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Abstract
This research was undertaken in order to break the silence of women living with HIV in Bamenda Region of Cameroon taking into account the severe impact of the disease on their social aspirations, cultures and traditions.  The research looked at how living with HIV and the stigma associated with it in the society has severely limited women's choices and agency. Not being able to bear children is highly problematic as motherhood holds the highest cultural value for women in the Region.  In-depth interviews were conducted to find out the experiences and perceptions of women living with HIV looking at their aspirations with regard to child bearing as well as the responses from the community. The findings indicated that HIV positive women find it challenging to exercise their agency to bear children due to lack of information and external pressures. The research also found avenues where it was possible for women to speak out and make informed choices through the support of Church groups and health clinics which approached the women's condition holistically taking into account the socio-cultural as well as medical aspects.
 


[bookmark: _Toc340581227]Relevance to Development Studies
HIV/AIDS has a devastating impact on the society as a whole and in particular for women who even when ill continue to bear the burden of care work and reproduction in their family life. Navigating being a mother,carer and producer while living with HIV is a challenge for women in rural areas such as the Bamenda Region in Cameroon.  The reality of these women's lives, the difficulty of exercising their agency and choice needs to be spoken about, particularly since child bearing is of great importance to continue family life and cultural practices and the stigma of HIV is silencing and oppressing women reducing their ability to live a life with dignity.
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[bookmark: _Toc340581228]Chapter 1: Introduction 
[bookmark: _Toc340581229]1.1 Outline of the Research Paper.
This introductory chapter introduces the research problem followed by chapter two, which presents the research objectives and research questions. Chapter three will give the contextual background of the effect of HIV epidemic in Cameroon on different spheres of societal life paying attention to lower fertility rates. Chapter four will look at my personal contributions as well as method of data collection considering the limitations and constraints of the study. Chapter five will focus on the theoretical framework which informs all of the research paper. Chapter six gives the analysis of the research findings paying attention to the coping strategies and challenges of three different live stories of women living with HIV. Chapter seven gives the conclusion of the research findings.

[bookmark: _Toc340581230]1.2 Statement of the Research Problem
This research tries to break the silence of women living with HIV bringing out its impact on their social aspirations, cultures and traditions from various ethnic groups in Bamenda in regard to child bearing. My focus is how HIV is affecting the cultural and social familial life of different ethnic groups in Bamenda, Cameroon; investigating in particular how the inability of having children is changing family status and lineage; which might alter one of the most important cultural values of procreation in future.

[bookmark: _Toc340581231]1.3 Research Objective
This research paper examines how the emergence of HIV has impacted on the perception and aspirations of different groups of women living with HIV based on their responses and experiences. The ability to have children is important for women and men’s status in the society of Bamenda, and is central to cultural and religious practices. Considering the high HIV stigma in the region, the cultural and religious pressure to bear children undermines not only the coping strategies of HIV positive women with regard to child bearing but also that of HIV prevention and treatment.
[bookmark: _Toc340581232]1.4 Research Question:
MAIN-QUESTION:  How do women living with HIV/AIDS perceive and experience child bearing in the context of HIV?


[bookmark: _Toc340581233]1.5 Sub -Research Questions:

a)    What are the different responses of single and married women living with HIV to their changing sense of identity as mothers and members of their community?


b)   What has been the response from the community (religious and others) to this situation and how have these responses determined women’s opinions and coping strategies?






[bookmark: _Toc340581234]Chapter 2: Contextual Background; 
Cameroon is in West Central Africa with a population of 20,129,878 (July, 2012 est.) though the demographic profile is quite complex with an estimate of about 250 ethnic groups classified into 5 large regional cultural divisions.[footnoteRef:2] One of the major ethnic groups known as the grassfielders account for about 38% of the population, were by most of them are resident in Bamenda region. The country is divided into 10 regions with Bamenda as the capital of the North West Region, one of the regions. It is inhabited by more than 300,000 inhabitants with a high rate of unemployment. The grass fielders’ ethnic group are made up of different tribes classified into one regional cultural division who are residents in Bamenda region.  [2:  www.blurtit.com] 

Though these different tribal groups have different customs and practices, they all share a similar cultural value when it comes to child bearing as well as its social implications. Ethnic groups in Bamenda share a high cultural value of child bearing especially the Bamileke ethnic group considering that, this ethnic group practice polygamy. Having many children accords the man status in his community. As I also come from this ethnic group, I grew up in an environment were huge attention was given to  procreation so I understand well the value placed on having children especially as I am a single young woman without children. I am regularly reminded about the importance and need to have children during my visits back home in Bamenda though I can forget it when out of the community. Due to the importance of having children, women who are unable to bear children because of their HIV status face societal pressure; abuse and worse of all, the stigma associated with HIV. When finding out they are HIV +, women face the dilemma of whether their partner will accept their status as well as fear of transmitting the disease to their child. HIV positive women become highly demoralized and depress while struggling to cope with the disease. Studies show that HIV patients in developing countries suffer major depression particularly where mental health care has not been fully integrated into HIV clinical care. Research in Bamenda indicates that only 33% of HIV patients in Bamenda have spoken to health professional about depression while only 12% reported having received effective treatment for depression (Gaynes B et al 2012).
Cameroon has been greatly devastated by the HIV/AIDS epidemic with approximately 5.3 %of people living with the virus. The first HIV case was identified in 1985 among patients in Cameroon (HIV and disease 2001). Among those impacted, 320,000 women are seropositive and 54,000 children are living with HIV (2009 est.). The 37,000 excess deaths due to HIV related illness have left 330,000 orphans due to AIDS (HIV and AIDS statistic 2009).  Behrendt A & Mbaye S (2008) asserts that Bamenda has one of the highest rate of HIV/AIDS infection in Cameroon according to a demographic health survey. Ndula (2008) mentions that previous research showed that HIV prevalence dropped in Bamenda in 2004 from 8.7% to 6.7% in 2007. It was expected that the prevalence rate could be lessened if seropositive pregnant women, mostly young women respected their antenatal appointments and take their antiretroviral drugs regularly in order to avoid mother to child transmission during pregnancy(ibid). It is important to point out that statistics of women’s HIV status is Cameroon are available due to the compulsory screening for all pregnant women unlike voluntary screening which is still hampered by high level stigmatization of HIV/AIDS in the society. Women as a gender are particularly vulnerable to HIV infection due to mix reasons: including the biological risk which is exacerbated by gender economic and social in equality. Also, the measurement of pregnancy rates in HIV positive women and HIV negative women differs as seen in women attending antenatal clinics and is about 4.09% in Cameroon. The growing awareness about the HIV epidemic has influenced changes in sexual life as is evidenced in the HIV prevalence rate of pregnant women in Cameroon of about 7.6 %(Nufuru 2012) The most significant infection of children less than 15yrs according to a UNICEF statistic in 2012 is as a result of mother to child transmission (ibid).

[bookmark: _Toc340581235]2.1 Background: Bamenda Religion and HIV.
Religion also plays a fundamental role in the lives of its community members in Bamenda. There are several different religions and doctrines in the area but they all encourage and promote procreation in marriage and believe that children are a gift from God. For example Christian teaching gives people their understanding that a good marriage requires procreation. As I come from a Christian background and haven studied in Religious institutions, I am well aware how Religion shapes the cultural importance of child bearing in family life.
The Church has address the emergence of HIV from a spiritual side leaving health professionals and centres to care for the medical and health aspects. The Church tries to ensure that women enjoy a happy life in spite of the constraints due to HIV/AIDS. This approach also requires critical examination because people often abide to their religious teachings. One of the main challenges faced by the Catholic and Baptist Church for example, is dealing with HIV stigma, which is rarely discussed among their followers because of its sensitivity. Instigating compulsory HIV screening before Christian marriage is problematic due to the stigma associated with HIV/AIDS, though during the research, the Catholic, Baptist and Deeper Life Churches did see it as important. Some Churches in the North West region of Cameroon are engaged in the fight against HIVAIDS from the spiritual perspective while working in collaboration with the health centres especially the Catholic and Baptist Churches. The Baptist Church tries to stop AIDS by promoting Christian values such as fidelity in marriage, proper sexual education, avoiding risky behaviors and proper use of condoms. Though they emphasize that abstinence before marriage and faithfulness among married couples is the safest and best method to prevent HIV/AIDS. They do consider condoms even if they do not ensure complete protection against HIV and sexually transmitted infection (STIs), they reduce the risk of infection to about 90% (Raen K, 2011). The Catholic Church refused to promote the use of condoms which becomes complicated among discordant couples who can then infect the other. The Catholic Church only allows compulsory HIV screening before marriage as well as voluntary screening for all, without agreeing to the necessity of condom use for discordant couples. Using condoms becomes a challenge for devout Catholic followers who are already living with HIV. In this case, the Baptist Church shows more flexibility and actually encourage practice of safe sex with the use of condoms (ibid) .Thus, individuals following the Baptist Faith do use condoms though female condoms are not common in the region, and those with access dislike using them. 
Meanwhile the Deeper life Church also promotes abstinence and fidelity in marriage in order to stop the spread of HIV though they do not really have rules with regards to the use of condoms. Though they discourage premarital sex and infidelity, they do accept discordant couples who would probably opt for condom use to avoid transmission of the virus. Most other Churches in the region do not really have clear rules about the use of condoms since they have followers already living with HIV but do not encourage their Church members to practice safe sex since infidelity and premarital sex are forbidden.

There has been a series of campaigns, seminars, demonstration organized by the Ministry of health in the general fight against HIV/AIDS. The United Nation Children Fund (UNICEF) recently sponsored a local march in Bamenda advocating for Prevention of mother to child transmission of HIV (PMTCT) at the same time encouraging male participation to join the fight against HIV/AIDS (Nafuru 2012). They encouraged men to accompany pregnant women to antenatal care to help reduce mother to child transmission of HIV. The march included pregnant women, non-pregnant women as well as some men giving a promising picture though most men when interviewed by the press mentioned that while they supported antenatal care they would not accompany women to antenatal clinics (ibid). Some of the men, who took part in the march, pointed out that their reason for participating was due to the benefits such as gifts(money), while another male participant emphasized that there was no need to force him know his HIV status (ibid). However, this event was followed by other activities such as capacity building for various local organizations while trainees were to be charge to mobilize their communities to prevent mother to child transmission of HIV through early antenatal care. Women from Bamenda Region according to a doctor in the region continually need support to follow up antenatal care considering that many women come to know their status late during pregnancy which limits the prevention of HIV transmission to the baby (ibid). 

Political commitment from the government to end HIV has also been quite limited. Very few Non-Governmental Organizations (NGOs) in Cameroon are working on HIV related issues. And, there are also very few women’s organizations or NGO’s in the region. Other NGOs dealing with HIV/AIDS were quite active during the global fund disbursement to fight HIV/AIDS and now with those funds gone, there are currently very few NGOs engaged. Cameroon was one of the countries shortlisted by the Global fund office in April 2011 for the misuse and fraud of global fund resources of about 33.455$(Global Health Policy Program 2012). The Global fund secretariat had to implement new strategies in order to monitor its programs. The Global fund board also had to set up guide lines for all recipients of its funds regardless whether they were shortlisted for mismanagement or not (Global funds grants 2012). For example since trainings events and associated cost activities was identified as main areas of fraud, the Global Fund now demands detail accountability for all activities. Another requirement was to submit a yearly training program for approval by the secretariat as well as verifications of the attendees and spot checks of training activities. As well as funding proposals which targets to eliminate stigmatization  and discrimination of people infected or affected with HIV(ibid).Reflecting on this issue, I remember discussing with one coordinator from an NGO in Bamenda region who mentioned he had to close down his NGO because he was not ready to abide by the rules from the Global fund Office. According to him, he already benefited from the earlier disbursement and could now pursue other issues which I rather found disturbing considering the devastating effect of HIV in the society. Besides the criteria for funding proposals which seeks to eliminate stigma and discrimination is a very crucial point to consider in the general fight against HIV as seen in the research to enable those infected live a dignify life.
However, NGOs in Bamenda see a lack of political commitment especially in the interactive process which is quite limited. Stating that, government officials in the Ministry usually have other priorities and would encourage NGO’s to carry out their planned activities without getting any financial assistance which also stands as their major constraint.
[bookmark: _Toc340581236]2.2 HIV and Reproductive Health in Bamenda Region.
Research has mainly focus on the medical aspects of HIV infection, prevention and transmission from HIV positive women to their children not taking into consideration the social and cultural dynamics women face in real life. A clinical study by Tufon N and Parker J (2011) confirms that, HIV-1 is the most dominant form of HIV infection with 93.8% of people living with the virus. The demographic pattern indicates that majority of people living with HIV in Bamenda(73.7%) are between the ages of 20-49 years out of which 60% were female and 38% male who are the most sexually active population(ibid). Meanwhile 60% of those infected were married couples while 20% were single and 6.5% separated, with most of the infected groups from lower socio economic class.  This also re enforces the notion of stigma which is highly felt by those who were already disadvantage before getting infected making the stigmatization of people with the acquired immune deficiency virus(AIDS) quite severe especially among low income families(Campbell C et al,2005).
There has been a record of high maternal death due to AIDS in Cameroon not leaving out the area of study Bamenda were by, there has also been a slow turn up for the mothers2mothers programs which offer educational and moral support to pregnant women living with HIV[footnoteRef:3].There has been a slow progress of HIV pregnant women who return to clinics after initial visit posing a major obstacle in preventing mother to child transmission of HIV (Nofuru 2012). To this regard, it has been recommended to integrate the worldwide standard model of mother2mother programs through peer ‘mentor mothers’ to send text messages or make phone calls to urge their peers make return visit. As a matter of fact, most studied carried out in the area of survey has mostly been health related, such as survey of HIV pregnant women attending antenatal care, new cases of infection, and prevention of mother to child transmission of HIV. The socio cultural impact of HIV has actually been left out, paying attention mostly to testing, prevention and treatment. [3:  Adele Reproductive health Foundation 2011] 

That being mentioned, one study carried out looked at the issue of HIV and reproduction touching on fertility intentions of women living with HIV emphasizing on the right to choose parenthood among those infected with HIV (Mantell J et al 2009). One of the case studies carried out in the field of HIV and reproductive health, looked at a couple who tested HIV Positive who wanted to have children and through the assistance of home based support they had access to medical services, counselling  and social network which enabled them have children in one of the areas in Bamenda. In another study in the field of HIV and reproductive health in Bamenda, it shows that HIV sentinel surveillance in seropositive pregnant women increased from 0.7 % in 1990 to 18.5% in 1997 and later on dropped to 14.0% in 2000 (‘Epidemiological fact sheet 2004’).This also highlights the importance of HIV screening as an obligation for pregnant women during antenatal care though it is understood that clinics will now make it optional for pregnant women to know their HIV status. 
The UNICEF project in Bamenda encouraged pregnant women to attend early antenatal care in order to prevent mother to child transmission and aimed to provide HIV + women with anti-retroviral (Nofuru 2012). Previous research carried out by UNICEF still indicates that, there was an increase in the number of sero positive women taking anti-retroviral by 10% from 2008 to 2010. This was however less than those who needed it considering the increase in number of women who tested HIV positive during their pregnancies from about 77% to 82% during the same period (ibid).
As mentioned earlier, Bamenda is home to several ethnic groups: such as Mankon, Meta, Bali Ngemba, Tikari and Bamileke. These groups have been living in Bamenda as residents over a long period of time and still have strong links to their cultural values and traditions. This research looks at how the high incidence of HIV/AIDS has changed these cultures and traditions not just for the time being but also for the future taking into consideration the complexities of HIV and child bearing. Religion is an important feature of the culture of Cameroon with about 40% Christians, 20% Muslim and 40% practicing indigenous Religion, all of which can be found in Bamenda which is the location of the research.  
This research focus on the complexities of child bearing in times of AIDS. Traditional norms mandates that women fulfil their reproductive role of child bearing, home management, and food provisioning for the family though this norms are gradually changing (Fonjong L, & Fonkimeh A, 2007). It also pays particular attention to the way religion has shaped responses among women living with HIV in their choices, perceptions, and aspirations in having children as well as reducing stigma in the society. The dominant Christian belief put considerable emphasis and pressure on the need for married women to prove their faith through having children were motherhood is the ultimate expression of good womanhood. The value of having children and being good Christians is closely linked in the religious practice and belief though emphasis are being made that child bearing is not the sole purpose of marriage. However, I believe that not having children is one of the most stigmatizing impacts of HIV and AIDS and more disturbing for single ladies who are in their reproductive stage keeping them depress for fear of not getting a partner.

HIV/AIDS has changed possibilities and ways of having children for families in Bamenda and other parts of the country. This has been quite challenging in responding to this crisis in various ways due to lack of information and facilities, stigma on HIV which discourage people to go for screening for fear of discrimination and rejection in families and communities. As a matter of fact, HIV/AIDS is a global challenging crisis with different responses from different countries which points out the wide gap between developed and developing countries with great implications for those infected who can’t access effective health care services. In spite of the awareness campaigns by state and religious groups, it still poses a big problem in the community for people living with HIV/AIDS because attention has been mainly on HIV prevention and transmission modes which still indicate a wide gap. Nevertheless, those who are informed are mostly those who know their HIV status but because of the inefficient medical services and facilities, most women living with HIV are still not current with information. Women living with HIV are still ignorant about their chances of becoming pregnant if they choose to for fear of infecting their partners as seen during the research or not having a partner who will accept them as HIV carriers. This shows how the current perception of women living with the disease is limited to the societal discourse surrounding them which eventually influence their agency to opt for different possibilities.
Now that adoption is not a common practice in the region, calls for further sensitization and effective service delivery for PLWHA to be well informed and enable them make right choices given the fact that HIV carriers can still have children if they choose to[footnoteRef:4]. By so doing, there is a great need to follow medical advice on how to conceive when living with HIV, prevention of transmission during pregnancy and delivery. This is an important aspect in the life of women living with HIV in Bamenda just like other women in the Cameroonian and African societies who often desire to have children but are limited in their choices due to lack of information or adequate HIV health care services. [4:  Being pregnant and infected with HIV.] 

Bamenda region is one of the regions greatly affected by poverty with women and children suffering the most, having about 52% of household members who are poor women and half of the members of the households children under 15 years of age (‘Nascent solution’, 2010).Agriculture is the main pre occupation in this region with 70% of the population depending on agriculture which the government allocates minimal of its National budget to the sector also calls for concern. This also points out the importance of having children to assist parents in cultivating land and provision of basic household needs. It is also part of the culture having children to be able to take care and assist their parents when they grow old. In this case, social family ties and network is an essential part of the culture which becomes problematic for those who don’t have children and in some cases they are being ridiculed by the community. 
Due to economic difficulties, several children also get involve in child labour to satisfy their own needs such as paying tuition fees, buying books and other basic needs especially when the parents cannot afford. This actually highlights one of the challenges for  women living with HIV which cannot be ignore, given the economic and financial difficulties especially in the Bamenda Region of survey. The big question remains about the expenses surrounding pregnancy in HIV pregnant women who need to have a balance nutritious diet, money for regular check-ups in case they need medical attention, caesarean section fee and also money for baby’s milk after delivery. 

Religion plays a very important role in the life and wellbeing of people living in the region of Bamenda, in Cameroon as well as other parts of West Central Africa. Religion in Cameroon is fairly diverse with Christians, Muslims and also practice of traditional religion. Though Christianity is quite common in the area of study alongside traditional beliefs, spirituality remains important aspects in most Cameroonian cultures were by Religious freedom is constitutionally protected. Most Cameroonians especially in the region of Bamenda come from Christian backgrounds having most of their children or pupils studying in Religious institutions while most private and government institutions have Religion in their curriculum. As a matter of fact, Religion is one of the subject recognize nationwide for public examinations and General Certificate of education in the country. Having such background tend to influence the perception of most people in the community who worship God and are devout Christians were by, they experience spiritual fulfilment and consolation. Considering that traditional beliefs is also a common practice in the region, it often conflicts with Christian doctrines were by devout Christians hold on to God for guidance, miracles, and protection especially from witch craft which is quite common. With the emergence of HIV, Religion has also helped in uplifting the lives of those infected and affected by HIV were they become hopeful of a bright future.







[bookmark: _Toc340581237]Chapter 3 Methodology
[bookmark: _Toc340581238]3.1 My Position and Perspective;
Coming from the same area and culture of research I believe that I have a duty towards the wellbeing and growth of my community especially after having lived, studied and worked most of the time in this region. My experience as an attendant in the Human rights unit and health clinic gave me an insight of the difficulties and desires of those living with HIV especially women when it comes to child bearing. Activities in the health clinic was mostly geared towards blood screening and drug prescription of modern herbal therapy for various illnesses especially HIV. Having experience the death of several people I knew to AIDS because of negligence, stigma and depression, I became passionate about HIV related issues which gave grounds for my research on HIV. My Developmental studies made me look and analyse HIV related issues not just from the medical implications but also from Social Science perspective. I try to examine the impact of HIV from a socio cultural perspective considering the complexities of child bearing in times of AIDS which could have devastating implications in future. My Religious background influences my perspective about HIV. I feel it is a Christian obligation to contribute to the wellbeing and happiness of those infected with HIV as they need my love and support. 

The spiritual aspect is important in itself but also because in hope of miracles some churches and health clinics allow fake men of God to influence people living with HIV and AIDS even to the point of not taking their life saving medication.

[bookmark: _Toc340581239]3.2 Methods of Data Collection and Analysis.
Given the sensitivity and stigma surrounding HIV, I interviewed 3 women living with HIV/AIDS to get their various perspectives about having children. My assumption was that due to the emergence of HIV most women will find it challenging to have children if they were tested HIV Positive either because they will be stigmatized, discriminated or experience rejection or fear of not having any partner because of their HIV status. I looked at the socio cultural impact, including aspects of Religious doctrines which shape the lives and agency of women to make informed choices in their lives.
The key method I used was Reflexivity. I conducted three in depth interviews with women living with HIV, single, married, and divorced comparing their perceptions and approach in relation to the complexities in child bearing and their coping strategies living in a society that stigmatized them. The high stigma associated with HIV in Africa stems from the fact that the disease is primarily associated with promiscuity and Campbell C et al mentions that women are very much stigmatized because culturally women are expected to live a morally up right life. Fisher N,( 2010) points out that sex is often identified as the main  issue which corrupts culture indicating that, surrounding cultures give(out of the norm) sexual practices or the people who engage in it negative meanings. This also made it hard for women to share their experiences and perceptions.
Having lived abroad for several years I had lost contact with the women I knew living with the disease while working in the Herbal clinic some years ago. I had to rely on my key informant (who knew me well) to help create trust among the respondents before I could even meet them. My key informant choose those who were his friends and who trusted him as their spiritual mentor.  This allowed him to establish confidentiality assuring them that I was a trustworthy person. One of the respondents emphasized the need for assurance from the informant in the course of our in-depth interview. She said that she was taken to me at first sight or else she would not have taken part in our discussion.  
I was able to collect three life stories of women (single, married, divorcee) living with HIV and hear their struggle to conceive and have children. I took into consideration ethical measures to ensure the confidentiality and anonymity of my interviewees.  This helped them to open up, telling me their stories and breaking their silence. I would often let them do the talking without specific set of questionnaires though I guided the discussion with leading questions when it was suitable or when they asked for clarification.
I also conducted a further set of interviews with 2 Roman Catholic priests and two key informants from the Family Life office headed by the Catholics. I asked them about the role of the Church in assisting women live a positive and fulfilling life while living with HIV.I had access to constitutional documents and laws about the role of the church to this regard to find out if there have been any amendments or deliberations due to societal changes like the emergence of HIV. In this regard, the churches did not have clear constitutions on the topic beyond not discriminating against those living with HIV stating they need support and encouragement. Catholic, Baptist and Deeper Life churches recommend in their pre-marital counselling, compulsory HIV screening before marriage.
I also interviewed two Baptist pastors, one of the dominant Religions in Bamenda and the wife of the pastor who heads the Baptist women fellowship group. 
Another set of interview was with the Baptist health clinic and the Natural Herbal Clinic and research centre. The Baptist clinics face challenging issues regarding HIV and conception as does the Natural Herbal clinic which have recorded successful cases of HIV women bearing children.
A further set of interview was with the Deeper Life Faith pastor which is one of Pentecostal churches in the Region of Bamenda who also had cases of HIV patients though they have not really address the situation. 
I also interviewed key informants from the Delegation of social welfare to find out if there has been any response from the public health official in reaching out to women’s social meeting groups which is quite popular in the region. Public health has been on general HIV prevention and treatment not addressing issues concerning reproductive rights and HIV among women’s social groups. Only pregnant women who attend antenatal care are open to such information and details.
I interviewed the coordinator of the women’s NGO who have been carrying out mushroom cultivation to help improve the livelihood of women especially those living with HIV for their own nutrition benefit since mush room is highly recommended for those living with HIV.

The last set of interviews was with the family life offices that do not have a clear guide or programmes for women living with HIV who tries to cope with conception issues or having children. This is also seen in the light that being HIV positive or not, children are a blessing and gift from God to married couples, which also implies that Christian marriage goes beyond children though it is a vital part of any family.

[bookmark: _Toc340581240]3.3 The Scope and Limitations;
Considering the taboo and stigma associated with HIV and not sure of any social network of people living with the disease, I tried using my past network in the HIV clinic to identify these women though most of them had relocated. It was a challenge having women to talk with and the best option I had was to use my key informant who is a priest to lease me with my respondents. I could not also meet other women living with HIV because of the reluctance from the leader of women’s Baptist group who was the pastor’s wife. She said ‘HIV is such a very sensitive issue that I hardly discuss during our  women’s meeting and beside there are some women whom medical experts from the Baptist clinic  have disclosed their HIV positive status who are  pregnant but she can’t approach them’. The two Baptist pastors also mentioned similar cases which they knew of, but will not approach them or even bring up such topics directly to their Christian community for fear of being accuse of stigmatization. 
To build trust was at the back of my mind as well as ethical reasons why I was carrying out the research to have ideas on how to better help those in similar situations especially through the church. This was my approach to start building confidence and trying to maintain trust which my key informant had already assured them. When conducting the in depth interviews, I found doing the interviews quite emotional. It was quite challenging listening to the live experiences of those whom I happened to have known before, though not knowing their HIV status. I believe that the willingness of the respondents to open up to me or even meet me was because of the assurance and confidentiality from the priest. It was difficult to find out details of what is normally considered private, especially sexual details which are taboo to talk about openly in the society and culture. It was difficult for them to openly talk about their HIV status to me as an out sider and I had to be sure not to disclose their identity.
Since I did not intend to use any recorder it became challenging to write down all points since I had to be observant in carrying out this ethnographic research. My position was quite important to enable the respondents share their genuine perspective on the subject, therefore I had to ensure they felt free to express whatever they wish to share or not. Meanwhile my greatest challenge was re assuring them about the trust they had in me, that I will keep up to my agreement of confidentiality without disclosing their identities in any way. I had to convince them that my interest was not so much about their identities but in their experiences to help those in similar situations who may want a similar forum to break their own silence just like one of the respondents confided in me. I had to explain to them how we are all affected by HIV directly or indirectly, so it concerns us all considering the impact it has on the society as a whole.

At one point, I had a dilemma of intruding into one of my respondents (Coinse) risky sexual practice of unprotected sex being HIV+ by questioning her further on that point, if she understood the risk involved. I had to withhold what I understood to be medically in appropriate and at the same time assumed she knew what it entails, considering it is one of the major modes of HIV transmission in the society. I had to steak to my focus of carrying out the indebt interview putting aside my personal perspective or ethics; which I was not so certain was right or wrong considering the sensitivity and taboo around the topic.




[bookmark: _Toc340581241]Chapter 4 Theoretical framework
My theoretical framework for analysing this research is, agency, body politics and HIV embodied experiences, gender analysis of HIV positive women and child bearing as well as empowerment for reproduction rights .I used and applied these concepts in the course of my analysis which gave me insight to understand and compare what is theoretically grounded and what happens in real life. 

[bookmark: _Toc340581242]4.1 Agency
Kabeer N(1999) refers to agency as a process were those who have been denied the ability to make choices acquire such an ability by so doing highlighting the importance of choice which also implies alternatives to have chosen otherwise. In the course of the research I begin to question the options women living with HIV have considering that women living with the disease are not well informed about their options with regard to reproduction which leaves them with little or no choices. Therefore, their agency in this regard is doubtful since their choices are constrained. The issue of lack of informed choices pushed away some seropositive women from HIV support groups considering that it did not help improve their knowledge about possibilities to make better choices for their lives. One question which runs all through in the course of the research from one of the respondents is ‘I really want to know if I can also have children like any other woman around me’. Her quest for knowledge cannot be ignore when she stated her reasons for leaving the HIV support group because the only message they kept getting during their meeting session was about HIV prevention and treatment. Kabeer further emphasizes the expansion in people’s ability to make strategic life choices and define their priorities and act upon them. Power dynamics according to Kabeer cannot be ignored because there is the need to pursue one’s goal even in the face of opposition from others which she classifies as positive meaning of agency. In such given circumstances, one of the respondents mentioned  her  challenge in fulfilling her greatest wish of having a partner to make up her life and have children irrespective of the discouragement from health professionals and objections from those coordinating the HIV support groups. Pursuing her goal to have children in spite of her HIV status brought her fulfilment and happiness when she had her first child.  
In this regard, there is a possibility that, seropositive women may not actually exercise their agency with regard to the options they have in child bearing which they desire to have or not. This is based on the availability of resources, information, external factors such as cultural, religious, health reasons or societal pressure. By so doing, one of the respondents mentioned she will want to have more than two children but was advice that medically it will not be possible since she will have to undergo series of caesarean section which is risky for her health.  DeGelder M, (2011) points out that HIV/AIDS sufferer’s agency is often structured by the social conditions that enact them and circumscribed by care givers, those surrounding them were by questions of individual rights, freedom, pleasure remains questionable to this regard. Thus, women living with HIV solely rely on their counsellors or medical experts who kind of give them hope or make them hopeless as one respondent got frustrated at one point in her life getting different opinions from different Doctors. Considering that medical Doctors are experts in health care makes me believe that, any one in need of medical assistance adhere entirely to what his or her doctor’s says out of trust. The respondent regained hope when she met another medical doctor who told her it was quite possible for her to conceive and have children compared to other doctors who discouraged her entirely about her aspirations to conceive[footnoteRef:5].  [5:  The interviewee was told it was not possible for to get children since her HIV infection was already in a advance stage.] 

Positioning oneself in such a pessimistic state like this respondent, can really be depressing for any woman who desires to have children especially in an environment where child bearing is quite significant and well cherish. Reflecting on my past experience as a volunteer in a clinic in Bamenda gave me an insight of what HIV positive women undergo in their struggle to fit into this societal norm were child bearing is of great importance. At some point, interacting especially with young single HIV positive women, the fear of not having a partner because of their status and the importance of child bearing in the society gives an additional burden in trying to cope with the disease. One of the respondents who is still single has this dilemma of opening up her HIV status or not to her suitors considering how she desires to have children but is overwhelm with fear of rejection if her suitors are aware of her status[footnoteRef:6].Thus, their agency is influenced in one way or the other considering the high stigma associated with the disease especially if other persons know their HIV status which will later give room for gossips and discrimination[footnoteRef:7] . As Kabeer, asserts, there is need for options; alternatives to enable one make informed choices which becomes an obligation for health and other social institutions to provide recent or updated information about living positively with HIV and reproduction. However, this is not the case except for some few institutions who have taken up the challenge like the Cameroon Baptist Convention who work in close collaboration with the Baptist health centre to render efficient services to those living with HIV especially those who want to get marry or have children. [6:  The interviewee desires to have children but fears infecting her partner and still finds it challenging to disclose her status.]  [7:  The interviewee once disclosed her status to one of her suitors who immediately made phone calls to inform his relatives and friends about her HIV status.] 


[bookmark: _Toc340581243]4.2 Body Politics and HIV Embodied Experiences.
Harcourt, W (2009) questions issues surrounding body politics such as going beyond essentialism which reduces women to biological essence determined by their biological, maternal and procreative sexual function. This reflects a typical Cameroonian society and other African cultures were by, motherhood is being hailed and celebrated making women who are not mothers stigmatized and rejected by their society. Meanwhile, living with HIV has its own embodied experiences with regards to sex, pregnancy, caesarean section, breast feeding and motherhood as a whole. First of all, those living with HIV have to be tied to the use of condoms for the rest of their lives for fear of not infecting the other or getting re infected. By so doing, the sexual satisfaction which some people derive without the use of condoms is not felt during sexual intercourse which I believe could possibly be the reason for risky and unsafe sex. The response from one of my respondents about her partner’s refusal using condoms while having unprotected sex also gives reasons why some people don’t enjoy the use of condoms in spite of the risk involve. Like my respondent simply mentioning ‘he says he enjoys sex without condoms’ meanwhile the respondent herself who is aware of her status but actually dislikes female condoms brings out certain complexities in safe sex practice and pleasure. This also highlights the strong concern that was raise in the 2007 conference   on HIV and sexual reproductive health  about promoting  sexual abstinence for young  and unmarried people, though abstinence is not practice in real life were by un protected sex is the dominant mode of HIV transmission( Harcourt, W 2009). 
During the research and my interactions with other young people also gives me the confirmation that abstinence is not being realistic in today’s world in spite of the Religious teachings. Therefore, as a young practicing Catholic, I usually reflect on the teachings of abstinence and discouraging the use of condoms to be far fetch from day to day practices, which becomes challenging in the fight against HIV. Also from my interactions, I realize how some people especially men dislike the use of condoms for not giving them they pleasure they desire but are bound to, for fear of getting STIs. In this light, the new approaches to sexuality such as pleasure project which aims to build bridges between pleasure and safer sex while avoiding negativity is quite vital (ibid).Child bearing and HIV becomes quite complex in terms of HIV positive women trying to conceive and become pregnant especially in developing countries like the region of research whereby self-insemination is not practice. In this regard, only the wealthy can afford artificial fertilization which stands as the only option for discordant couples. Therefore, HIV positive women will probably find it challenging to conceive and become pregnant like other women in their communities which is often regarded as the joy of motherhood carrying a baby in your own womb and not adoption which is quite rare in Bamenda region.



[bookmark: _Toc340581244]Chapter 5: Findings and Analysis. (Life stories)
[bookmark: _Toc340581245]5.1 Fain (single)
Fain[footnoteRef:8] is age 30 from a family of 5, single with a 10years old son and just got a job. She got infected by her boyfriend who later on passed away due to AIDS related illness. Fain got infected with HIV after her graduation while jobless until when she decided to go for HIV screening after suspecting partner’s illness.  Considering the fear of stigma were by people don’t disclose their HIV status was at the back of her mind and quite disturbing too. She has been longing for an opportunity to express herself or talk about her challenges with someone trust worthy who will not stigmatize her or judge her, just like Campbell and Nair argues that stigmatization of HIV is more because of its sexual nature. Considering that sex is always portray with negativity especially the stigmatization of women (Campbell and Nair et al, 2005). However, her personal challenge is not just the fear of being stigmatize but worried about her family being aware of her status especially her mother. She is the only hope in the family, considering that the rest of her siblings are school drop outs. By so doing, her mother will not be able to handle the situation and only a few people are aware of her status which she intends to leave it at that. Since she became aware of her HIV status, she has experienced 90% of HIV stigma from health professionals especially in the catholic health clinics while undergoing her medical test. She was publicly embarrassed by the lab technician who asked her in public if she came for the CD4 count test[footnoteRef:9]were by other people around could identify her as someone living with HIV. She later on had to go and complain to the clinic director, who was also embarrassed by the attitude of this lab technician.  [8:  Fain is a disguised name for the purpose of confidentiality which actually reflects her state of mind. Meaning fear in the dialect.]  [9:  CD4 cells are white blood cells which makes copy of itself in CD4 cells and then destroys those cells. The higher the number of CD4 the better your immunity. By so doing any lay man in Cameroon from the word CD4 he immediately attributes to HIV] 

Also in another catholic clinic, she was embarrassed when they insisted before opening her medical file to write down the mother’s details and address, though she suggested giving her confidant’s detail to no avail. Being so devastated with the services, she started losing hope about her health and life as a whole especially when one nurse mentioned another herbal therapy which has been quite helpful for PLWHA but was not going to be the same in her own case. That was her greatest dismay from the nurse who mentioned that her infection was already in an advance stage indicating that her CD4 count was quite low and is pointless if she followed the treatment. She loose confidentiality in the service when she was compared to another HIV patient who just by passed her inside the clinic. Her dream of living a fulfilled life and having a family got crushed especially in her desire to have 2 or 3 children since she now has a stable job. I believe being economically independent; she can also be able to take care of her medical expenses which is quite obvious with people living with HIV to have a stable health which will also enable her have a healthy conception and delivery. Fain reflecting on her past mentioned how depress she was, were by she gradually began losing out on the hope of being like any other woman in the street and while on ARVs her health was deteriorating which made matters worse. There were instances of disagreement amongst health professionals about her ARV prescription and people in her neighbourhood could already start questioning her health, making her feel uncomfortable since she had great weight loss which people around often associate with HIV/AIDS. This eventually points out the in efficient health systems especially in HIV care delivery and from my experience in the medical field, it is paramount for HIV patients to have just their right regimen. By so doing, she later on dropped the ARV’s and started with the herbal therapy which she had great improvement since it is also a common therapy in the region. She started on the herbal therapy immediately when she knew of her HIV status but could not continue at the time because of her financial difficulties were by she had to go to one catholic clinic to get free ARVs. She started having hopes after dropping the ARVS, and at the moment she has been on the herbal therapy for the past 2years were she feels healthier and optimistic about her future. Her greatest worry is having a husband and children, her wish is to get married just like others ‘she says’. Though she already had a 10yrs old son before being infected, she still has the desire to have 2 or 3children to fulfil her dream but her greatest worry is having a husband who will accept her HIV status.
 Listening to her worry, I can imagine how depressing it can be for any woman who longs for affection being pessimistic that she may not find one because of reasons beyond her control such as being HIV positive which I believe no one would probably opt for. Her desire to have other children keeps pushing her quest for knowledge to get new information about possibilities for HIV positive women becoming pregnant considering she fears infecting her partner. Here is an example which clearly portrays how sero positive women lack agency in their given situations with little or no information to help them make informed choices in living the life they desire. This is also one of the reasons she stopped attending HIV seminars or workshops and as she says ‘keep getting the old message over and over all the time’ focus of such seminars are always on prevention, transmission and ARVs therapy. Her wish is to get information about medical possibilities for conception but has always been disappointed so far, even when she seeks for advice from medical professionals who keep discouraging her that she has minimal chances. 
Fain emphasizes that she is fed up with seminars and conferences on HIV/AIDS because the organizers themselves are not informed of current research and keep emphasizing on prevention methods living out other health possibilities of living a fulfilled life especially of having children which she greatly desires to be inform. Her worry about stigma is the labelling in society of PLWHA as being promiscuous and her entire hope and confidence is in God which eventually up lifts her spirit. She now faces the dilemma of conceiving because of her HIV status and fear of infecting her partner, while having the fear that if she delays in conceiving she may not be able to conceive in future[footnoteRef:10]. At the moment, her worry is disclosing her status to her partner for fear of rejection and also the challenge of asking the partner to go for his own voluntary screening before she can finally accept the marriage proposal. Fain’s situation represent the dilemma  most single sero positive women face considering lack of information which they find it hard to exercise their agency which also influence their perception about conceiving and having children were by they turn to be hopeless about being fulfilled in life. Fain’s perception may tend to be clouded with lots of uncertainty putting her in a very un comfortable and pessimistic position in regard to child bearing while living with HIV for the rest of her life. [10:  Considering it is commonly known that a woman after her 30s has complications in conceiving.] 

[bookmark: _Toc340581246]5.2 Coinse (Divorced)
Coinse[footnoteRef:11] is a divorcee age 40 with 3 kids (22yrs,16&14yrs)and managing to take care of them as well as trying to survive. Some years ago she suffered from High blood pressure and stroke and later on discovered she was HIV positive. She was quite depress and attempted committing suicide but later on changed her mind for the sake of her children. She struggles daily to feed her children while working as a cleaner  and have no other financial support especially as she is willing to work but physically weak to carry out her task. She was neglected by her family after they found out her HIV status and even turn to discriminate and ostracize her children because of HIV stigma which gives a very negative and morally downgrading image of those infected by the disease. She really longs to have more children about 5 but it carries a lot of responsibilities as she is struggling with the three so far. The fear of who will accept her HIV status is not to be ignore considering that she reconciled with her ex-husband though they did not re marry meanwhile he is still not aware of her HIV status. She continue sly have the fear of infecting her partner since they still have un protected sex which she mentions that the  partner dislikes using condoms and she herself dislikes  female condoms.  She later on joined a group of PLWHA in the health centre though the group is no longer active because of discouragements from the leaders who only focus on ARV therapy as well as no one to guide them. Initially, they had funds in the group were by they use to receive pigs but still having no means to feed them. The group started up with 30 members and later on drop to12 because they had no benefit as members of the group since before they use to have small loan initiatives which were quite beneficial. Her perspective of having children is hampered by finances to take care of them and in her situation now, she can’t manage because she needs money to cover other medical expenses which comes along side being HIV positive. She mentions that she will gladly want to have a child if she sees a man who will take over the responsibility of looking after her children.  [11:  Coinse is a disguise name of the second interviewee living with HIV. Her name also reflects her story meaning pity in the dialect.] 

Reflecting on Coinse’s story, I believe she continues to highlight indirectly women’s internalizing men as providers for the family which I rather find interesting since she still longs to have other children irrespective of the three she already has even finding it challenging to take proper care of them. For her, having many children is of great importance which reflects life in most rural settings in Cameroon were by women tend to have many children as a good sign of womanhood. By so doing, Coinse’s inability to exercise her agency is clouded by financial difficult ties and internalizing men’s role as bread winners of the family which makes her limited in her choices. Coinse is also a victim of gender inequality in the society were by she barely completed her education to earn a better salary. She continuously struggles to earn a living while relying on her partner who earns a better salary to take care of her family. She also wants to better off the future of her children by ensuring they have proper education not to end up like her which makes her happy considering that her children are so brilliant in school. Her perception in having children differs from Fain, in terms of finances and is similar in the question of who will aspect them as a partner because of their HIV status. Being HIV positive is still a challenge for her just like others to disclose her status to the partner for fear of rejection and stigmatization .However, she does not intend to disclose her HIV status to her partner any time soon or may be in future. Coinse practice of un safe sex considering her HIV status becomes quite complex in understanding the risk associated in infecting her partner  or even getting re infected since she does not know his HIV status. Her joy is that her children will make her proud and happy in future and as she says ‘for children bring happiness in life’.



[bookmark: _Toc340581247]5.3 Ikon (Married)
Ikon [footnoteRef:12]is a 33 years old house wife, married with a 3years old daughter .About 10yrs ago, she was devastated when she found out she was HIV positive and decided to find someone she can make up her life with. She joined the association of those living with HIV and had suitors coming her way but was reluctant because of her status. She decided to disclose her status to one of her suitors who after contemplating decided to ask for her hand in marriage though she later on refused the proposal because of fear that he might hurt her in future, considering that he disclosed her status to his family members. The group did not encourage them to live a positive life especially in regard to starting a family but had to take up the challenge to accept a proposal from one other man living with HIV. They were together for 2yrs planning their wedding and had a miscarriage because of too much stress and lack of efficient health care considering the complications with HIV positive pregnant women.  [12:  Ikon is a disguise name representing the third woman meaning love] 

After their wedding, she conceived and had lots of medical complications while feeling so weak, she almost gave up. She was very eager considering that having a child will bring her happiness, she went through a lot of stress preparing financially for her delivery considering that she had to deliver only through caesarean section being the safest way to avoid infecting the baby. She had to also prepare money for baby’s milk since she did not have to breastfeed by so doing the baby needed artificial milk for 5 months which was quite expensive though the health centre where she delivered assisted her in providing some milk. Ikon also faced a lot of criticisms from others since she was open about her status, at one point she was so depress especially when she hears someone dies of AIDS or someone who is hopeless making her feel discourage. The lectures she got from the group of those living with HIV was just focus on decency and trust in God and she did not see any possibility of living her life like others, had no improvement, had a very low CD4 less down 900. She decided to quit the group and struggle to live fully while putting her trust in God by so doing bringing hope to some other members of the group who attended her wedding and began to be optimistic loving herself. She usually gets frighten and worry when her baby gets sick or is quiet, while rushing all the time to the hospital for routine check-ups.
 She is envied by others and plans to conceive again by preparing money for baby's milk and believes with her faith in God, she will have a normal delivery without caesarean section. Other girls living with HIV approached her about their desire to have children and partners but get frustrated about their own possibilities to fulfil their dream. I believe that Ikon tried to exercise her agency though she was not opened to options but had to fight through in the midst of adversities by challenging power dynamics especially with medical professionals who did not provide her with the necessary information to enable her make her choices. By so doing, she became discouraged and pessimistic in her aspiration of getting married and having children were by, she tends to be like Fain and Coinse who kept comparing themselves with other women around them. 
This shows how once environment and up bringing can eventually influence one’s perception and agency either because of socio cultural pressure or norm. Her daughter is her source of joy and she gets stress out when her daughter has any malaise and she is about to send her to nursery school to start her education. Her aspiration in having children makes her try to save little earnings she gets from rearing chicken to prepare for her next pregnancy considering that she needs cartons of artificial milk and other medical expenses alongside. When she had her first baby, she was never seen breastfeeding which people could easily gossip and identify her as being HIV positive though she was already fed up with the stigma and discrimination she received. while hoping and praying to God, she has her daughter and husband who makes her happy while planning to have other kids after saving money to cover her medical expenses considering she had lots of complications during her last pregnancy but will still not give up. The emergence of HIV for Ikon has not changed her aspiration in having children but might reduce the number of children considering her financial constraints. As a matter of fact, in spite of the external influences and pressure which Ikon received in her struggle to live a fulfil and happy life by having a partner and child of her own could actually be a spring board for other women in a similar situation. However, Batliwala states that in empowering women for reproductive rights, they need to build in self-confidence, resilience to overcome other obstacles even if they are ideologies or cultural norms ( Sen G, and Batliwala, S 2000).
[bookmark: _Toc340581248]5.4 Other Responses Relating to Stigma from the Different Churches.
There is still need for further research to find out  continues increase of HIV stigma and possible ways in dealing  with the reduction of stigma, were by research in Cameroon is still oriented towards the medical aspects. However, the scar of HIV stigma surrounds promiscuity which already has a negative image on any infected woman without putting in place other modes of transmission which puts every woman infected in a single box of promiscuity. However, there have been a couple of responses from the Catholic Church especially with an initiative organized by a catholic priest and others called ‘HIV Revolution’ which brought about a great change. The Catholic priest took upon himself the Christian duty to take up the challenge of HIV considering that others will not really want to address the situation considering the stigma surrounding it. The major concern of the priest was that, he believed everyone is affected by HIV in one way or the other which cannot be ignore and therefore there needs to be extra moves. Also, the background of the priest as a moral theologian must have inspired him to address issues surrounding sexual health and the devastating effects brought by HIV which needs practical and realistic measures. The priest together with other HIV activists were the first in the region of Bamenda to organize the first seminar to fight stigma and this revolution group also includes the medical researcher who discovered the herbal therapy which has greatly improved the lives of those living with the virus. 
Later on, the priest who initiated the organization carried out different assemblies for clergies and religious, the reason for this being that priests need to promote the wellbeing and rights of those living with the disease as well as promoting sexual education among their followers. The priest mentioned that there is lack of information amongst the catholic priests especially with regard to the social impact and HIV stigma especially among those living with the disease. The priest also identified that, there is fear of knowledge and enlightenment amongst the priests and above all the denial syndrome due to the high level stigma which they will not discuss with their Christians. 
Campbell et al, (2006) actually highlights the analysis of HIV stigma due to lack of social space where people can discuss un familiar HIV messages were people remain un inform or are still stuck with wrong information especially on modes of transmission. I believe this is because the fear of getting infected with HIV makes people to discriminate and ostracize those who are already living with the virus due to the confuse messages that they probably got from societal discourses. One of the challenges they encountered was that people are not ready to accept the realities and take full responsibilities, and there have also been cases of denial of one’s status till death. For instance a woman who got infected by her husband but only knew of her positive status after her husband’s death, spent her time denying her own status and blaming him till she finally died living behind her children. The priest mentioned that the lady could not accept the situation since she used to be one of those stigmatizing others. During the first seminar organized by the HIV Revolution group, they invited the private and public media to attend in order to broadcast the message to the public. One of the messages was the topic and attitude towards sexuality encouraging open discussion about sex in families considering that there is a poor foundation about sexual education which still remains a taboo. Suggesting that negative mentality towards sex has been continuously passed on which still promotes stigma, there is a need for a holistic approach. Recalling one of the Old Catholic catechism doctrines which encourages teachings on sexuality truly and fully considering that it has been criticized by other priests as un Christian mentality which still stands as another challenge. Traditional beliefs still remain in place to this regard. 
Also Campbell et al, (2006) points out the role of the church in sustaining the stigmatization of HIV which is more or less link between sex, immorality and sin. By so doing stigmatizing those infected with HIV as punishment for their sinful act which is often related to lack of abstinence, infidelity or premarital sex which is forbidden by the Churches doctrine (ibid). However, this gives a different picture in real life considering that the Christian moral values are not being followed in reality. Meanwhile, the church emphasizes on HIV screening before marriage to avoid future divorce cases since the Catholic Church does not encourage or carry out divorce that easily. Also the priests mentioned that it is preferable for the couples to know their HIV status before getting into marriage which after that, they can now decide to get marry if they both agree irrespective of their status. This is because the Catholic Church accepts discordant couples unlike some Pentecostal churches which do not allow such couples to get marry, which I classify as fundamentals denying the human rights of its followers which should be re consider. Besides sexual right demands the right to choose one’s partner as well as having consensual marriages while leaving a satisfying and pleasurable life(IDS Briefing 2006). This eventually helps in promoting stigma in the society which I have it conflicting with the love and respect for all human beings which is illumine in all Christian Bibles.
 On the other hand, the Baptist Church has also been playing an important role in different understandings and responses of HIV especially with regard to stigma and family life. The two Baptist pastors, first of all face the challenge of identifying who is HIV positive among its Church community members considering that unless someone wilfully confides in them for spiritual counselling. Identifying them was a challenge and they could only get in touch with them during pre-marital counselling since HIV screening stands among the three medical test to be carried out (Hepatitis B, sickle cell and HIV). Due to the sensitivity evolving around HIV, the pastors always finds it disturbing to preach or talk about HIV for fear of stigmatizing those already infected or affected. One of the pastors’ mentioned that HIV is so sensitive that he could be charge of stigmatization and also, the Church is also trying to balance issues of social life alongside scriptures emphasizing that they have to preach only about what’s written in the bible. The pastors insisted on consequences of pre-marital sex and promiscuity which is sinful and results in HIV infection, by so doing it is vital to preach against sin for repentance insisting that sin does not go without its consequences such as teenage pregnancy and HIV. 
This actually reflects Campbell et al’s description of the role of the church in stigmatizing those already infected with HIV as a consequence of their sinful practice which either results in HIV infection or unwanted pregnancies. As pastors, they preach social issues generally and will invite medical experts to give talks and seminars since they have only had formation as pastors and do not have the professional trainings to handle such sensitive issues .Therefore, addressing HIV issues is mostly done by the health unit in the Baptist convention as an institution with different support groups of those living with the disease alongside a health chaplain to give spiritual and social counselling.  The degree of stigma is also great with the pastor’s wife who is supposed to direct and guide women in her community especially during their women’s meeting. First of all she mentioned that she hardly talked on HIV related issues with women in her Church community though she knew of some who are infected but will not approach them for fear of not being accused of stigmatizing. I believe she actually sustained stigmatization when she insisted that she will not recommend or advice any man to marry a woman who is already living with HIV. 
Unlike the Deeper Life Church pastors who are often being criticize as conservatives in the region of Bamenda, had a different understanding and approach than the Baptist pastors with regard to HIV stigma and family life. The pastor kept insisting that Communities cannot be complete without those living with HIV, that God does not heal everyone but they have the responsibility to support each other, they should not be disregarded. Everybody is sinful and dirty as those infected, so the church should receive and assist PLWHA. During pre-marital counselling they request couples carry out HIV screening though they allow discordant couples considering that some conservative churches object such unions. Considering child bearing they counsel couples that first of all children are blessings from God even for those who are physically fit and reproduction is considered as just part of marriage. He insist that marriage is for couples to live together happily though it is their wish to have children which is also promoted by the Church. Meanwhile singles are not allowed to get children out of wed lock or they get punishment before they are later on received again into their worshipping community. The role of the church is more of spiritual counselling and they  often refer women living with HIV to health clinics bearing in mind that all is worldly and temporal. They do not have a clear program on this challenge and often refer such cases to the health centres. Reflecting on the response from the Deeper Life pastor actually reflects the consciousness and sensitivity among different Religious leaders with regard to HIV were by, this pastor actually gives room for any one infected not to live all her life with guilt of being sinful and now suffers the consequences. I believe this approach to the social realities of HIV will eventually lessen stigma in the community which reminds me of the Biblical quotation instructing any one without sin should be the first to condemn others.
[bookmark: _Toc340581249]5.5 Institutional Responses with Regard to HIV and Child Bearing.
As a matter of fact, the chaplains in the Baptist health centres have been having challenges with regards to women living with HIV especially those longing to get married and have children. Reflecting on my personal experience as a young single woman, each time I have to visit home the question of marriage and having children is always the core of my interaction in the Cameroonian community, being reminded of the importance of having children as a woman. Female bodies are highly complex categories constructed in sexual scientific discourses as well as other social practices and gender relations defined in binary categories (Harcourt, W 2009). Having Children becomes essential in women’s life and the emergence of HIV gives a different picture considering that in the region, women are more infected and affected than men especially when it comes to mother to child transmission. The pressure is usually more on single HIV positive ladies who are so stress, worrying about having a partner who will accept their status as well as their desire to have children. 
Therefore, women’s body are purposely for procreation by so doing putting women infected with HIV into guilt of having sex outside marriage which has its own consequences. Were by single women living with HIV have an additional burden coping with the devastating aspects of the disease and pressure from the society who look upon them as outcasts. Unlike developed countries with efficient health services and facilities, it is much easier for women living with HIV to get pregnant if they choose too irrespective of having a partner or not considering that self-insemination is a common practice. This option is also been used by seropositive women who do not want to take the risk of infecting their partners with HIV when trying to conceive. By so doing, they inseminate by themselves the sperms of their partners during their fertile period though it is easier for women with regular menstrual cycles. This eventually highlights politics around the body how institutions such as hospitals go around such cases of reproduction and HIV, which I believe is also gendered because the woman’s body or womb stands as a reservoir for the man’s sperms for conception to occur depending on the woman’s fertile period.
By so doing, in the Baptist health centre they continue with the recommendations of HIV screening before marriage as emphasized by the Baptist Church which has enable them address and respond to such challenges. Premarital counselling has been a forum to get in touch with single and married women living with this disease and quite challenging were by, there has been fraudulent cases of girls trying to bribe and change their HIV results when tested positive or even bring along their sisters to donate blood on their behalf in order to get marry and have children. HIV positive single Ladies in particular have been playing terrible games in order to have partners and get married which points out the anxiety and importance attributed to family life in the culture. To this regard, women who are tested HIV positive and come back for check-ups as well as treatment usually attend a high level of fulfilment were by, some of them are able to even get marry and bear children. Due to the fact that when a single woman comes for pre-marital counselling and is tested HIV positive, the chaplains usually invite the partner for joint HIV counselling and testing were by, they are ask if they will still accept each other  in spite of their HIV test results. This is usually a way forward to know whether to reveal the test results of one who is sero positive or not were by this step has always been successful in counselling young couples and mitigating stigma. Young women who desire having children usually need to have high CD4 count, not less than 350 white blood cells were by those with low CD4 count have to start off immediately with ARV therapy to boost up their immune systems as well as treat other opportunist infections. 
There have been cases of discordant couples were by medical assistance and follow up are being given especially when they are planning to conceive. In this case, medical experts usually advice that the partner who is usually negative should come back for screening after sexual intercourse for HIV screening and other medical assistance to ensure he is not infected. The challenge with HIV positive ladies is that they often approach the health clinics to find out possibilities of pairing them up with other single HIV positive men for marriage which has often failed. I used to imagine that this could be the best way to match make those infected with HIV to continue their lives since they all suffer from the same illness. Though I later on realized that it’s not a guarantee, after all people get into relationships and marriage out of genuine love. By so doing, having discordant couples could possibly justify this assertion and that is probably why the Baptist clinic tried to pair up such couples though it was hardly successful. 
The health clinic chaplains also set up an Extended Forum of care to notify by anonymous phone calls partners of HIV positive patients who are highly at risk to come for HIV screening which has also been a successful intervention. One other major challenge in their intervention programs is fake men of God who usually claim to prophesy healing and by so doing patients default their ARV treatment and end up dying of AIDS. The chaplains have also tried to address stigma in churches helping others avoid judgmental attitude towards others, encouraging sex education at homes and for those living with HIV not to have self-pity or even stigmatize themselves as victims. Meanwhile encouraging everyone come for VCT and for those infected live a fulfilling and healthy life were by they often sell out their services on Baptist Media, trade fair venues, youth camps and schools. While promoting abstinence for young and unmarried couples, condom use for discordant couples and mitigating stigma. This aspect of promoting condoms by the Baptist Convention especially for those at risk of infection brings out the flexibility and understandings of the realities of daily life compared to the Catholic Church which forbids the use of condom as a whole which I find complex especially with discordant couples which the Catholic Church accepts. The church here by applies body politics in the way it perceives women’s bodies in the role of procreation without clear rules in times of AIDS and also highlighting it controversies in the use of condoms.
Another interesting finding from the herbal Natural Clinic and research centr is the number of successful treatment cases in HIV patients following this particular therapy. Most of the patients who follow this treatment do not take ARVs considering it is made up of the same components which might interfere with ARV regimens. There have been clinically proven HIV positive cases beyond possible doubt were by there are no detectable HIV anti bodies in their blood samples which has been tested with the most competent laboratory machines in Cameroon. There is actually body politics via the Natural clinic were by women who adequately follow the natural therapy can probably have unprotected sex. In this case, there is a minimal chance of infecting their partners because they no longer have detectable antibodies and can therefore try to conceive during their fertile periods. The Natural therapy becomes a little bit expensive for others (5euros) a sachet which is not subsidize unlike the ARVs which people get for free but still some do not actually feel healthy while on ARVs. Two of my respondents mentioned how they became unhealthy while on ARVs meanwhile one of them Fain, had to switch to the natural therapy because she prefers it and can actually afford it. Unlike the other respondent Coinse who often feels weak and sick while on ARVs and would love to try out the Natural therapy but is unable to afford because of her minimal salary.  
Another challenge is to get another type of viral load count test machine which is not available in Cameroon and due to lack of funds the research clinic can’t afford it. However, some of those patients who no longer have HIV anti bodies have been leaving healthily for more than 3 to 4yrs without any medication be it ARVs or natural Herbal therapy. There have also been cases of such pregnant women who gave birth to children free of HIV infection and are currently healthy. The catholic priest who is one of the promoters also has a number of cases who have been clinically tested and proven healthy which is quite promising in the general fight against HIV though it also calls for further research and funding.
Meanwhile, other institutional responses like the NGO which I visited is an initiative by the catholic church to increase the economic income of women especially widows, single mothers and PLWHA in cultivating mush room which is less labour intensive, quite nutritious for those living with HIV, stands as a source of income considering the high demand for mush rooms. The NGO also carries out training in helping women prepare soap and other handicrafts to get income meanwhile they usually meet together to share their experiences and challenges. The NGO lack funds to continue carrying out its various activities especially in getting different species of mushroom to help sustain people living with HIV. Concerning issues related to HIV and reproduction, it has not been addressed in the specific context but enhancing the wellbeing of women living with HIV and income generating activities has been at the fore front. Thus, this is quite relevant in the long term considering that women living with HIV need to be in good health in order to have safe pregnancy and delivery as well as income to take care of their medical expenses. The nutritional contents of mushroom are quite healthy for these women who also cultivate and sell mushroom which is always in high demand.
Also, the family life office, tries to promote good Christian family life among married couples which is in line with the Catholic teachings ensuring that families take up the responsibility to be role models in their communities. They have also encourage HIV screening among couples as well as fidelity in marriage to fight against HIV while encouraging couples to bring up their children according to Christian values by giving them proper sexual education according to the teachings of the church. The family life office has had cases of discordant couples whom they usually send for medical advice in health clinics. This also highlights the compulsory HIV screening before Christian marriage to enable couples decide freely abou their marriage plans without any impediment considering that the Church discourages divorce. There have been cases of couples who got married before knowing the HIV status of their partners which brought about friction and stigmatization of the infected and later on led to separation. The complexities surrounding HIV calls for nuance approach to address the challenges and effect brought by the epidemic.
The delegation of social welfare has not been quite keen to properly address issues surrounding socio cultural aspects of HIV and would only partner together with other partners when it comes to general training on HIV prevention and treatment. It is not actually their priority considering the mismagement and corruption in the country as a whole. The NGO I visited mentioned that they approached the delegation a couple of times to help carry out related HIV activities to support the wellbeing of those infected but they never got any reaction. Meanwhile the catholic priest also mentioned the reluctance of the delegation to join them in HIV programs and when they finally carried out the successful program, the delegation immediately announced on National television that it was the initiative of the government. Meanwhile they did not contribute in the event as a whole which was organized to mitigate HIV stigma in the community. 
Most of the support groups of those living with HIV usually rally in health centres to come and collect their medication, since there is only one major hospital having HIV clinic and laboratory in the city of Bamenda. By so doing, most of the support groups of those living with HIV focus to facilitate their collection of medications in various health centres around the city. HIV service delivery is rather ineffective in the region were by those living with the disease also get stigmatize by health professionals who usually tend to bridge the ethical code of confidentiality among their patients.


[bookmark: _Toc340581250]5.6 Gender Analysis of HIV Positive Women and Child Bearing.

Looking at motherhood, women bear disproportionate responsibility for care work, be it in the informal world of work or in the family(Stanford J 2008). As most care labour is unpaid, especially love labouring given its intimate and inalienable quality, those who perform it incur a material net burden due to forgone earnings. Simultaneously they enable others (mostly Men) to pursue more materially beneficial activities, notably paid work and leisure (Lynches K et al, 2009). This highlights issues of gender inequality and relations leaving women with the burden of carrying out care work which is usually un recognize as work though some women have already internalize their position believing it is their moral obligation to bring up and care for their children(Stanford J 2008). During the course of the research, two of my respondents (Coinse and Ikon) are actually overburdened with care while struggling to gain little income to sustain their families. Lynche K mentions how mothers managed their care work and also felt morally impelled to the responsibility of their children’s well-being as they moved from one form of education to another; it was a task they felt obliged to do by virtue of being good mothers. 
Thus, Coinse finds it an obligation to cater for her children as a sign of being a good mother considering that she has no assistance from her children’s father or from any one. The unequal gender role gives extra responsibility for women and with the emergence of HIV, these women would probably come up with coping strategies while living with HIV.  My respondents are playing the role of good mothers and taking care of other household task which should not be ignored, for example Ikon is charged with household tasks and rears chicken to get income. At the same time, she takes care of her daughter ensuring all the time that she is healthy considering her worries about HIV. While Fain is overburdened as a single mother taking care of her son; standing as the bread winner of her family while pursuing her career and coping with the challenges of being HIV positive. 

However, gender inequality remains a hindering factor against the fight of HIV since women are often made vulnerable by men’s greater economic and social power like Coinse’s partner who has a paid job in the labour market. The unequal gender relations illustrates how Coinse’s partner has autonomy in taking decisions such as practicing un protected sex just simply because he does not like using condoms and does not even negotiate with Coinse .From my interactions, I observed that it is still a challenge for most women to refuse sexual relationship or suggest the use of condoms. Thus, men exercise their agency in this regard using condoms or not were by some women find it hard to refuse sexual intercourse or even practice safe sex. 

Meanwhile, some cultures allow men to marry young girls forcefully, even with rape and such force marriages puts girls at risk of HIV infection and injured body because of early birth giving (Raen K 2011). Some cultures like the Cameroonian culture which promotes and legalizes polygamy also fosters gender inequality privileging men over women to marry as many wives as they choose. In this regard, it is quite common with men from the Bamilike[footnoteRef:13] tribe to get many wives who will bear them more children to continue their family lineage and inheritance. Therefore, a married woman who happens to be HIV positive from this tribe might likely get other co wives who will bear so many children considering that it is expensive to pay for her medical expenses as well get artificial milk for several months since she can’t breastfeed. By so doing, HIV positive women also need to be financially empowered to be able to take their own decisions and take care of their own expenses without necessarily relying on men. This comparison could be quite obvious with my respondents considering that Coinse who has a low income job as a cleaner, tends to be dependent on her partner who earns a better wage and this could possibly be the reason why she complies to his refusal of using condoms in spite of the risk involve. Coinse struggles and worry more about the up keep of her three children and their educational needs, which she mentioned that she gets quite desperate about her economic status and ill health. Also, the other respondent Fain who is educated and has a good paid job can take care of her medical and other expenses while trying other possibilities to improve her health just because she is financially capable.  [13:  One of the ethnic tribes who are resident in the Bamenda region ] 


Looking at the complexities with regard to HIV and child bearing, I believe HIV positive women actually become over burden because of gender in equality and limited financial means to sustain themselves considering that they need adequate health check-ups, caesarean sections, artificial baby’s milk after delivery. Just like one respondent Ikon mentioned how she is trying to save and raise money, considering that she soon intends getting another child and will need to cover the extra expenses as any other HIV positive woman in the region. The religious teaching has helped shaped this responsibility as loving and caring mothers, bringing up their children in respect of Christian teachings. First of all, the wedding rite in the Catholic Church demand couples to accept children from God and bring them up according to their faith though in real life, the responsibility and expectation is always shifted towards women who are often blamed when things go wrong. By so doing, Ikon insist on sending her daughter to a Catholic primary school because of the good training and moral up bringing which is always associated with such institutions though expensive than the public primary schools. Just like Coinse who is financially stress but wants the best for her children especially sending them to good schools which is commonly identified in the region as Religious institutions.

Not having adequate education gives women little opportunity to get better jobs in the labour market were by Coinse struggles to secure a better future for her children from her minimal wage. One of the hypotheses which I have as hindrances in Cameroonian society for women to exercise their agency is the economic limitations especially in HIV positive women who usually have to undergo caesarean section during delivery as the means to prevent mother to child transmission which is expensive. The reason underlining this is simply that delivery is the last moment that the baby comes into contact with HIV were by the baby is immediately tested after delivery to ensure that the baby was not infected[footnoteRef:14].In this case, only those who can afford will benefit from health services if they decide to have children and those who also choose to have children will face the difficulty in accessing medical treatment if they have limited income[footnoteRef:15]. [14:  To be sure that the baby is not infected, the baby is tested again after 5 weeks and 3months after birth up to 1yr+]  [15:   This is the struggle of one of the respondents who has a three year old daughter and intends getting another child but has been saving money for her next caesarean session when she becomes pregnant. 
] 


Thus, once a young girl is in her late 20s and 30s still single, there is a common practice ‘to have your own kids’ as part of the cultural norms which eventually points out the challenge and strategies faced by young single HIV positive women which is quite complex especially having a partner to accept their status. This becomes more challenging because there are no options for self-insemination in developing countries as is in developed countries meanwhile what is available is artificial insemination carried out by the medical experts. This is the only available option apart from sexual intercourse which is still not affordable except for the rich with price ranging from about 3000-4000euros in a country without health insurance systems. These becomes unrealistic in a developing country with people living on less than 1USdollar a day but are still trapped with the desire and pressure of having children and worse still living with HIV. In this case, HIV positive women can hardly express their agency due to limited options they have and cannot afford the artificial insemination expenses even if they wanted to. However, it should not be ignore that if women gain greater economic opportunities in the job market, it can also conflict with their reproductive roles as society demands.

[bookmark: _Toc340581251]5.7 Empowerment for Reproduction Rights.

Batliwala(1994), defines empowerment as a process which the powerless gain greater control over the circumstances of their lives such as physical, human, intellectual capabilities and inner transformation of one’s consciousness. By so doing, enabling one to overcome barriers to access resources or changing traditional ideologies with emphasis that genuine empowerment need to build inner confidence, resilience and motivation to retain that control. As a matter of fact, empowerment is not just something that can be done from the outside, implying women need to do it for themselves since changes in awareness and confidence are one’s own, and can be transformative when they occur (Sen, G and Batliwala, S,2000). First of all in this regard, I consider HIV positive women to be powerless considering that they do not actually have control over their lives because they live in a society that stigmatized them and they tend to be economically disadvantage. Therefore, in the light of child bearing women as a whole happened to be trap in this cultural norm of reproduction which brings forth depression and anxiety for those who are un able to bear children considering the emergence of HIV. The life stories illustrate how powerless these women tend to be since they seem not to have controls over their lives in a society that already stigmatized them. Since human and intellectual capabilities stands as a constraint for these women to get empowered, they may even find it challenging to even change certain traditional norms and societal ideologies with regard to reproduction. Though Batliwala mentions that empowerment does not need to come from outside and genuine empowerment entails women to be confident even in overcoming barriers to enable them retain their control. Reflecting on the practical struggle of HIV+ women as seen in the case studies, I wonder how these women can gain this intellectual capability.  These women live in a society that does not keep them inform so how would they acquire such knowledge which will enable them make informed choices and gain control over the circumstances which they find themselves.
      Ikon one of the respondents was able to take up the challenge to pursue her dream of having children irrespective of the objection from medical experts who had the responsibility to provide her with necessary information. But then would other women have the same courage to overcome such barriers as Batliwala emphasized considering the stigma and fear associated with the disease. Thus knowledge and empowerment for reproduction right is vital for women to make informed choices especially in times of AIDS and child bearing.
Also a burning question which arises is whether women actually exercise their reproductive right especially in the context of HIV or they are just obliged to fulfil their cultural role of procreation as mothers? Sen and Batliwala argues that if women have greater autonomy, control over their household resources and have decision making power they can exercise greater power in their reproductive relations. By so doing they make decisions which results in delay marriages, having fewer children, spacing pregnancies and even remaining unmarried or childless by choice. To this regard, I do not find Batliwala’s assertion applicable in most African settings since child bearing is valuable cultural practice. Most women tend to be influenced by their cultural upbringing in spite of their autonomy or higher economic status in society, they still hold on to the importance of child bearing than choosing to be childless especially in the Cameroonian culture. Throughout my interactions, I can barely remember knowing any woman of high economic status or who is quite autonomous wilfully choose to be childless though there could be some rare cases. Therefore, HIV positive women who are also autonomous may opt to be childless and adopt children but because of their cultural and environmental setting they cannot fully exercise their agency to this regard because of the normative attachment to motherhood. Reflecting on the Life stories Fain stands a better chance of being autonomous and is of a higher economic status than the others but she greatly aspires to have her own husband and children like other women around considering it’s a socio cultural norm.
As earlier mentioned, Sen and Batliwala argued that women’s empowerment is not something to come from outside but by the women themselves, since changes in awareness and confidence is a personal responsibility implying that certain cultural norms or barrier could be transform. I find it unrealistic how cultural norms of reproduction can be change which means that it will be a challenge for transformation in the norm of child bearing in Cameroon. However, I believe this could also give an opportunity for HIV positive women to exercise their agency without any socio cultural pressure, suggesting that it should be their personal decision to have children or not. Though my respondents during the research had such aspirations complying with the norms of society since they all compared themselves with other women in the society. One of my respondents in her 30s emphasizes about having children for fear that her ‘biological clock is ticking’[footnoteRef:16] and her desire to be like other women in her society becomes her worry.  [16:  Common expression in the Cameroonian society for women in their reproductive years who intend having children.] 

Meanwhile one other respondent struggled to cope in her inability to breast feed her baby since it is a cultural norm for every ‘good mother’ to do so but rather becomes uncomfortable with those around who could easily identify her as being HIV positive.[footnoteRef:17]  The cultural practice of breastfeeding points out how the practice of motherhood falls under societal norms of being a good mother by feeding the baby with one’s own breast milk to experience true bonding. I believe with such culture of breast feeding HIV positive women after delivery may tend to be un satisfy in their in ability to breast feed their babies or may have the feeling of not being good mothers as the societal norms requires. Therefore, it is important to pay attention to breast feeding in HIV programs considering the sensitivity with HIV positive mothers in culturally sensitive ways though one may question how to transform such ideologies in the given circumstance. [17:  A common societal identification of HIV positive women in Cameroon when they are un able to breastfeed.] 

Harcourt W, (2009) mentions that male bodies are not under scrutiny or control in reproductive health debates were by no one speaks about controlling male reproductive urge. Therefore men tend to exercise their agency freely when it comes to having children in the cultural setting, it reminds me of most infertile couples in Cameroonian society were by blame is always attributed to the woman hardly mentioning the man. As well as a common saying in the society ‘a man can be without a child but it is very important for a woman to have children’.



[bookmark: _Toc340581252]Chapter 6: Strategies to Break the Silence.
The study has mapped out the complexities of child bearing in times AIDS in small communities. Bearing children is a key social and cultural need yet the stigma and health risks makes that need a major challenge for women living with HIV. There are many aspect through which we can understand these challenges - medical, financial , social and cultural. Reflecting on the analysis and theories, I see a gap between analytical and practical findings. The theory of agency is very hard to apply to these women living with HIV. Their identity as ‘good’ women is tightly locked into motherhood and yet living with AIDS they are unable to become mothers. In such contexts, women cannot exercise their agency since they are limited in their choices. They lack information that is vital to help them decide about their options in child bearing in times of AIDS. Health professionals actively prevent them from becoming mothers. The questions to ask is can these women actually have a voice? How can they can gain their voice?
In doing this RP I am trying to reinstate the possibility of these women being able to speak out and make their choices. As I have medical experience and I am a member of the local Religious community I see myself as having the capability to break the silence of these women and enable them to exercise their agency with regard to child bearing. Such breaking of silence needs a holistic approach that takes into account not only medical issues but also the socio-cultural context.

In my research I have identified the Herbal clinic along with the Catholic and Baptist Church as agents that could support these women’s needs and also help breakdown the stigma of HIV. Following the concept of body politics as women need to act to change the situation in which they find themselves oppressed via their body, I think an important step is to create a forum through the media to break the stigmatization of those living with HIV. Working in collaboration with the Herbal clinic and Churches I would envisage the creation of a more open, friendly environment that would support women living with HIV. The Natural Herbal Clinic and research centre has been successful in the fight against HIV as seen in the cases of patients who are now healthy and happy after using the herbal therapy. Considering that some of them are medically fit not using ARVs or natural herbal therapy for more than 3-4yrs is promising in the fight against HIV. Also the Herbal clinic could be a stepping point to further target stigma since people tend to trust health professionals who could make use of this advantage especially through the media forums. This is because people are so paranoid with HIV modes of transmission were by health professions can eventually bridge the gap.It is paramount to consider that AIDS is a long term complex event and it is vital to pay attention to the social factors driving them especially in tacking stigma and discrimination (Piot P et al, 2009). Therefore Religious groups and Churches could actually take up the challenge considering that they have a lot of influence on the lives of its followers. Those infected and affected with HIV will probably live a fulfilling and dignifying life which could enable HIV positive women exercise their agency with regard to child bearing in a friendly environment.

In this, Batilwala’s emphasis on empowering women is an important strategy. HIV positive women’s perception about child bearing tends to be clouded by societal discourses and stigma evolving around AIDS so that their inability to make informed choices leaves them in the hands of others. What my research calls for is strategies working with local health clinic and religious groups to enable the powerless to gain greater control over the circumstances of their lives. Such strategies would enable HIV positive women to gain more awareness and confidence to overcome the complexities that living with AIDS brings.
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Overview of Bamenda Region.
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Picture 2 Bamenda Residential area
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Picture 4 Bamenda Regional Hospital

[image: http://www.kwat.mboa.info/mirror/1318842509/cache/pict0016-0-4-cimages-s86f8-313x234-cache-pi0fea.jpg]










List of Respondents

	Respondents
	Status
	Sex
	Age
	Number of children
	Profession

	Fain
	Single                     
	Female
	30
	1
	Teacher

	Coinse
	Divorced                 
	Female
	40
	3
	Cleaner

	Ikon
	Married                    
	Female 
	33
	1
	House wife

	 Fr Joe
	single
	Male
	66
	none
	priest

	 Fr Felix
	single
	Male
	38
	none
	priest

	Pastor Amos
	Married
	Male
	44
	3
	pastor

	Pastor John
	Married
	Male
	42
	2
	pastor

	Pastor James
	Married
	Male
	55
	6
	pastor

	Pastor’s wife
	Married
	Female
	30
	2
	House wife

	Kenneth
	Married
	Male
	50
	2
	Medical Doctor

	Jane
	Married
	Female
	45
	4
	Social welfare staff

	Grace
	Married
	Female
	50
	3
	Social welfare staff

	Stephen
	Married
	Male
	55
	5
	NGO staff

	Maureen
	Married
	Female
	40
	4
	Family life staff

	Delphine
	Married
	Female
	56
	6
	Family life staff

	Martha
	Married
	Female
	37
	2
	Baptist Health Clinic staff

	Hope
	Married
	Female
	39
	2
	Baptist Health clinic chaplain
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