, I
am nevertheless excited at the prospect of putting discourse to practice. In the process of
finishing my dissertation and approaching the end of my many years as a student, I have
found myself giving considerable thought to where I wish to invest my energies once I
complete my doctoral degree. Hopefully, the next chapter in my career will allow me to
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take the important lessons and skills acquired in the process of researching and writing
the present dissertation, and attempt to implement them in practice. In an ideal scenario,
my next job will see me employed in an HIV/AIDS organization, working in
collaboration with people and their communities on the ground in order to develop more
effective and accountable HIV prevention programming. Having spent the last two
hundred and fifty pages arguing for the importance of (re)inserting women's accounts
into the development of HIV prevention, I hope that the next step will involve trying to
operationalize and implement this idea in practice.
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Appendix A: Descriptive Summary of the National Response to HIV/AIDS in Ghana
The first cases of HIV were reported in Ghana in 1986, spurring an almost
immediate response on the part of the government. Centered on a biomedical
understanding of HIV/AIDS, this initial response was spearheaded by the Ministry of
Health through the establishment of a National AIDS Control Program. Towards the turn
of the millennium, rising infection rates and changing understandings of HIV/AIDS
prompted the Ghanaian government to create a comprehensive multi-sectoral response to
the epidemic (Amoa, 2005, p.47). In the year 2001, the Ghana AIDS Commission (GAC)
was formed "under the Office of the President to provide leadership in coordination,
ensure smooth implementation of the national response, mobilize and allocate resources
and monitor and evaluate HIV and AIDS programmes" (Ghana AIDS Commission, The
national response to HIV and AIDS: Five year programme of work, 2006, p. 7).
As the "highest policy decision-making body on all matters relating to
HIV/AIDS," the GAC:
[CJonsists of a Secretariat and a Steering Committee which serves as the
governing board, and six technical committees...Composed of stakeholders with
relevant expertise, these multi-sectoral committees are responsible for technical
advice to the commission. (Ghana AIDS Commission, National HIV/AIDS
strategic framework II, 2005, p.27)
The secretariat, which is based in Accra, is responsible for providing:
[T]echnical and administrative support to the Commission and its technical
committees. As the executives arm of the Commission, it is the focal point in
HIV/AIDS policy research, programme planning, implementation and monitoring
for national, regional and district level organizations. (Ghana AIDS Commission
Website, n.d.)
Overseeing a "decentralized, multi-sectoral response to the HIV/AIDS epidemic,"
the GAC works in collaboration with numerous stakeholders (Ghana AIDS Commission,
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National HIV/AIDS strategic framework II, 2005, p.26). These partners include
Ministries and Departments (MDAD); the private sector; multi-lateral and bi-lateral
development partners; local and international NGOs and faith-based and communitybased organizations. For the most part, these collaborators tend to be based in the Greater
Accra Region. Because the "138 districts of the country represent different and unique
environments and sets of circumstances," District AIDS Committees (DAC) and
HIV/AIDS focal persons have been appointed to ensure that local concerns are
recognized and addressed in the various areas of the country (Ghana AIDS Commission,
National HIV/AIDS strategic framework II, 2005, p.29).
The GAC's numerous and diverse partners and stakeholders take part in the
implementation of the National response through the establishment of activities and
programs. They are also invited to participate in the development of the policies and
documents that guide the National response through their involvement in committees, a
Technical Working Group that meets monthly, and the HIV/AIDS Partnership Forums.
Held bi-annually, the Partnership Forums are "GAC-led mechanism[s] established to
facilitate the exchange of information and the policy dialogue between GAC, the
development partners and all stakeholders on all matters related to the National Response
to the HIV and AIDS epidemic" (Ghana AIDS Commission, The National response to
HIV and AIDS: Five year programme of work, 2006, p. 54).
While events like the Technical Working Group meetings and the Partnership
Forums allow for the identification of new issues and approaches as they arise, the
National response operates under a five-year National Strategic Framework (NSF). The
first NSF covered the 2001-2005 timeframe, while the current NSF II covers the period
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between 2006-2010. The priorities for this five-year period are outlined in The National
HIV/AIDS strategic framework II2006-2010.
This strategy document is a comprehensive multi-sectoral plan through which all
sectors, public and private partners, non-governmental and donor institutions -can
collaborate on the prevention, care and treatment of HIV/AIDS. Through the
development of seven key intervention areas, the document breaks down what
may seem like an overwhelming crisis into several distinct areas of focus. This
approach is intended to streamline prevention and treatment efforts in the
directions which are most pressing in Ghana at this time. (Ghana AIDS
Commission, 2005, p.xiii)
This document is supplemented by the National response to HIV/AIDS: Five Year
programme of work 2006-2010, which "is derived from the National Strategic
Framework 2006-2010 and is based on the 7 agreed intervention areas identified" (2006,
p.3). Each chapter outlines the "objectives, programme gaps, strategies, key
interventions, priority activities and challenges" for each of the seven areas (2006, p.5).
The Five-year Programme of Work (POW) is accompanied by the development of an
Annual Programme of Work (APOW) and its associated document, which reviews the
activities of the previous year and outlines the priorities and strategies to be adopted for
the coming year. In addition to these broad policy documents, the GAC also produces
specialized texts like the National integrated IEC/BCC strategic framework (HIV and
AIDS) 2006-2010, distributed to all stakeholders to help guide particular aspects of the
National response.
Funding for HIV/AIDS-related work in Ghana "has received immense support
from both multilateral and bilateral sources...Under the pooled funding arrangement,

These seven themes are: Policy, Advocacy and Enabling Environments; Prevention and
Behavioural Change; Treatment, Care and Support; Social, Cultural, Legal and Economic Impacts;
Coordination and Management; Decentralization, Regional, District and Community Response; Monitoring
and Evaluation, Surveillance and Research; Resource Mobilization and Funding Arrangement.
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contributions will be pledged annually by the funding partners and the Government of
Ghana following annual quarterly meetings" (Ghana AIDS Commission, The National
response to HIV and AIDS: Five year program of work, 2006, p. 5). With regard to the
dispersal of these funds, the GAC issues a Call for Proposals on a bi-yearly basis. The
priorities and approaches outlined in the Call for Proposals emerge from the policy
documents described above, particularly the APOW. This "pooled funding" approach has
been adopted to ensure the streamlining of the National response. As the Five year
programme of work 2006-2010 notes:
One of the outcomes of the direct funding to implementing agencies without
involvement of the GAC led to the implementation of programmes that were
outside of the National Framework. To focus the resource allocation process and
the targeting of interventions to priority areas under NSF II, it is important to
ensure that the funding of all activities are within the Framework. (2006, p.49)

Appendix B: List of Representatives of the National Response Interviewed
Interviews were carried out with one or more representatives of the following groups:

Governmental partners

Ghana AIDS Commission (GAC) -3 representatives
Ministry of Women and Children's Affairs (MOWAC) -1 representative
Department of Women -1 representative
National AIDS Control Program (NACP) -2 representatives

Multi-lateral partners
United Nations Joint Programme on HIV/AIDS (UNAIDS) -2 representatives
United Nations Children's Fund (UNICEF) -1 representative
United Nations Development Programme (UNDP) -1 representative

Bi-lateral partners

Canadian International Development Agency (CIDA) -1 representative
United-States Agency for International Development (USAID) -1 representative

And projects funded and operated through USAID:
Strengthening HIV and AIDS Response Partnerships (SHARP) -1 representative
West Africa Project to Combat AIDS and STI Ghana (WAPCAS) -1 representative

Transnational NGOs

AWARE Reproductive Health -1 representative
AWARE HIV/AIDS -1 representative
The Society for Women and AIDS in Africa (SWAA-Ghana) -2 representatives
The African Women's Development Fund (AWDF) -1 representative

Local NGOs focused on HIV/AIDS

Pro-Link -1 representative
Hope for Future Generation -1 representative
Ghana Social Marketing Foundation (GSMF) -1 representative
West African AIDS Foundation -1 representative
Foundation for Women and Children (FOWAC) -1 representative
National Association of Persons Living with HIV (NAP+) -1 representative
Wisdom Association -1 representative
Women United Against AIDS in Ghana (WUAAG) -1 representative

Local NGOs focused on gender

The Ark Foundation -1 representative
Women's Initiative for Self Empowerment (WISE) -1 representative
Young Women's Christian Association (YWCA) -1 representative
The Gender Studies and Human Rights Documentation Centre -1 representative

Academic consultants

University of Ghana, Legon -3 representatives
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Appendix C: Interview Guide for Representatives of the National Response
- How long has [name of organization] been in existence? Do you work in Accra only, or
do you have satellite offices elsewhere in the country?

- Can you describe the mission and work of [name of organization]?

- What is your role within this organization? What tasks are you responsible for?

- Do you work in tandem with other organizations and governmental bodies? Who are
they and can you describe your partnerships/projects?

- Do you receive funding from Ghanaian and international institutions and if so, what are
they? Do they shape the nature of your operations and messages beyond funding?

- Who do you target in your work (for example, do you focus on particular 'risk groups'
or the general population)?

- Can you describe the HIV/AIDS situation in Ghana?

- Who are the communities/populations most affected and why do you think this is so?

- Does the epidemic in Ghana follow global trends whereas women are more strongly
affected? If so, what are the reasons for this?

- Is there much prevention and education being pursued in Ghana in relation to
HIV/AIDS?

- Are Ghanaians well informed about HIV/AIDS? Where do they receive this information

- Do young Ghanaians receive sexual education in school?
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- Are there numerous organizations dealing with sexual and reproductive health issues
(including HIV/AIDS) in Ghana?
- Where and what are the messages circulating in relation to HIV/AIDS more
specifically?

- Do you think people are making changes in their lives to decrease their risk of acquiring
HIV? What are some of the barriers that stand in the way of this process?

- Do you feel women need to be targeted in a specific/different way? If so, what are some
comments and suggestions?

- Do you feel that beyond HIV and AIDS, women received adequate treatment for and
sufficient attention is given to issues surrounding sexual and reproductive health?

- Can you comment on relationships between men and women in Ghana and how this
may affect the spread of the virus?

Appendix D: Interview Guide for Members of Support Groups for Positive Women
- Can you share your testimony/ tell me the story of how and when you were diagnosed
with HIV?
- Had you heard about HIV/AIDS before being diagnosed? If so, where did you hear
about it and what did you know?

- Were you married at the time of learning your status? Are you still married today?

- Were you working when you learned that you were HIV positive? Are you still working
now and if so, what do you do? If you are not working, would you like to work?

- Do you have children? How old are they? Are they in school? Are you looking after
them right now? Do you receive any help to raise them? Do your children know about
your status? Have you told / will you tell your children about HIV?

- Does your family know about your status? If so, what has been their reaction and if not,
why do you not want to tell them?

- How long have you been a member of this support group? Why did you become a
member? Were you a member of another group before joining this group?

- How is your health? Do you take ARVs? Where do you receive treatment?

- What are some of the difficulties you experience as a PWHA?

- They say that women represent 63% of the cases of HIV in Ghana. Why do you think
this so? What are the issues that women are facing that put them at risk of becoming
infected?
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- They often recommend ABC as an effective prevention method. What does ABC mean?
Are Abstinence/Being faithful/using Condoms realistic prevention methods for women in
Ghana? And if so/if not, why?

- Are condoms easy to find in Ghana? How do people feel about condoms? Can women
speak to their partners about condoms?

- Are women and men faithful to each other in Ghana?

- Can women speak to their partners about HIV/AIDS, sexuality and relationships?

- Can you comment on relationships between men and women in Ghana? How do women
and men relate to and act with each other?

- Do you think that Ghanaians are well informed about HIV/AIDS?

- Why are Ghanaians still becoming infected with HIV?

- Do you feel that the government/organizations/the media are doing enough to address
HIV/AIDS in the country? Can you give examples?
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Appendix E: Interview Guide for Interviews in the streets of Accra

- Have you heard about HIV/AIDS? What is HIV/AIDS?

- Where did you learn about HIV/AIDS?

- How is HIV transmitted?

- What can people do to protect themselves from becoming infected with HIV?

- Who is infected with HIV? Does HIV affect certain groups or people more than others?

- They say that women represent 63% of the cases of HIV in Ghana. Why is this so?
What are the issues that women face that put them at risk of becoming infected?

- What can women do to protect themselves from becoming infected?

- They often recommend ABC as an effective way to protect one's self from HIV. Do
you know what ABC stands for? Are Abstinence/Being faithful/using Condoms realistic
prevention methods for women in Ghana? And if so/if not, why?

- Are condoms easy to find in Ghana? How do people feel about condoms? Can women
speak to their partners about condoms?

- Do you think that Ghanaians are faithful?

- Can you comment on relationships between men and women in Ghana? How do women
and men relate to and act with each other?

- Can women speak to their partners about HIV/AIDS, sexuality and relationships?
- Do you think that Ghanaians are well informed about HIV/AIDS?
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- Why are Ghanaians still becoming infected with HIV?
- Do you feel that the government/organizations/the media are doing enough to address
HIV/AIDS? Can you give examples?

Appendix F: Interview Guide for the Group Interview
Introductions (ask information about age, family, education, relationship status and
current employment)
- What do you know about HIV/AIDS? How did you learn about HIV/AIDS? Did you
receive information about HIV/AIDS in school? How old were you?

- What is the HIV/AIDS situation in Ghana? Do you think that certain groups are more
affected than others? If so, who and why?

- Did you speak about sexuality and HIV/AIDS with your parents or another adult when
you were growing up? Has this changed with you becoming older (ie can you speak
about sexuality and related issues with your family now)?

- What are the messages circulating about HIV/AIDS in Ghana? Do you think that these
messages are effective in educating people about HIV/AIDS and how they can protect
themselves from infection? Why or why not?

- Why are women so strongly affected by HIV/AIDS in Ghana? Is enough being done to
respond to women's needs? Should programs target women specifically and if so, how?

- Can you comment on gender relations in Ghana? How do women and men relate to one
another in the context of their relationships and more generally? Is it difficult for women
to bring up HIV/AIDS and sexuality with their partners?

- Are you familiar with ABC? Are Abstinence/Being faithful/using Condoms realistic
prevention methods for women in Ghana? And if so/if not, why?
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Appendix G: Descriptive Table of Women Participants Interviewed

Context of
Interview

Support
group for
positive
women
(first)

Interviews
in the
streets of
Accra

Number of
Participants
Interviewed

27

Age
range

26-71

Age
(average)

37

15

21-50

30

4

25-27

26

29

22-52

32

Group
Interview

Support
group for
positive
women
(second)

Marital
Status
(average)

Economic
Assets &
Occupation
(average)

Level of
Education and
Literacy
(average)

Widowed
or
divorced

Very poor,
Selfemployed as
a trader

Primary school,
Low literacy

Poor,
Married or Employed as
in a
trader or in
relatioship the service
industry

Single

Widowed
or
divorced

Middle
class,
Working for
company
or
organization

Very poor,
Selfemployed as
trader

Junior
Secondary
School

University

Primary school,
Very low
literacy

