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United Nations AIDS Program
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United Nations Children’s Fund
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USAID


U.S. Agency for International Development
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CHAPTER 1: INTRODUCTION 
HIV and AIDS continues to attack most of sub-Saharan African countries, but countries in the southern region are the worst affected. In this region there are many factors that influence the epidemic to expand such as individual behaviour, environmental, biological and structural ones which are embedded in poverty. Poverty pushes the population from their native land in search for job opportunities in urban centres. In southern Africa, the labour market has been organised in the way that men leave their families for a long period of time. Further, poverty and unemployment force women to trade their bodies and therefore involve in transactional sex where coercive and forced sexual intercourse may take place. Intergenerational sex is exercised between older men and young women (and sometimes between older women and young men) and because of poverty and gender inequality, it has been accepted in society. All these seem to contribute to the spread of HIV/AIDS in the region. The impact of the epidemic is felt in all economic, developmental and social aspects of life. AIDS has affected the life expectancy of most countries – the most productive force is hit by the epidemic and many children are left without one or both parents. However, the persistence of this epidemic seems not to be clearly understood and therefore the factors that influence the spread of HIV/AIDS in the country, specifically in rural areas may not be properly addressed.   
Therefore this study was conducted in order to explore and examine the main driving factors that are presently influencing the spread of HIV/AIDS in rural Namibia. The research paper is empirically supported by an analysis of qualitative data that arose in a three week field study conducted by the author on the spread of HIV/AIDS in Omusati region, focusing in Okaloko village. The analysis is based on the views of the community of Okaloko. Key informants were used in the study who talked about why the virus is sky-rocketing in the village despite the intensive education campaign in the country. The purpose was to expose the hidden voices of the rural elderly people representing the ‘views from a community left behind’ that may contribute to the analysis and understanding of the policies and education campaign of HIV/AIDS in the rural northern Namibia.
Several issues were identified during focus group discussions and individual interviews as the main factors that increase the spread of HIV/AIDS in the village as follows: 
· Alcohol was identified as number one factor that influence the spread of HIV since most people tend to have sex with various sexual partners under the influence of alcohol.  

· Migration was pinpointed as the number two factor in the spread of HIV/AIDS in the village. It is associated with poverty and lack of unemployment opportunities in rural areas that force young men and women to migrate to urban centres in search for jobs. While in towns, they tend to engage in risky sexual behaviours making them to contract sexual transmitted infections such as HIV and bring these to their partners in the village.  Migration in Namibia has a long history since the colonial and apartheid era are seen by many people to have affected the spread of HIV/AIDS in the country. The institutionalised racial discrimination that imposed poverty in black people and forced labour whereby men were made to work far from homes is believed to have impacted on the spread of the virus among the Namibian people. However, my study on the spread of HIV does not include the past events but is rather focusing on the current situation that came about after independence. Young men and women are now freely moving around the country looking for employment in towns and seem to make sexual relationships wherever they go.  
· Intergenerational and transactional sex as well as the premarital childbearing and the wearing out of marital unions are factors that were also identified during discussions that informants see them to increase the spread of HIV. Young people are said to involve themselves in sexual relationships for material benefits.
·  Elderly have further raised a concern about the disruptive behaviour of young people who disregard the parents’ advice and the Church’s teaching and involve in extramarital sexual relations and by giving births before marriage or out of wedlock. This they (elderly) say is happening because of democracy that was brought to the country after independence. The freedom of movement whereby young people are free to travel wherever and whenever they wish and the involvement of them in sexual relationships before marriage is said to increase the spread of HIV infection in the village.  
 Most residents who permanently stay in the village are women, elderly people aged 60 and above (more women than men) and children. Mostly young men of the productive age always leave the area in search for the employment in urban centres. Consequently, the elderly further narrated about the heavy load that AIDS placed on their livelihoods by increasing poverty in their households.   
The research paper is organised into the following chapters. Chapter one contains the introduction, which is introduces the reader to the whole paper, provides the background to the problem and puts forward the main issues to be investigated. It also includes the research objective, research questions, sources of data and scope and limitations. Chapter two consists of the analytical framework of the study based on a concise literature review. Chapter three throws light on the empirical facts from the field study, while Chapter four presents conclusions and provides some initial recommendations for preventative policies based on our findings. 
In sub-Saharan Africa, the HIV/AIDS pandemic is highly prevalent, in particular in rural areas where most people live under the extreme economic hardship.  In many cases, in a quest for survival and mitigation of their situation, young people migrate to urban centres in search for employment, others involve in transactional sex and alcohol abuse that are said to increase the spread of HIV/AIDS among the population.  Poverty, unemployment, gender inequality and social marginalisation of the vulnerable groups tend to be the underlying and inter-linked factors to the increase of the already high rate of HIV infection in the region. 
Table 1:  Southern Africa labour force losses due to HIV/AIDS (%)
	Country
	By 2005
	By 2020

	Botswana
	-17.2
	-30.8

	Lesotho
	-4.8
	-10.6

	Malawi
	-10.7
	-16.0

	Mozambique
	-9.0
	-24.9

	Namibia
	-12.8
	-35.1

	South Africa
	-10.8
	-24.9

	Tanzania
	-9.1
	-14.6

	Zimbabwe
	-19.7
	-29.4


Source: UN Africa Recovery from ILO and UN Population Division data.

As illustrated by table one (1) above, HIV/AIDS in the year 2005 mostly affected southern Africa countries such as Zimbabwe, with the highest labour loss of 19.7% followed by Botswana with a loss of labour of 17.2%. Namibia in the year 2005 as we note on the table was on the third place with a labour loss of 12.8%. By the year 2020, though all the countries in the region will make an increase in labour loss due to HIV/AIDS, Namibia will make a huge labour loss of 35.1% bypassing all the countries in the region even Zimbabwe and Botswana which occupied the first and second places. This information indicates how the country is under a catastrophic situation due to the fatal disease, HIV/AIDS.  It is devastating to image that Namibia, a country that is believed to be one of the world’s wealthiest countries in mineral resources will possibly be impoverished soon or later because of human resource loss due to HIV/AIDS. 
Figure 1: Map Africa indicates HIV prevalence rate
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According to UNAIDS, an estimated 22 million people in sub-Saharan Africa were living with HIV in 2007 of which 1.9 million were newly infected in that year (2007). Two third of the 33 million people with HIV in the world live in sub-Saharan Africa and in 2007, 75% of all AIDS related deaths were registered in this region. However, in this region the epidemic differs from country to country in both scale and scope. Adult national HIV prevalence is below 2% in several countries of west and central Africa.  Yet HIV prevalence in 2007 exceeded 15% in seven southern Africa countries – Botswana, Lesotho, South-Africa, Swaziland, Zambia, Zimbabwe and Namibia. This means the epidemic has a mixed impact across the region, with the most severe impact in southern Africa where one third (32%) of all people with HIV/AIDS live. 
In Namibia, since 1986 when the first HIV/AIDS case was identified in the country, the HIV infection started to spread aggressively both in rural and urban areas with the highest prevalence of 22% among the pregnant women recorded in 2002.  According to the Ministry of Health and Social Services (MoHSS), the first decline was noted in 2004 with 19.7% and at the moment (2009) the HIV/AIDS among pregnant women drops to 17.8%. Though the current figure shows a slight reduction of HIV infection, AIDS still stands to be among most important causes of death in the Namibian population (MoHSS, 2008). The labour force (as noted in Table 1) seems to be severely affected and as a result of AIDS many children are left without one or both parents (UNAIDS, 2008, Mutangadura, 2005). This burden is put on elderly especially women who are culturally considered as care-takers of the children, the sick and dying. 
Namibia has a small population of about 2.1 million and it is the second highly meagrely populated country in the world. However, the population is unequal distributed in the country. More than half of the country’s population are at the northern part of the country in rural areas and mostly engage in subsistence farming. The country is considered as one of the richest countries in terms of natural resources in the continent but one third of the population is living in poverty. According to United Nations (UN) the poorest 20% of the country’s population receives only 1.4% of the national income while the 78.7% of the national income concentrated in the hands of the few richest 20% of the population. The majority of the population suffer from food insecurity, have limited access to services and there is a problem of high unemployment in the country, which counts for about 37% (UNAIDS, 2009). 
Figure 2: Map of Namibia showing HIV prevalence rate by sentinel site population density (Source: MoHSS)
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As per the report of the MoHSS (2008), HIV/AIDS remains a threat to most adults (ages 15-49) in the country, estimated at a rate of 15.4%
, that means about 204 000 people were living with HIV infection in 2007/8. Of 204 000 people living with HIV/AIDS 58% (119 000) were said to be women and 7% (14 000) were children under the age of 15 years. HIV/AIDS is the most significant public health problem and the leading cause of death and hospitalisation in the country. In 2007, close to 5100 people died from AIDS related sicknesses and the number of orphans was estimated to be around 100 000. It is believed that the number of people living with HIV/AIDS will continue to rise as the population grows. By the year 2012/13, it is predicted that approximately 247 000 people will be infected with HIV in the country.  
The affliction caused by HIV/AIDS in the country forced the first President of the Republic of Namibia, Dr. Sam Nujoma to call upon all the Namibian people to actively participate in the fight against the fatal disease HIV/AIDS. He said that HIV became a great threat to the human development and that it is high time to put more efforts in the fight against HIV/AIDS because all sectors of the Namibian economy are negatively affected. The prevention for a further spread as well as an effective multisectoral response to HIV/AIDS is therefore very important (The National Strategic Plan on HIV/AIDS, 2004 - 2009). Prevention of HIV/AIDS among the Namibian people supposed to be the main strategy in the fight against the pandemic as it is always said ‘prevention is better than cure’.

 The MoHSS points out that sexual intercourse and mother to child transmission stand to be the primary mode of HIV/AIDS in the country meaning the majority of people get HIV infection through sex. The high rate of HIV infection in the country especially in rural areas seems to be perpetuated by poverty and gender inequality where subordination of women by men seems to be very strong and women have limited access to resources. 
 This distressful situation that has been caused by poverty and high unemployment in the country seems to drive the young generation into risky sexual behaviour and therefore increasing their chances of becoming infected with HIV/AIDS.  Poverty can frustrate as Sen (1981) emphasises, only employment can grant people with right to food in a capitalistic economy without which, one may starve to death. ‘A general labourer has to earn his [or her] income by selling labour power (or through social security benefit) before he can establish his command over food in a free-market economy; unemployment without public support will make him starve’ (Sen, 1981: 155).  
 HIV/AIDS in Namibia continues to escalate and life expectancy in the country has dramatically fallen. The situation is worrisome that with such a small population of only about 2.1 million, Namibia is ranked as one of the top countries affected by the HIV/AIDS in the region. At the moment AIDS is considered to be number one killer disease in the country and the life expectancy has dropped to 42 years. Due to HIV/AIDS related illnesses, the cost of healthcare has gone up and the government is spending a lot of money on medical services (UNAIDS, 2008).
Okaloko is one of the villages in northern Omusati region and happened to be appropriate for my study because it is within the Okahao district hospital that has the second highest HIV prevalence rate (27% among the pregnant women) in the country. The region is also the second most densely populated place in the country. The people of Omusati  mainly live on mixed subsistence farming and the remittances from migrants.  This region has very limited employment opportunities and young men (and currently some women) always migrate to urban centres in search for employment leaving behind women and elderly (people above 60 years of age) to look after the children including those that are infected with HIV and are terminally ill. According to Labour Resource and Research Institute (2003), rural areas have the highest rate of unemployment in the country, overall 35.9% (40.4% women and 30.8% men) compared to 31.8% overall in urban areas (37.2% women and 25.4% men).
Based on the information from the researched area, it is clear that people seem to have awareness of the modes of HIV/AIDS transmission and they seem to know what the best ways of prevention are, but poverty seems to inhibit the behaviour change in relation to HIV/AIDS transmission. 
It was once noted by the UNAIDS that the successful responses to the HIV/AIDS have their roots in communities because it is at the community level that the outcome of the fight against AIDS will be determined. There is also a saying in Oshiwambo (the native language spoken by people who live in northern part of Namibia) which goes like ‘oshimbale oshasiikilila ombepo’, meaning even if elderly look old, they play an important role in our lives and we still have much to learn from them because they are very experienced in life. In the same vein this study mainly argues that making use of local community especially elderly people in the fight against HIV/AIDS pandemic could bring important steps in behavioural and attitudinal change, whether within themselves (elderly) or among the young ones. Baylies and Bujra (2000) emphasised that people who have access to information may have greater chances of changing attitudes and behaviour which is a key to HIV prevention as they always say ‘knowledge is power’.    
The objective of this research paper is to present empirical data from the field that may improve our understanding of the influence of structural forces that fuel the spread of HIV/AIDS in rural areas, specifically in Okaloko village. The analysis given is based on the views of the local community mostly elderly people who narrate on factors that drive the spread of HIV in the village and what could be the best ways in order to prevent the infection among the population. 
Elderly people – according to UN most developed countries have accepted the chronological age of 65 as a definition of elderly or old person. However, this may not be appropriate in African situation, therefore the definition varies from country to country and can widely differ from community to community. In this study I have used the age 50 years to define the elderly person.
The research paper is mainly focusing on Okaloko village of Omusati region as a case study. Based on the results of this study, the centre of attention is put on two main factors that were mentioned informants as the main drivers influencing the spread of HIV/AIDS in the area: alcohol abuse and (seasonal) migration, especially the returning migrants to the village. Other factors that informants also cited to have some influence on the spread of HIV infection were reproductive and sexual behaviour of the young people. Therefore, the study has come up with an argument that the spread of HIV/AIDS in Okaloko village does not only depend on individual behaviour but also is influenced by socio-economic and environmental risk factors.  At the end, the research paper concludes with recommendations that could be valuable in improving the HIV/AIDS education campaigns and policies in the country. In order to get there, we started with the following research questions:
Overall research question: How do elderly people of Okaloko understand why HIV/AIDS spread in the village, why it develops and what can be done to prevent it? 
Specific questions:
Why HIV/AIDS continue to spread in Okaloko village despite the high HIV/AIDS awareness campaign in the country?

What are the social factors that need to be tackled in order to limit the spread of HIV/AIDS in the village?  
To what level AIDS has impacted on elderly rural livelihood in Okaloko village? 
The study was inspired by my personal experience through working with people affected by HIV/AIDS while I was working with the Ministry of Information and Broadcasting (MIB) and later with Namibia Press Agency (NAMPA) from 1995 -2001. Another inspiration was drawn through my work as one of the HIV peer educators in the Ministry of Lands and Resettlement (MLR) from 2002-2008. During this time the emphasis on dissemination HIV prevention information was always put on individual behaviour ‘Take Control’ through the campaign ABC (Abstinence, Be faithful and use Condom). Here I realised the short sight of the present campaign since the individual operates within a society in which many structural forces may influence his/her behaviour. This prompted me to conduct a study that could look beyond the individual behaviour to pay attention to the surrounding factors that influence the people’s behaviours and fuel the spread of HIV/AIDS in the village. I have decided to go beyond the normal way by using the elderly people as the key informants in my study because their voices are hidden in present campaign. This is because, culturally, elderly people, especially traditional leaders, traditional healers and pastors seem to have moral authority in the communities and when they speak their voices tend to be taken seriously. Thus I believe that if they happen to be part of the HIV/AIDS education campaign, they may be very influential in changing people’s sexual behaviour. Furthermore, elderly people themselves are engaging in sexual relations, a fact that sometimes mistakenly overlooked.
In this study we have made use of several sources of data, both primary as well as secondary data:
Primary data 

· Semi-structured interviews through group-discussions with village residents, mostly the elderly have been conducted to obtain an in-depth understanding on what is their knowledge on the factors influencing HIV/AIDS transmission and their views on preventions. Data was collected from two groups of mainly elderly residents, though young people were also contacted. There was no limit on how many people to be interviewed since the purpose was to get a general overview of the problem. A group of more than 20 elderly people aged about 50-80 years were interviewed through group discussions. Individual interviews with 6 elderly women and 6 young people were conducted for trigulation.  
· An interview with the TB and HIV/AIDS Field Promoter has been conducted to obtain information on to what extent HIV/AIDS affects the Okaloko village especially the elderly people and what her organisation is doing about that.  
· An interview with the Pastor of Okahao Lutheran Church was conducted and his views regarding HIV/AIDS transmission and prevention in the area were incorporated.
· Participant observations were also done at Okahao state hospital for two days to have the empirical picture of the situation on to what extend HIV/AIDS affect the population. 
· Some observations were also done at cuca-shops (informal drinking establishments) to assess the alcohol consumption and the general behaviour of the village residents. 
Secondary data
· Information material on HIV/AIDS, especially the Report on the 2008 National Sentinel Survey was used to analyse the HIV prevalence in the country.
· Books, Journals, Working Papers, Theses and Research reports and other related materials have been used. The additional information have been obtained from the internet sites especially from UNAIDS, UNICEF, Global Fund, Global Action on Aged, IFAD and USAID. 
The study concentrates on factors that influence the spread of HIV/AIDS in Okoloko village (mostly based on elderly opinions) as a case study area. However the voices revealed in this study may not be adequate to represent the views of the whole village and may not be appropriate for generalisation to the whole region, let alone the country. Nevertheless, the study has exposed the ‘lost voices’ of elderly people in the HIV/AIDS campaign and this may be important in the fight against HIV/AIDS in rural area of Namibia. This could be helpful in analysing or setting up effective HIV/AIDS policies and awareness campaign for the rural communities.
Table 2: 

HIV prevalence rate by antenatal clinic (ANC), 2008 HIV Sentinel Surveillance (Namibia)

Number of women aged 15-49 years
	Site
	 Tested for HIV
	Tested Negative
	Tested Positive
	% HIV Prevalence rate
	95% CL

	Andara
	247
	212
	35
	14.2
	10.0%
	19.0%

	Aranos
	102
	96
	6
	5.9
	2.2%
	12.4

	Eenhana
	258
	228
	30
	11.6
	7.9%
	16.1%

	Engela
	309
	247
	62
	20.1
	15.8%
	25.1%

	Gobabis
	145
	126
	19
	13.1
	8.1%
	19.7%

	Grootfontein
	260
	216
	44
	16.9
	12.6%
	22.0%

	Oshakati intermediate hospital
	397
	308
	89
	22.4
	18.6%
	27.0%

	Karasburg
	164
	134
	30
	18.3
	12.7%
	25.1%

	Katutura state hospital
	295
	231
	64
	21.7
	16.8%
	26.4

	Keetmashoop
	237
	207
	30
	12.7
	8.6%
	17.4%

	Khorixas
	147
	131
	16
	10.9
	6.4%
	17.1%

	Katima Mulilo
	416
	284
	132
	31.7
	27.3%
	36.4%

	Luderitz
	174
	139
	35
	20.1
	14.2%
	26.4%

	Mariental
	166
	148
	18
	10.8
	6.6%
	16.6%

	Nankudu
	210
	188
	22
	10.5
	6.7%
	15.4%

	Nyangana
	174
	140
	34
	19.5
	13.8%
	25.9

	Okahao
	292
	212
	80
	27.4
	22.1%
	32.6%

	Okahandja
	261
	222
	39
	14.9
	10.8%
	19.8%

	Okakarara
	175
	155
	20
	11.4
	7.0%
	16.7%

	Okongo
	169
	134
	35
	20.7
	14.9% 
	27.6%

	Omaruru
	158
	139
	18
	12.0
	7.4%
	18.1%

	Onandjokwe
	311
	243
	68
	21.9
	17.4%
	26.9%

	Opuwo
	139
	128
	11
	7.9
	4.0%
	13.6%

	Oshikuku
	295
	231
	64
	21.7
	16.9%
	26.5%

	Otjiwarongo
	223
	189
	34
	15.2
	10.8%
	20.6%

	Outjo
	178
	146
	32
	18.0
	12.6%
	24.4%

	Outapi
	280
	225
	55
	19.6
	15.2%
	24.8%

	Rehoboth
	208
	195
	13
	6.3
	3.4%
	10.5%

	Rundu
	266
	216
	50
	18.8
	14.2%
	23.7%

	Swakopmund
	246
	211
	35
	14.2
	10.3%
	19.4%

	Tsandi
	239
	177
	62
	25.9
	20.2%
	31.5%

	Tsumeb
	322
	267
	55
	17.1
	13.1%
	21.5%

	Usakos
	118
	97
	21
	17.8
	11.2%
	25.5%

	Walvisbay
	295
	232
	63
	21.4
	17.0%
	26.7%

	Windhoek central Hospital
	148
	141
	7
	4.7
	1.9%
	9.4%

	Namibia
	8024
	6595
	1429
	17.8
	16.9%
	18.6%


Source: Ministry of Health and Social Services

As it is illustrated in the above Table 2, Okahao hospital is the number two site in the country with the highest HIV prevalence rate among the pregnant women. This demonstrates how the Okaloko community is under the great threat of HIV/AIDS since the village is within the Okahao district. Though these data focus on women of the childbearing age who seem to be sexually active, the intergenerational and transactional sex that takes place in the village whereby older people tend to involve in sexual relationships with the young ones adds to the factors why the whole community is vulnerable to the HIV and other sexual transmitted infections.  
CHAPTER 2: ANALYTICAL FRAMEWORK 
In order to understand the spread of HIV/AIDS in Omusati region particularly in Okaloko village, I found it vital to come up with an analytical framework which could be of assistance in assessing the spread of HIV infection. Therefore this chapter focuses on the framework of sexuality and gender imbalance that was detected by some researchers in most patriarchal southern African societies, and contributes to the spread of the virus. These researchers identified that poverty and gender inequality seem to be the underlying factors in the increase of HIV infection in southern Africa countries.
Peltzer et al. (2006) describe sexuality as all that include sexual practices, what people know and believe about sex, particularly what they think is natural, proper and desirable. They further say that sexuality also includes people’s sexual identities in all their cultural and historical variety, adding that though sexuality cannot be separated from the natural body, it is also socially constructed.  Thus Peltzer et al. (2006), argue that sexuality in African society is being influenced by gender imbalance, whereby women and girls are frequently expected to be inactive and thus dominated by their male partners. In such a situation, they argue that women would feel powerlessness in deciding when, where and how sexual activities could take place including the use of preventative measures such as condoms. They further argue that men in most patriarchal African societies take themselves to be superior to women and can have many sexual partners which they perceive to be a sign of manhood. They cited an example of some men and miners in South Africa who tend to believe that having many casual sexual partners is an indication of strength and powerfulness which is the same as doing heavy duty in the mine.

Further, they argue that women tend to have no right and control over their bodies and their lives and are taught from the beginning to be respectful and submissive to men who are in control for instance, partner, father, uncle, or elder brother. In a sexual relationship, a woman may go a mile further to sacrifice even her own well-being and happiness in order to please a man. In most African societies, Peltzer et al. (2006) said a woman is trained not to refuse a husband sex no matter how unfaithful he may be even if he is believed to have HIV or other sexual transmitted diseases (STDs). Peltzer et al. (2006) added that some women in South Africa are even said to practise ‘dry sex’ using some herbs to make the vagina tight in order to increase the male pleasure saying that all these increase the risk of picking up the HIV infection.  
Sharing the same views with Peltzer et al. (2006), Olive Shisana (2004) cited that gender inequality is the greatest contributing factor to the high prevalence rate in sub-Saharan Africa. She says that gender norms and expectations play a vital role in increasing women’s and girls’ risk of contracting HIV infection adding that traditionally, it is considered to be normal for a man to have many sexual partners which puts both men and women at risk of picking up the HIV infection.  Shisana (2004) further argues that about 60-80% of women who are HIV positive have been faithful to their husbands and never had sex with other men. She sees women’s social, economic and political status to undermine their health status and increase their vulnerability to HIV infection. Further, she says that the culture that allows girls and women to be brought up differently suppresses young women to be in control of their sexuality by not deciding when, how and with whom to enter into sexual relationships. This she says is putting women into gender based violence and coerced sex since women feel indebted to have sex with their men even if they see it risky. Shisana (2004) accuses cultural norms that avoid partners to engage in conversation about sex as talking about sex is regarded as inappropriate and taboo in some cultures.
Phorano et al. (2005) further share the opinions of Shisana (2004) that gender imbalance increases the vulnerability of women to HIV infection because women cannot discuss safe sex with their sexual partners. They define gender as a ‘relational concept which denotes the manner in which women and men are differentiated and ordered in a given socio-cultural context’. Thus, gender is socially constructed where society demands men and women to be treated differently and they are given unequal social, political and economic power in which women are always subordinate to men. Their study in Botswana reveals that men often abuse their wives or girlfriends when drunk and that most rape cases take place after mid night when both victims and perpetrators return from drinking places.  Further, Cooper (2002) in the similar vein reveals in a study that was conducted in South Africa that drinking places tend to have a strong sexual networking – local drinking places are seen as those places where people go to look for sexual partners as some men view accepting gifts or beers mean yes to sex.  Whereas Singh et al. (2009) in a study conducted in Zimbabwe detected that there is a strong correlation between the use of alcohol and HIV infection risks, saying that individuals who drink alcohol had high chances (50-70%) of being HIV positive than non-drinkers. They maintain that men and women who reported to have found their sexual partners at drinking establishments were at great risk of HIV since it was revealed in Zimbabwe that people who regularly visit beer-halls seem to be more infected with HIV than people who do not (Singh et al. 2009). Hence it is worth concluding that the high rate of HIV infection in Southern Africa has some connection with alcohol abuse, gender imbalances and poverty because some people indicated to have sexual intercourse under the influence of alcohol where money or gifts were exchanged for sex (ibid).     
Madise et al. (2007) pointed to the studies conducted in Burkina Faso, Ghana, Malawi and Uganda which revealed that though multiple sexual partnerships seemed not to have connection with the girls’ economic status; wealthier girls in Burkina Faso, Ghana and Malawi are said to enter into sexual relationships later as compared to the poorer girls. They also argue that wealthier adolescents seem to use condoms during sexual intercourse however the study results revealed that poor females were more at risk of contracting sexual transmitted infections including HIV because of earlier involvement in sexual debut and unprotected sex. Arguing in the same vein Smith (2002) says that poverty is the main reason that forces young people to involve in sexual relationships with older people ‘sugar daddies and sugar mummies’ who can provide for their needs – buy them expensive gifts, give them money and do them other favours in exchange for sex. Unequal power relations between these sexual partners may facilitate the sexual actions whereby the poor and young person may not have that capacity to refuse unprotected sex since he/she is in a desperate position. According to Smith (2002) some men are deliberately go for younger girls with the aim to avoid HIV infection since young girls are believed not to have sex (virgins) and this in many African culture also associates with some myths and misconceptions about curing AIDS which means having sex with a virgin cures AIDS (ibid). All these factors in his view drive the spread of HIV/AIDS among the population.   
Evian (1994) further argues that cash and income have become important means of survival even for the communities that dependent on subsistence farming. Thus men and women who live in poverty in their native areas migrate to cities and other places in search for employment.  He argues that a migrant may struggle to find a job or accommodation in a new place and the environment may be unfriendly, alienating and depressing therefore sex and alcohol may relieve the migrant periodically from environmental stress. According to him sexual transmitted diseases and infections are always common among mobile people because for migrants in desperate situation especially women, sex can become a commodity to earn money, to exchange for work, food, transport, accommodation and other needed things. Evian (1994) argues that since sex is a biological desire for men with money who live far from their permanent sexual partners may opt to pay for sex. Therefore, migration is seen to increase the risks of contracting sexual infections for both partners, whether it is the migrant, who goes away or the one who remains behind because these partners may meet again and infect one another.     
Furthermore, UNAIDS (2004) reported that gender inequality increases the spread of HIV infection because it inhibits women the autonomy to refuse risky practices such as coerced or forced sex that drive women to sexual violence. According to UNAIDS , a study conducted in Zambia revealed that only 11 percent of the women interviewed believe that a married woman has right to negotiate safer sex with the husband, adding that when gender imbalance combines with poverty, women may have very limited options to exercise safe sex. UNAIDS further pointed that in most African societies there is a culture of silence surrounding sexual activities dictating that a good woman should  know nothing about sex. Therefore this culture makes it difficult for women to openly speak about sex and negotiate the use of condom during sexual intercourse. This gives the picture of how gender inequality increases the spread of HIV/AIDS. It also demonstrates that without power balance in sexual relationships, it may be difficult to curb the HIV infection.        

By analysing the study findings, I observed that poverty and gender imbalance have a strong influence in the spread of HIV/AIDS in Okaloko village. The cultural norms that give liberty to men to explore more about sex through multiple and concurrent sexual relationships increase the vulnerability for both men and women to HIV infection. Culturally, infidelity in men is more acceptable, therefore a man can make multiple sexual relationships wherever he may be. When a man migrates to other places, he may involve in high risk sexual behaviour that exposes him to contract the infection and transport it to the village.  On the contrary women are expected to be faithful and not to refuse sex to their husbands. Moreover the difference in power relations whereby men have economic power and control most of the resources in the village coupled by a culture of silence that demands women to be humble and ignorant about sexual activities traps defenceless women into risky sexual relationships. Therefore the strong gender inequality and masculinity in the village make it easier for the virus to spread among the population (Shisana, 2004).  
 Gender inequality and Poverty – a Vicious cycle of HIV/AIDS
Gender inequality and poverty seem to be the culprit in the spread of HIV/AIDS in rural areas. Culture is believed to be strong in rural communities where most women are disempowered and depend on men for economic support.  Although rural women are the primary sources of food, they hardly own resources and wealth such as land, inheritances and cash thus they are socially and economically suppressed. Poor women lack control over the circumstances in which they live – sexual intercourse takes place under the men’s control and this prevent women to discuss the problems in their relationships or leave the relationships that put them into risk of contracting the virus.  
Poor women have few opportunities to earn a livelihood independently of men. Many poor women in rural areas are uneducated and their opportunities to earn income in the job-market are limited compared to their male counterparts. An uneducated man may find a heavy job under harsh conditions, like in fishing industries, construction and mining work, which a woman may not find.  Therefore most poor women always involve in transactional and intergenerational sex for favours. Thus gender inequality and poverty is risking most women to HIV and other STDs since they feel powerless to negotiate safe sex with their sexual partners even though they may suspect some danger such as HIV infection.  As indicated by Phorano et al. (2005), Shisana (2004), Peltzer et al. (2006) this kind of sexuality in this framework whereby a woman cannot decide when, how and with whom the sex can take place seems to greatly contribute to the spread of HIV/AIDS in the region. 
The risky factors that seem to influence people’s behaviours in the spread of HIV/AIDS in Okaloko village are elaborated in the next paragraph below based on the examples of empirically picture from the study area.  
Structural risk factors





Poverty in rural areas





High level of gender inequality
Unemployment in rural areas
Migration/urbanisation

Secularisation

Unequal development between rural and urban areas

More women in rural areas
According to Boerma and Weir (2005), the socio-economic situation of an area can greatly influence the behaviour of an individual. In this situation poverty and gender inequality are facilitating the actions of the people.  As Evian (1994) argues the lack of access to resources and unemployment in the area may influence some people to migrate to other areas in quest for survival where they may indulge in risk-taking behaviours such as multiple, concurrent, intergenerational and transactional sex. Since women may have limited access to employment opportunities they may trade their bodies for money, gifts and all that they are in need of. More women in the village may imply that men may use their socio-economic power to have multiple and concurrent sexual partners and sharing male partners may be common among women which might be dangerous in HIV transmission.

A cultural norm that demands married women to be very submissive by not refusing sex to their husbands no matter what goes between them is risking the women to contract HIV and other sexual transmitted infections (Shisana, 2004). Culturally a woman cannot refuse a husband sex even if she is upset with him, as refusing sex is like denying him food. A woman has also no right to initiate sex as she could be considered a slut. In addition the secular government that emphasises the freedom of religions and associations may mean that some Christian people in the village may become liberal and not be that committed to Christian moral. And therefore this may make some people engage in some immoral behaviour that contradict the Christian teaching such as polygamy, extramarital affairs, sodomy and all those sexual behaviour that are said to be risky in the transmission of HIV/AIDS.  
Furthermore, the disparities in the development between urban and rural areas may influence some people to be attracted to urban centres in various ways. People may travel to towns for better medications, schools, shopping and so on that may expose them to new partners and involve in risky sexual behaviours. 
Environmental risk factors

Lack of recreational places
More cuca-shops

Separation from regular partners
Low level of literacy

Unavailability of condoms 

Long distance to health centres
Unavailability of targeted and appropriate HIV prevention information

Boerma and Weir (2005) describe how the environment could be very influential in shaping the individuals and make them very vulnerable to infections. For instance the unavailability of health facilities in the area may lead to late detection or untreated sexual diseases, the unavailability of condoms may lead to unprotected sex. This is risky for the transmission of sexual transmitted diseases.  As Evian (1994) maintained, sex is a natural desire and the separation from regular partners may influence some individuals to look for casual sexual partners in order to fulfil their sexual desires. 

Many cuca-shops in the area may lead to the high consumption of alcohol that stimulates libido in some individuals and lead to unprotected sex, multiple partners and transactional and intergenerational sex and sexual violence such as rape. Lack of recreational areas may make young people to spend their leisure time in drinking alcohol in cuca-shops where they may be forced to enter into risky sexual relationships. As Cooper (2002) indicated, the danger of people spending their leisure time at the cuca-shops lies in the stereotype in which some men perceive cuca-shops as those places to hunt sexual partners.  This is an area of my great concern as Singh et al. (2009) indicated that men and women who drink alcohol seem to have a greater opportunity to be infected with HIV and other sexual transmitted infections (STIs) since these people always have sex under the influence of alcohol. 
Low level of literacy may inhibit people to engage in open discussions regarding sex or read the condom use instructions and some uneducated people may even feel shy to seek medical help for STIs. Therefore the unavailability of targeted and appropriate HIV prevention information may force people to use their own environment to deal with the situation, which always associate with myths and misconceptions, for example the idea that sex with a virgin can cure AIDS. 
Individual risk factors 
Misconceptions and myths about HIV/AIDS
Multiple and concurrent partners

Negative attitude about condoms use
Individual behaviour (ignorance/use of contaminated equipment, rigid attitude)
Dry sex

Intergenerational and transactional sex

High level of alcohol consumption 
The attitude of an individual also matters a lot in contracting of infection. A person with multiple and concurrent sexual partners may have high degree of contracting HIV and other STIs more especially when condom is not regularly and correctly used during sexual intercourse (Phorano et al., 2005, Shisana, 2004, Peltzer et al., 2006). In addition a person who involves in transactional and intergenerational sex may have a high degree of getting STIs because of the age disparities and the transaction that facilitates the sexual relationship. 
The dry sex that is said to be practised by most women in order to increase the male pleasure is dangerous because it causes scratches and skin tearing in and around the vagina because of the friction, making it possible for HIV and other STIs to enter the blood stream.  Further it has been identified that the high level of alcohol consumption may put some individuals in danger of being infected by HIV infection since they tend to have sex when drunk and without condoms (Ibid). This was also said in group discussions at Okaloko as informants stressed that condom cannot protect them from AIDS because one cannot think of condom or AIDS when being drunk (Group discussion, 18 July 2009, Okaloko).    
The current HIV/AIDS prevention campaign in the country seems to pay more attention on ABC, which is only individual behaviour. However, the intervention needs to focus on the three above-mentioned risk factors since the individual behaviour is often influenced by both structural and environmental forces that could either suppress or increase the progression of the infection. Factors such as deep-rooted and pervasive gender inequalities and poverty may make some people, especially women to be more vulnerable to the STDs.   
Figure 3 below shows proximate determinants conceptional framework for factors affecting the risk of sexual transmission of HIV, antiretroviral, STIs adopted from Boerma and Weir (2005).  
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Boerma and Weir (2005) point out that the proximate determinants have a clear association to the biological determinants which influence the rate of the illness, and which in case of HIV infection continues to spread until it reaches the last stage (AIDS) that can lead to premature fatality. The importance of the framework is clearly seen from the interaction of people’s behaviour with underlying social, economic and environmental aspects leading to exposure, transmission, infection and death. 
Practical evidence of individual, structural and environmental risky factors that seem to fuel the spread of HIV/AIDS in Okaloko village is demonstrated in the next part using empirical data from the research area.

CHAPTER 3: VOICES OF THE OKALOKO COMMUNITY ON THE SPREAD OF AIDS 
 Introduction
This chapter summarises the key findings from the case-study village about the spread of HIV/AIDS with the aim to provide an empirical exploration of the factors that influence the escalation of HIV infection in the area. It further demonstrates the socio-cultural, environmental and individual behavioural risky factors such as (seasonal) migration due to poverty and lack of employment opportunity in the area and alcohol abuse that seem to be caused by idleness/boredom or frustration as a result of income poverty and depression. The chapter also sheds some light on the sexual and reproductive behaviours of the village young people like premarital births, the wearing out of marital unions, intergenerational and transactional sex. All these factors were mentioned by informants as the main drivers in the spread of HIV infection in Okaloko village.  
  Alcohol Abuse

Other researchers, such as LeBeau (2004), Phorano, et al. (2005), MoHSS (2004) and UNDP (1999) have shown alcohol abuse to be likely one of the contributing factors that influence the spread of HIV infection in Namibia and boost sexual risky behaviour among the Namibian people. Likewise, my study has revealed that alcohol consumption among the Okaloko community tends to be very high and this seems to be one of the drivers that increase the spread of AIDS. My investigation about the relationship between poverty and the spread of HIV/AIDS allowed me to understand why such a high alcohol consumption in the village. The widespread of poverty and lack of employment opportunities in the area seem to drive village residents to generate income through the selling of alcohol. The trading of traditional beer ‘otombo’ and other alcohol drinks in cuca-shops is seen to be a good business and the source of income for most poor village residents. This type of business appears to create again employment opportunities for young people. A cuca-shop owner of about 55 years old said to me: ‘Alcohol generates more money more especially if you have a young beautiful and charming shopkeeper [woman] who knows how to attract customers. Most local people and those come from towns only drink from my place. She is a good seller and knows how to bring in customers’ (Discussion, 26 July 2009, Onamunkhoti - a cuca-shop establishment around the village). This statement illustrates how young women are being exploited and are at a great risk of being infected with HIV. Most young women who are out of school and fail to get decent jobs are either employed in cuca-shops or go there to buy their commodities since almost everything is sold here. In the context of Okaloko village, the cuca-shops again seem to play the role of recreation area for all residents, as young people and adults go there for relaxation. The cuca-shop can be seen also as a market place as most people go there to trade their things. The music which is played hard from morning to mid night seems to attract them to stay around and keep them awake to continue drinking alcohol till mid night.

Inungu and Karl (2006) have indicated that alcohol abuse can interrupt with a person’s normal decision making and therefore influence an individual to involve in unprotected sex and with multiple and concurrent partners.  Inungu and Karl (2006) further reported that a study that was done in Cape Town found that people who involve in drinking alcohol tend to  have sex without condoms thus have higher risk to contract STDs.  This seems to be the same explanation given in Okaloko village as informants pointed out the great correlation between alcohol abuse and HIV/AIDS transmission. ‘Omalovu ogo oshiponga oshinene kombinga lye taandelo lyo eidisa’ [alcohol is the highest contributing factor to the spread of AIDS], exclaimed informants aged between 50 – 80 years (Group discussion, 23 July 2009, Okaloko). In support, the village headman added: ‘Most people in this village drink alcohol, for example, ‘otombo’ (traditional brewed beer made out of sorghum and fermented sugar), beers particularly black label commonly known as ‘zamark’ and even hot stuff like whisky and this is the great cause of AIDS in this village because when you are drunk, you cannot think properly and this is the danger of alcohol’ (Group discussion, 23 July 2009, Okaloko). 
During my transect walk, I observed many cuca-shops (informal drinking establishments or beer-houses) around the village, locally called ‘uukefe’. Here I have seen residents taking alcohol excessively, old people (more men than women) and school-dropout youth, especially men. Young women were more likely passing time and selling small items like ‘vet kookies’ (pan cakes) and ‘okapana’ (traditionally roasted meat). People seem to start drinking alcohol as early as from eight o’clock in the morning until mid-night. Both young and old (especially men) are seen drinking alcohol of all kind, ‘otombo’, wines and ‘zamark’. Very few people drink non-alcohol drinks.
 ‘Most of the young people you see in this village drink alcohol.  We drink together with them and behave the same when drunk, especially at night. Young women come to us old men because we have money [old pension grant] and we buy them beers, wines and even otombo. Young men go for older women especially the widows because they have money, cars...... ‘uuthiga’[inheritance] from late husbands. During the day, they look like decent women but at night in cuca-shops they are even the ones tempting old men to sleep with them. There was this one young and beautiful woman of about 30 – 35 years of age at Onamunkhoti who to some extent seduced me to have sex with her. She asked me: ‘tatekulu, landela ndje ombiila’ [grand-pa, buy me a beer]. She was speaking to me with a sexy tone and was looking at me with those eyes ....... love eyes. When I asked her what will she give me in return she answered that she will give anything I ask and that’s how I was tempted to sleep with her’, explained an informant of 65 years old (Group discussion, 18 July 2009, Okaloko).    

Another middle-aged man of about 50 years of age added: ‘aantu iinima oyindji iwiinayi ota ya ningi molomalovu’ [people do many bad things because of alcohol]. That’s why you sometimes hear some people say ‘aawe’ [no], I did not mean to do it – it happened because I was drunk. I have a cuca-shop at home and sell almost everything that is needed in the village. But I mostly make profit from alcohol. Things like beers, wines and even ‘otombo’ are the things that mostly bring money to my business because most of my customers drink alcohol only. The difference between the old and young people is that young people especially the students do not buy freely alcohol when I am around. I think they feel shy to drink in front of me because I know their parents. When I am not around, they can stay drinking and dancing up to mid night and sometimes until the next day, especially during holidays. But the clever ones cannot drink in the area; they go to further places where nobody knows them’ (Group discussion, 23 July 2009, Okaloko).
It is has been evident that the high level of alcohol consumption in Okaloko village might have some serious effects on HIV/AIDS transmission because most informants indicated that people seem to engage in sexual intercourse when they are drunk. The intergenerational and transactional sex that take place in the village due to poverty, gender inequality and the high drinking of alcohol demonstrate that both young and older people are at a high risk of contracting HIV infection. During focus group discussions the informants have also shown their ignorance about the use of condom, saying condom cannot protect them from AIDS because when they are drunk, they cannot think of AIDS and whether condoms are available or not. This is too risky as also noted by Singh et al. (2009), Inungu and Karl (2006), LeBeau (2004), Phorano et al. (2005) that the high level of alcohol consumption encourages people to have multiple partners, concurrent and unprotected sex that puts them at a high risk of contracting STDs including AIDS.  

 Some residents are seen to have cultivated a culture of drinking alcohol on a daily basis and for longer hours which tend to inflict alcohol addiction among these people. According to the MoHSS, this might have some negative effect on those who are already infected with HIV infection since alcohol abuse may make their immune system weak and increasing the chance of reaching the AIDS stage faster. Most informants indicated alcohol consumption as a serious driver in the spread of HIV infection in their village. This too was confirmed by the village head-man who raised a serious concern about the selling of alcohol in his village and went on to say: 
‘Nowadays people drink too much and women could exchange sex with a bottle of beer. This democracy that was brought by independence came with extreme freedom. People sell alcohol everywhere and at anytime, even during rainy season when people suppose to work on their omahangu fields. They drink from morning till mid-night. One person can finish a bottle of ‘zamarika’ (black label) or wine alone and within a very short time. In our days alcohol used to be drank just bit by bit in a bottle’s cover. One bottle alone can last even for months. But these days even children drink alcohol and parents cannot discipline them because there are laws that protect them. ‘Oeidisa otayi kamanapo aantu. Oshilongo shika otashika mbugala molomalovu’ [AIDS will finish the people and this country will eventually become a desert because of alcohol]. AIDS will definitely continue to spread and kill people unless the government would take a serious step against the selling of alcohol’, he exclaimed (Interview, 18 July 2009, Okaloko). 
The message displayed above seems to be clear. Alcohol abuse in the context of Okaloko village was presented by the elderly as number one factor that highly contributes to the widespread of HIV/AIDS in the area. Poverty and very limited employment opportunities in the area seem to encourage some residents to establish cuca-shops and sell alcohol as a way of fighting income poverty. Most unemployed young people, especially women seem to have no other alternatives but work in the cuca-shops, working from morning till mid-night and seem to be vulnerable to sexual harassment and therefore are in great risks of being infected with the virus and or spread it to others. 
  Migration
Migration is identified by many researchers as one important factor that facilitates the spread of HIV/AIDS in Southern Africa (LeBeau, 2004, Kaudjua, 2000, Brummer, 2002, Crush et al., 2006, Evian, 1994, IOM, 2005, IOM, 2008). These researchers explain how migrants and other mobile people seem to be at the centre of contracting the HIV infection or transmitting it. Like other southern African countries, Namibia has a long history of migration where by young and middle-aged men, especially those of Owambo people used to migrate to urban centres as contract labourers. During German administration and the South Africa apartheid system, men were taken from their homeland under the contract labour system to work in the fish industry, mines and commercial farms. This contract labour system was exclusively for men and they were not allowed to bring their families to the work places. Women were made by law to stay in rural areas with the aim to proceed with subsistence farming.  A man could serve in a labour contract for 24 months or more making it difficult for husbands to see their wives and children. In the era of HIV/AIDS, migration can make people susceptible to HIV infection because people always spend long periods of time away from their families and permanent sexual partners. This increases the chances of involvement in multiple sexual partnerships and transactional sex which is risky in the transmission of HIV infection (IOM, 2005, IOM, 2008).      
Crush et al. (2006) noted that in Zambia, migrants and mobile people, who work far from home, are more than twice likely to be infected with HIV than men who permanently stay at home with their wives or permanent sexual partners. This corresponds with the statement of a woman of about 50-60 years old saying: ‘Nowadays it is so risky to have someone working away from home. These men, when they are away, they tend to forget about home. They do not stick to one single partner but make relationships everywhere they stop. That’s why in this village some married women are currently living with HIV because husbands brought the disease to them’ (Interview, 18 July 2009, Okaloko). 
As in the whole Owambo, migration from Okaloko village has been influenced by socio-economic forces. As it happened in early societies whereby people used to move or migrate to those places where they could obtain some means of survival, today people of Okaloko, especially the young generation always travel to the cities looking for employment, better education, improved medical facilities and in some cases to have some degree of freedom over their own lives.
The South African administration had a strict control of migration up to 1970s. During that time only physical fit men were permitted to go out of Owambo for migrant work. Later on South Africa administration started losing its strict control on migration in the mid seventies and that’s when women also started moving freely to urban centres.  The abolishment of South Africa apartheid system and colonialism that controlled internal migration and excluded people to enter certain places was replaced by democracy with freedom of movements for both internal and cross border migrants.  The country became a hotspot for migrants from other African states for work and businesses. For citizens because of lack employment opportunities in the rural areas, young people always travel to urban areas to seek jobs and mostly get employments in army and police force. They are usually posted to work far from their families making it difficult to regularly see them. Evian (1994) describes migration as a condition causing situations that influence the spread of HIV infection from one person to another. The person’s separation from family and regular partner whereby traditional values and norms are left behind, some migrants may involve in risky sexual behaviour because of a high degree of anonymity of being a stranger in a far new place. These migrants may resort to have many sexual partners, abuse alcohol and spend money on commercial sex that may expose them to HIV infection.  Some informant men of above sixty years old explained how they used to work as contract labourers comparing their situation to that of today: 
‘We used to stay in a hostel ‘okomboni’ for men only. We worked hard and were very committed to our families. We never visited the suburbs ‘omalukanda’ where ‘oombwiti’ (people who permanently stay in towns) stay. If a man happened to sneak out from okomboni to look for women at omalukanda, we laughed at him, mocked him and sometimes even beaten him. So it was very difficult for those men who might want to sleep with oombwiti to do it. The very few careless men who did it, remained in suburbs, got married to oombwiti, spent their money on them and that’s how they too became oombwiti. But the committed Owambo men could stay patiently in okomboni until the term of contract finished without sleeping with any woman. And we came back home with big suitcases full of things. We brought to our wives or parents all what we earned. But today almost all men who go to towns for jobs sleep with ‘iikumbu’ [prostitutes]. When they come back home they either bring women or children. People of today are spoiled they do not follow the culture neither God’s teaching’ (Group interview, 19 July 2009, Okaloko).  
The informants are saying that HIV/AIDS is spreading because there are a lot of women who migrate to towns and both men and women seem to have multiple partners. Evian (1994), Kaundjua (2000), IOM (2005), IOM (2008) and LeBeau (2004) maintain that most women who migrate to towns in search for jobs are likely not to get them and they may be forced to enter sexual relationships due to some economic hardship. Because of the economic powerlessness, these migrants may risk their health to have unprotected sex and this may lead them to contract STDs, including HIV/AIDS. 
‘Most young women in this area are single parents. They go to towns to look for jobs but they actually go to look for men. They normally come back to drop their young babies to us or when they are very sick. Young men also do the same. It is difficult to see a young man without a child outside wedlock. Most of them have two, three or even more with different women. When they are in cities, they have sexual relationships with ‘iikumbu’ (prostitutes) and that’s how they get AIDS and bring it to the village. Men of nowadays spend their money on iikumbu in towns and come back home without anything, except children or AIDS. They do not follow the culture or Christianity. They live their own life, a confused life and do not listen to our advice. This is all happening because the government gives too much freedom to young people. They go wherever they want to go and that’s how they pick up diseases ’, an old woman of about 70 years old stated (Individual interview, 18 July 2009, Okaloko village).  
Migration is another factor that drives the spread of HIV/AIDS in the village as it was identified by the informants, embedded in social and structural forces that push the residents away from rural areas in search for employment in urban centres that has some connection with poverty. As noted by Evian (1994), cash income has become a means of survival even for rural people who were living on subsistence farming. The lack of employment opportunities and unequal development between rural and urban areas may encourage the young people to flee the rural areas. This distraction in the formation or maintenance of stable families may entail that the migrants while they are far from home because of the hardships they may face in foreign places; they may involve in other sexual relationships that may increase their chances of contracting the HIV/AIDS and bring it to the village.

  The Christian morality 
In 1989 about 40 000 people who left the country to join the liberation struggle because of apartheid oppression and injustices returned to the country with different adopted cultural norms and behaviours. The returnees tend to influence the social structure and impact on the behaviour of the people who have been left behind in the country. For instance, the Reverend of about sixty years old at Okahao Lutheran Church sees the spread of HIV/AIDS as a result of secularisation which came to the country after independence, saying this mostly was brought in the country by the people who were in exile.  He is also not happy with the government that sets up laws without consulting the religious leaders. This according to him is undermining the Christian faith among the nation. He said that because of the government that allows secularism, people tend to lose the Christian morality, which makes them to be disloyal and involve in extra-marital sexual relations. His concern is about the young people and even some elderly who seem to disregard the word of God and just do their own things as they wish adding that because of this situation, HIV infection in the country is increasing. 
‘The Christian morality has totally gone down in this country. It became worse after independence. People who returned from exile to the country after the liberation war came with their ways of living. They seem to lose their faith in God because some came with ideas that God does not exist and this is where the problem lies. If people do not believe in God, that means they can engage in any type of ill-activities such as alcohol, fornication, adultery and all that are not good in the eyes of God. You see the bible is no longer taught in schools as was before and this I also see it as a great problem. Young people are taught to use condoms when engage in sexual activities. This in my opinion encourages young people to have sex. Today more than half of couples who married in this church confessed of already had sexual intercourse that’s why it is common to hear young couples passing away just within some short period of time after married due to AIDS. The Bible is clear, ‘no sex before marriage’. I believe only abstinence among single people and faithfulness among married couples that could prevent the spread of HIV among the people, not condom’ (Interview, 24 July 2009, Okahao).  
The discussion with the Pastor revealed that condom use as a way of protecting people from contracting HIV/AIDS and other sexual transmitted infections seems to be in conflict with some faith-based organisations particularly the Lutheran Church in the area. The use of condom in HIV/AIDS awareness campaign is viewed as encouraging promiscuity. For that reason the Church is not in favour of the use of condom during sexual intercourse but rather emphasises on abstinence and faithfulness as effective means in prevention of HIV infection and other STIs. However, up to date the church seems to be blind and unable to tackle the key underlying factors in the spread of HIV such as gender inequality in which infidelity among Christian men is common and treated with a blind eye. Most men (married and unmarried) have children outside wedlock as one informant pointed out ‘there are few men in this village without children outside marriages’. But women who get pregnant out of wedlock are more stigmatised compared to men. The cultural belief is that the male’s desire to have sex is aggressive and cannot be controlled but a female’s sexual desire can be easily suppressed. This gender inequality that seems to be perpetuated by both Church and culture appears to make women more vulnerable to HIV infection and increase the spread of HIV/AIDS among the community. The high rate of teenage pregnancy and infidelity among married couples in which many children are being born outside marriages indicate that abstinence and faithfulness among this community is not feasible. Therefore, in order to save the people from contracting HIV/AIDS, it is a high time for the Church in this community to advocate for condom use among all the sexual active people irrespective of marriage status. The Church should also actively be involved in the fight against gender inequality that seems to highly influence the spread of HIV and other STDs in women. I observed a long queue of people who went for antiretroviral (ARV) treatment at Okahao state hospital, more women, even disabled women, children and very few men. This picture proved that all women in this community are at a great risk of contracting HIV infection despite their physical or mental conditions.      
The Reverend was also worried about the opening up of the borders after independence that encourages the inflow of other churches, especially the charismatic churches that came to the country after independence and claim to cure AIDS with the word of God. This he said is betraying people and encourages the spread of the infection. 
‘We all know that there is no cure for AIDS and yet there are some churches, the charismatic ones which tell AIDS patients that they can pray for them and get healed. This is one of the factors that make the virus to spread because after prayers the patients would believed that they are healed and may continue to have sexual relationships with other people. I think the government needs to warn these churches about this terrible thing because they seem to use lies for them to attract people and get more members but this is unfair for the nation’ (Interview, 24 July, Okahao).
Furthermore, the Reverend raised a great concern about government’s law about its confidentiality regarding HIV patients. His worries are that when someone dies of AIDS, AIDS is not indicated on person’s death certificate as a cause of death and this according to him is where the danger of secrecy stands. 
‘If we want to control the spread of virus, we should not make AIDS to be a secret. It should be made known [to the public] that so and so is died of AIDS; even for those who are just tested positive should not be kept secret. It is because of this secrecy that allows HIV positive people to spread the virus because their status is only known by Doctors.  You see some people even go to the extent of marrying when found to be HIV positive or for those who are already married continue to infect their partners and this is how HIV spread. Some few years back a young woman burnt her boyfriend’s cuca-shop to ashes because he lied to her about his HIV status. She later found out that the man was on anti-retroviral drugs and that’s how she became frustrated. There are many stories of that nature; this is just one of them. Therefore, my opinion is that it could be good if people who found to be HIV positive are sent to pastors or religious people for counselling, the government should not do it alone. These people need to be well counselled in a biblical manner for them to live a responsible life so that they could not spread further the virus to others’ (Interview, 24 July 2009, Okahao). 
 It is further evident that there seems to be a division on the fight against the HIV/AIDS between the government and the church in this community. This could be seen as a great weakness in the campaign against HIV/AIDS since it needs a strong partnership between government and civil society including the church to speak/preach the same language in order to overcome the spread of HIV/AIDS. In my view people need to be encouraged simultaneously and unanimously by both government and church to go for HIV test, open up about their HIV status, remain faithful, abstain and use condoms during sexual intercourse.   
Another devastating situation of sexual and reproductive behaviour of young people that seems to demand a multiple intervention and collaboration between the government and civil society including the church is illustrated in the next section with additional empirical facts from the village based on elderly people’s opinions. The study identified five factors that came up during focus discussions and interviews regarding young people’s sexuality and reproduction, which according to elderly seem to contribute to the spread of HIV and AIDS in the village: decline in marital unions, multiple partners, teenage pregnancies or child bearing out of marriage and intergenerational and transactional sex.
Decline in marital unions
The wearing out of marital unions and premarital childbearing are one factor that was detected by other research conducted in Namibia to have some contribution to the spread of HIV/AIDS in the country. Bongaarts et al (2008) noted that countries that have higher HIV/AIDS prevalent rate such as Namibia, Botswana and South Africa have high ages (mid 20s) of entering in marital unions, which is later than elsewhere in sub-Saharan countries. Therefore the late marriages may imply the high involvement of premarital sexual intercourse and various changes of sexual partners that could be one of the reasons to the increase in the spread of HIV/AIDS in the region.
In Okaloko community as it is in all Oshiwambo culture, marriage is highly valued, especially among women. If a woman reaches a certain stage (30 years) without being married, parents start to worry of what’s wrong with their daughter and this may affect the whole clan.  Most informants cited the decline in marital unions as something new in their culture and this according to them contributes to the spread of STDs such as AIDS. Informants maintain that this is a new phenomenon started around 1970s and early 1980s, when women started migrate to urban areas and also because nowadays most young people tend to have sex before marriage.

‘If you look in our homesteads today, you find many single people both men and women.  In the past, it was difficult to find a man or woman of 30 years of age without married, but now it is very common. This is all happening because people eat their food [having sex] before marriage and this also makes the disease to spread’, an elderly woman of about 60 years old said (Group discussion, 23 July 2009, Okaloko).  
Namibia has undergone numerous social changes in the past two decades which include the weakening of conformity in traditional norms of Oshiwambo culture where sex before marriage was regarded as taboo and used to be punishable (Demographic Research, 2005). In the context of Okaloko village though still it is not accepted by both Church and tradition for people to have sex before marriage and therefore childbearing, it is no longer that punishable as it used to be. Premarital children are welcomed and accepted in the community. Thus today it is common in this village to find a young person with two or more children with respective different mothers or fathers. This means once young people enter into sexual relationships before marriage and without precautions (condoms), it is possible to get children from these sexual partners and change them afterwards that may be risky in the spread of HIV infection. Even if the individuals may be free from HIV/AIDS at a time, the risky sexual behaviour that involves multiple sexual partnerships may eventually increase the chances of involving with an infected person and vice-versa. This may be one indication of why the wearing out of marital unions in the area is taking place. The explanation may be once young people take up a habit of having multiple sexual partnerships; it may be difficult to give up such a habit and to get settled and confined to one sexual partner. As reported by Demographic Research (2005) that ‘as women’s entry into married life was postponed, its connection with the beginning of motherhood was weakened [therefore] the proportion of the women who bore children before marriage increased’ (Demographic Research, 2005: 97). 
Another thing that may influence the wearing out of marital unions in this village is that ceremonies, such as weddings are expensive nowadays. If a man is unemployed or underemployed, it would be difficult to manage the wedding. An Oshiwambo wedding is one of the expensive weddings in the country and civil marriage without a church ceremony is not that respected in Oshiwambo culture. For a wedding to take place, one needs about N$30 000-40 000 (which is about €3000-4000). This amount of money for an unemployed or underemployed person is a lot, therefore many poor people in this community cannot afford a modern wedding though they may wish to marry and this delays the whole process. The high expenditure during Oshiwambo weddings has been criticised by many people saying it would prevent the poor from getting married. For instance Veronica de Klerk, Director of Women’s Action for Development (WAD) in 2004 stressed that her Organisation is against some cultural practices, such as the expensive Oshiwambo weddings that seem to elevate poverty among the communities. 
‘[WAD is against] large, expensive weddings, irrespective one’s financial standing, which are strongly traditional in rural areas. Unlike more affluent communities, weddings in poor rural settings are massive, and are attended by just about everybody in the village, whether invited or not. This places a tremendous financial burden on already struggling parents and wedding couples, who are just starting off in life. They are required to have very large wedding entourages, all of whom need very expensive clothes and accessories, besides providing huge amount of food for everyone celebrating the wedding. For young couples, such weddings present a backlog even before they start off in life’ (De Klerk, 2004: 35).     
 Multiple Partnerships
As it was identified by other researchers, such as LeBeau (2004) and De La Torre, et al. (2009), the informants in Okaloko revealed that having multiple sexual partnerships is one of the drivers that spread HIV/AIDS infection in the community. Informants describe this problem as something unusual in their culture, especially among women but it has fast become a common practice.  Some young people are seen to have two, three or even more children with respectively different fathers or mothers. This explains that most people in this village seem to be at high risk of getting HIV infection or passing it to their sexual partners since they tend not to use condoms during sexual intercourse. During individual interviews, most men young and old, married and unmarried admitted of having more than one sexual partner but denied of using condoms, saying using condoms sometimes is something difficult, particularly when a person is drunk. However, they all pointed out that multiple or concurrent sexual partnership is a very rare practice and not accepted in (married) women ‘women suppose to respect their men.  Only if the husband happens to die or separate then she can take somebody if she wishes’, they said.  This explains how gender inequality is strong in the area. A woman is expected to be faithful to the husband but runs a great risk of contracting HIV infection since the husband has liberty to involve himself in other sexual relationships.
Intergenerational and transactional sexual behaviour
Shisana (2004), UNFPA (2003) and several studies that have been contacted in sub-Saharan Africa show the link between intergenerational sex, poverty and gender inequality and HIV/AIDS. (MoHSS defines intergenerational sex as any sexual intercourse that takes place between a man who is five or more years older than a woman or vice-versa). 
Within this context young women are somehow required to enter into sexual relationships with older men as a mean of gaining some economic support. This has been long accepted in many African cultures, especially in rural areas for a young woman to have a relationship with an older man who is in a good economic position. The economic powerlessness among the village people, especially women seems to escalate the HIV/AIDS in the area since young women tend to involve in sexual relationships with older men ‘sugar daddies’ for economic support who might be already infected with HIV. Research done by the MoHSS in collaboration with USAID discovered that most poor women and girls because of their economic status fail to negotiate safer sex or refuse to have sexual intercourse with any man for the fact that she is desperate and in need of money. This type of sexual behaviour among young people may explain the acceleration in the spread of HIV/AIDS in Okaloko village as it was pointed out by the informants. 
According to Shisana (2004), UNAIDS (2004), as it happens in other sub-Saharan countries, southern Africa young women are involved in sexual relationships with older men that increase their vulnerability of getting HIV infection. Young women are said to go for older men who can provide for them with money and other needed items. In the same vein older men look for young women who are in desperate situation, they use their wealth to attract young women (UNFPA, 2003). This might be the explanation of why young women of ages between 15-24 are three to six times more likely to have HIV/AIDS than their male-counterparts. Although women are biologically more susceptible to HIV than men, another empirical fact is that the intergenerational or the transactional sexual relationship, whereby young women always sleep with older men for economic reasons already undermines their sexual health. The older man may manipulate the poor young woman because of his age and the material benefits that he gives and this increases the risk of transmitting HIV infection since the use of condom during sexual intercourse may be out of question. However, young men who are said to have sex with older women, especially widows may avoid manipulation because of the strong gender inequality in this village that demands men to be in control of sexual actions.    

In the context of Okaloko village residents as it happens in many southern Africa poor communities, poverty to an extent seems to be the root cause in the spread of HIV/AIDS in the area. As Evian (1994) said the deep penetration of the capitalistic system in the country that has spread to remote rural areas and has widened up the gap between the rich and the poor that accompanied by the high rate of unemployment makes it difficult for poor people to survive under these circumstances. Most desperate poor young people both men and women  may see the intergenerational and or transactional sex as an immediate rescue of their poverty as some young men in the village stressed ‘nobody wants to go hungry’.  This means young people may involve in risky sexual relationships that may include coercion and forced sex which could easily transmit the virus.  In analysing the spread of HIV/AIDS in Okaloko village through intergenerational and transactional sexual relationships I have come up with the following possible reasons that may influence the transmission of the virus:
· Condoms in the village are not that accessible and older men in the village seem to be very conservative and carry a lot of myths and misconceptions about condom use. 
· Because of gender inequality that allows men to have multiple and concurrent partners, the older man may have already involved in multiple sexual relationships and possibly carrying the virus. 

· Because of culture that demands passivity among women; poor young woman may be shy to engage in discussions regarding safe sex since she is still young and inexperienced in sexual relationships.  

· Because of the age-gap and financial status, the older man may easily manipulate the young woman and therefore coercion and forced sex may take place.  

· The young woman herself may risk her sexual health by engaging in unprotected sex for fear of losing out benefits. 

· The young woman may sometimes have some higher expectations that one day she would be getting married to the old man and therefore she may engage in an unprotected sex to become pregnant.  

· People (old or young) in the village may not be empowered to use condom during sexual intercourse and may not engage in discussions about sex because talking about sex according to the culture is prohibited. In addition condoms may not that accessible to many people because Okahao hospital where condoms are distributed free of charge is distant. 
All the above points could be very influential in the spread of HIV/AIDS in the village.
Most young people, especially women in this village seem to involve in sexual relationships because of material gains since they have less opportunity to earn income independently. This indicates that deep economic needs tend to drive young men and women to some complex situations which limit their choices of deciding on sexual partners. As a result, these young people are said to have sex with older people of twice their age because of economic benefits. This constrained inability of picking sexual partners by village young men and women seem to increase their risk of contracting STDS, including HIV/AIDS.

There seems to be a strong correlation between the spread of HIV/AIDS and income poverty in the village. This picture can be clearly seen through transactional and intergenerational sexual behaviour on both young men and women since they often go for older sexual partners who can provide for them. This is what some men of about 40-50 years old who lost their jobs in towns due to retrenchment and returned to the village had to say: 

‘Poverty is the main cause to the spread of HIV infection in this village; let me say in the whole country. Many young people are risking their health because of poverty. Why do you think some people sleep with men or women older or younger than them with ten years or more? Do you think it is because of love? ‘Nee’ [no], it is because of materials. Look, if all young people who are out of schools were employed and have their salaries and become economic independent, true speaking you won’t see what you see today. The spread of HIV infection has some connection with the high rate of unemployment in the country. Poverty is the only thing that makes young women to sleep with older men and also young men to sleep with older women. Nobody wants to sleep with an empty stomach that’s why there are some people who even have relationships with widows or widowers of AIDS’ (Group discussion, 23 July 2009).  

The intergenerational and transactional sexual relationships are factors that seem to be rooted in gender inequality, income poverty and the high rate of unemployment in the country. These sexual relationships expose young people to affluent sexual partners who because of their ages, economic status and a long history of sexual relationships may already be carrying HIV. Although both young men and women are at risk, because of strong gender inequality young men may avoid manipulation. Meaning the young man might still be in position to engage in sexual discussions with the older woman and these partners may harmoniously reach an agreement to use protection during sexual intercourse. 

However, the risk still holds for all people. The MoHSS always cautioned that intergenerational and transactional sexual relationships is risky behaviour because they are always coupled with high rates of STDs including HIV/AIDS, as multiple partnerships is a common practice among these sexual relationships. In individual interviews with residents of Okaloko village, most old men admitted to have more than one sexual partner and usually younger women. Although it has been revealed that multiple sexual partnerships are very rare in women of this village, the fact that their men live the multiple sexual partnerships increase their vulnerability to HIV infection.

 Teenage pregnancy and childbearing out of marriage
Childbearing out of marriage and teenage pregnancy is also a common factor that was observed during the study. It was observed that most children that elderly people take care of in this village were those born by single parents or orphaned children. According to the Namibia’s national demographic survey, childbearing among single young women nowadays has increased to 27% which is more than twice the rate of 1960 which stood at 10% (Demographic Research, 2005). This increase in premarital fertility among young women seems to be caused by the non use of contraception and poverty. A young woman of about 19 years who just gave birth had to say: 
I fell pregnant because when I went to Okahao hospital for contraceptives, they asked me to show the antenatal card. They only give contraception to the mothers but if you do not have a child yet, you can’t get them’ (Interview, 19 July 2009, Okaloko). 
Judging from her talk, it is clear that the use of condom that can protect people from both sexual transmitted diseases including HIV/AIDS and unwanted pregnancies is low even among the young people in this village. Young women tend to be concerned only about falling pregnant and not about getting HIV. Thus they go for contraceptive pills or injections that can only prevent them from pregnancies but increase their chances of getting HIV infection or spreading the virus to their sexual partners. In addition poverty and gender inequality is forcing women to involve in risky sexual relationships as some young women said: 
Today it is not easy to live without money. Everything here costs money. Most women depend on their men for support. There is no work here, we live in poverty. Today’s men cannot give you anything without sleeping with them, even if you are fiancées. If you do not give them [have sex with them], they will go to others. And Owambo men like children, even if he doesn’t marry you, he will want to have children with you. For a good man, when you have his children even if he does not marry you he can take care of you and children even more than the wife’ (Interview, 25 July 2009, Okaloko).
A woman of about 70 years old with support from others stressed: 
Today there are no girls in this community. They are all women, they sleep [have sex] with men as if they are already married. This is where the whole problem lies. Today you see her with this man, tomorrow you will see her with another and you cannot say anything because children are protected by the police. If you bit her, the police will come for you. Look, meme
, in our time we never knew what was sex before marriage. We took care of ourselves [abstained from sex] until marriage. I tell you, my husband never knew me [never had sex] before marriage. He never even tempted to ask such a thing [sex] from me. As fiancées we normally spent nights together but he never touched me on ‘omateta’
 (private parts), he only slept on my arm, what we called ‘egwilo’
 and that was all. We were taught that, if a man loves a woman, he cannot sleep with her. He has to wait until marriage. But you people of today, you sleep with your boyfriends and sometimes not even with one person but different people. All these spread AIDS’ (Group discussion, 23 July 2009, Okaloko).    
From all the discussions above, it is clear that there are multiple factors that drive the epidemic to spread in this rural village. The socio-cultural, economic, environmental, political and other issues that influence the individual behaviour need to be put into consideration when putting up HIV policies and awareness campaign for the rural communities in order to make the fight against HIV/AIDS a success. Poverty and gender inequality are the main issues to be considered in the HIV/AIDS prevention campaign.
The premarital childbearing and wearing out of marital unions as identified by elderly informants are other issues that I see to have also some connection with extreme poverty in the area. Women seem to be highly trapped by poverty therefore they aim to have sexual relationships with men who may be only economically stable to cater for their needs. Because rural women seem not to be empowered, shy and too submissive to negotiate for safe sex; unplanned pregnancies may occur. In most cases after falling pregnant, the men may terminate the relationships and may look for other sexual partners to fulfil their usual sexual desire. Similarly, as noted by Evian (1994) sex as a natural desire, the vulnerable women in a quest for survival may continue to look for other sexual partners and this may mean a chain of partners and children as well. In addition the penetration of modernisation and capitalism in rural areas mean poor people may not afford to earn most things including marriages (Evian, 1994, De Klerk, 2004). Life has become so expensive that only well to do people may afford modern weddings, as such marriages are respected by most Owambo people. However, though marriage is more valued in Oshiwambo culture, currently the culture tends to lose its strength. Childbearing before marriage is no longer that punishable. Therefore single people may feel not threatened to have their children outside marriages and poor women may like to have children by affluent men though might already married for economic support (SAfAIDS, 2009). All these seem to increase the spread of HIV among the population. 
Besides the factors that seem to fuel the spread of HIV/AIDS in the village, the elderly people narrated more on how HIV/AIDS causes poverty in them and makes them more vulnerable to infections and diseases a topic that was interesting to me and appeared difficult to be ignored. This issue is displayed as Appendix B.
CHAPTER 4: CONCLUSION AND RECOMMENDATIONS
 I wish to  conclude the research paper with the proposition that the extreme poverty that strikes the Namibian society, especially the rural areas has made it easier for HIV/AIDS to penetrate and spread to the Omusati region, specifically to Okaloko village; increasing the poverty and worsening the community’s socio-economic situation. Migration, alcohol abuse, intergenerational and transactional sex, multiple and concurrent partnerships and premarital childbearing and the wearing out of marital unions as identified by the informants per se are not the drivers of the spread of HIV/AIDS in this area but factors and in some ways also outcomes embedded in harsh poverty, gender inequality and lack of employment opportunities in rural areas. 
The study has opened up and also shifted my mind to understand the reality about HIV/AIDS in this part of the country, and that ‘the road’ for the fight against the pandemic in this village is still as yet incipient. The preventative measures such as ABC that have been advocated by HIV/AIDS educators seemed to have been receiving deaf ears. The underlying factors to the spread of HIV/AIDS, which are poverty and gender inequality, have not been addressed. This is a great challenge for the Namibian government and the civil society. Throughout the focus group discussions and individual interviews, elderly were more concerned about the high death rate in the village, especially among young people due to HIV/AIDS or ‘Shetwiila’ as they commonly call it, saying the disease has come to take them away and will eventually wipe away all residents and the village may be turned to a desert.
This study has critically analysed the spread of HIV/AIDS in Namibia, particularly in Okaloko village, concluding that is real and the preventative measures that are currently advocated by the national HIV/AIDS campaign seem not to shift people’s behaviour. The pandemic in this part of the country is driven by many socio-cultural, economic, environmental, political and other factors that seem to influence the HIV/AIDS to spread among the population.

Most people in this village appear to understand what HIV/AIDS is, how it is transmitted and what the best ways to prevent it. However, they seem to be stricken by harsh poverty that discourages them to worry about their wellbeing. The high economic insecurity among the Okaloko residents, especially the young generation seems to fuel the spread of HIV/AIDS in the village. The increase of mass poverty among these people has reproduced another devastating situation where young people, especially women resort to risky sexual relationships in exchange for money and other valuable items. Often people resort to drinking too much alcohol (otombo and zamark) not to fulfil their dignity but because of frustration, idleness or boredom due to unemployment, poverty and the fatal disease HIV/AIDS. This was clearly said out during individual interviews that some people though they may know that a person is having the virus, they tend to ignore that fact and risk being in a sexual relationship with her/him for material benefit, as some young men emphasise ‘nobody wants to go hungry’.    
 Recommendations

The Government of the Republic of Namibia and non-government organisations need to assist the people in rural areas, especially the out school youth to start with small business activities like brick making, manufacturing of clothing, etc. promoting that rural residents are able to be employed and earn some income. This may also assist young women to be financially independent, gain their dignity and refrain from intergenerational and transactional sex, which are one of the factors that spread the HIV/AIDS in rural areas.

Further to reduce HIV/AIDS vulnerability among migrants, factors that push the rural residents from their areas, such as poverty and unemployment should be addressed by creating projects that give employment to poor rural residents both men and women. 

The Government should initiate policies that may effectively look at the control of selling alcohol in the country and come up with alternatives such as creating recreational centres in both rural and urban areas that do not involve alcohol.
Gender inequality is very strong in rural areas where men seem to be very conservative and usually citing culture to justify their actions, especially their sexual behaviour. Therefore there is a need for some special programs targeting men in particular to be aware of the risks of having multiple and concurrent partners, address the misconceptions and myth about condoms and advocate the benefit of using condoms during sexual intercourse. People should also be empowered on the importance of engaging in discussions regarding sexual matters.
A good strategy should also be worked out that fights stigma among people living with HIV and encourages open discussion about HIV/AIDS in the communities. The open discussion on HIV/AIDS is very important as many researchers noted that it was because of the combination of open discussions and the great participation of the government of Uganda in the response to the pandemic brought a remarkable success. 

There is a great need for young women in rural areas to be supported and empowered with necessary knowledge and skills through Information, Education and Communication (IEC) activities on how to take care and be in control of their sexual and reproductive health. This may assist them to get proper knowledge on the use of contraceptives in order to understand the benefit and avoid unwanted pregnancies. Further, the health workers, especially those at rural areas should be sensitised on the benefit of contraceptives for sexually active young women so that they could render assistance whenever necessary. 
Education campaign on HIV/AIDS are to be extended to remote rural areas and the government and non-government organisations have to work hand in hand with elderly people in order to come up with an intensive measure that would encourage young girls and boys to delay having sex. 
The church in Namibia, more especially in rural areas has a long history of shaping the people’s social lives especially about counselling in difficult times and in advising young people on sexual and reproductive behaviour. Therefore it is vital for the government and civil society including the church to come together and actively participate in the fight against the spread of HIV/AIDS in rural areas. 

Furthermore, the traditional Oshiwambo culture that was teaching young people, especially men on how to respect female bodies by practicing only ‘egwilo’ whereby partners could express their love to one another through sleeping together but without sex should be revitalised and may be incorporated in sex education in schools. This sex education should be taught to children from the early stage, adolescent stage so that when becoming adults they would know the benefit of sexual and reproductive health.  
APPENDIX A: FOCUS GROUP AND INDIVIDUAL INTERVIEW QUESTIONS
The following are some of the questions that were posed during group and individual interviews in order to provoke the discussions:

What is HIV? 

What is AIDS?

What is the different between HIV and AIDS?

How is HIV transmitted?

Is AIDS a big problem in this community? How?

What are the factors that lead to the spread of HIV/AIDS in this community?

If this community want to successfully combat HIV/AIDS, what should be done?

What group of people is mostly infected with HIV infection and why?

Can elderly people be infected with HIV? How?

Can women in this community avoid HIV infection? 

Do you talk openly about HIV/AIDS?

Do you get information about AIDS and how to protect yourself from catching the virus?

APPENDIX B: HIV/AIDS CAUSES POVERTY  





Grandmother with her grandchildren orphaned by AIDS (Uganda) 
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The widespread of HIV/AIDS in Okaloko village appears to be obvious and the effect of this fatal disease on the household economy was said to be felt more on the livelihood of the elderly people. During focus group discussions and individual interviews, elderly people also indicated that HIV/AIDS has impacted on them in different ways: labour is being lost, wealth is exhausted on medical and funeral expenses, time is spent on caring for the sick, taking care of the orphaned children and attending frequent funerals. However this burden is put more on elderly women who are traditionally considered as care-takers of children, the sick and the dying. This whole devastating situation can be better interpreted as a vicious cycle of poverty as shown in a diagram below since the families may have less food to eat because of inadequate income as a result of low productivity, increasing their poverty and making them more vulnerable to diseases and infections because of undernourishment.

 Vicious cycle of poverty adapted from lecture notes of Course 4210, Loes Keysers (2009). 
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 Loss of Labour
AIDS usually attacks the able-bodied people who make up the productive labour force. Most informants pointed to labour loss as a serious problem caused by HIV/AIDS in the village because the vast majority of people living with HIV/AIDS are the youth who are the most productive force of the community. This seems to divert the labour from the young productive people to the weak elderly that may be too tragic because many families would lose their income earners. This transformation of household responsibility becomes a burden for the elderly, particularly women as they have to involve in farming activities and other household work in addition to caring for the children, the sick and the dying and attending frequent funerals. ‘When my son was alive, I did not cultivate as he always come home during rainy season to assist with farming. He brought money and employed people to do the work. Now that he is no longer there, and my pension grant is not enough to make people work for me, I just have to do all the house work alone and it is so painful’ exclaimed an old woman of about 70 years old.   
 Main sources of Namibia household income (2001)
	Wages and Salaries
	46.1%

	Subsistence (communal) farming
	26.5%

	Pension
	8.5%

	Cash remittances
	7.0%

	Business activities
	5.2%

	Animal rearing
	2.8

	Cash cropping
	2.4

	Other
	1.3

	Not reported
	0.3


Source: Labour Resource and Research Institute, 2001

As it is shown in the above figures, subsistence farming highly contributes to the household income in the Namibian society especially for those living in rural areas. But because of the HIV/AIDS pandemic, the farming production may be severely affected to the extent that there would be household food shortage. That means AIDS and starvation may become knotted, which is vicious cycle (IFPRI, 2006). Therefore the loss of labour force in rural areas may severely increase poverty or push some individuals to poverty that may make them to have poor diet, get infections and diseases that can cause untimely death since less land would be worked on as one informant earlier emphasised.
Loss of assets 

AIDS is that disease that seems to make people spend their wealth on hospitals for the sick and during mourning-ceremonies. According to the culture of this community the mourning-ceremony starts the day the person passes away and ends after the funeral. That means people have to gather to that homestead until the funeral day. The period takes about 3-5 days. This increases poverty among the community since much food is prepared and livestock, especially cattle always slaughtered for the mourning-ceremony, as an old man explained: ‘The death of today takes away a lot of properties. People celebrate death as if it is a wedding. They make salad, buy all sorts of alcohol and sometimes roast meat. If you do not have anything to give to the people, they cannot stay, you will be mourning alone. It looks as if people go for food and not for mourning. It has not been like that in the past. These people who make salad in mourning ceremony seem to make the death spread among the people. That’s why today, almost every week, we attend a funeral’. The loss of assets may even push the non-poor into poverty as much wealth is being spent during sickness that normally takes a long period of time and during the funerals. Some people may exhaust their wealth on witch-doctors or traditional healers before going to hospitals who normally give them wrong advices about the cure of HIV/AIDS, such as ‘sex with a pure girl (virgin) can heal AIDS (Smith, 2002, Avert, 2009).      

Loss of time
Elderly people, especially women spend much of their time on taking care of the sick either at home or in hospitals and also in attending frequent funerals. Based on my personal observation and confirmed by group interviews, culturally, elderly people have the responsibility to care for the sick and attend funeral ceremonies. In the era of HIV/AIDS where sickness and death becomes a thing of the day, elderly, particularly women seem to have no time to do their house work and have no time for leisure. This implies that elderly people in the HIV/AIDS afflicted-village may spend much of their time on caring for the sick and attending funerals. It means poverty may increase in the community leading to poor nutrition and hunger that may make their bodies more weak and vulnerable to diseases and infections that may cause premature death. During group interview informants stated: ‘almost every week, we attend funerals. It is so unusual. Young people come from towns sick, bed-ridden and we have to take care of them. We normally make them to be admitted in Okahao hospital (a district hospital) where we usually spend much time on them. The lucky ones get better but it usually takes a long period of time for them to recover’ (Group interview, 19 July 2009).






[image: image6.emf]Photo: UNAIDS



Informants also raised a great concern about the growing number of dependent children, especially the orphaned children. This phenomenon seems to undermine the elderly livelihood as they are forced to play the role of custodians of shelter and spend their pension grant on food, clothing, and school fees in addition to parenting their grandchildren. As indicated by Topouzis (1999) elderly people find it difficult to look after the numerous orphaned children, especially the youngest ones as they need a lot of care. Therefore, elderly spend much time on looking after these children and work with them on the back that seems to exhaust the already weak bodies. Some informants explain how difficult and sometimes risky to take care of some sick-people and orphaned children and this was also confirmed by the TB and HIV/AIDS promoter in the area. ‘Taking care of the sick is sometimes dangerous. Just in the neighbouring village there is an old woman who was infected with HIV by her children [young women]. She has been taking care of them during sicknesses and they did not opened up to her about their HIV status. The children had open wounds and she has been trying to cure them in a traditional way, cleaning the wounds and applying some herbs. That’s how she got the virus, right now she is very sick but her two children are already dead’ (Group Interview, 19 July 2009, Okaloko).  

It has been evident that AIDS morbidity and mortality tend to have widespread effects on elderly livelihood. It was observed that HIV/AIDS does not only affect the labour productivity but also disrupts household income and increase the elderly people’s vulnerability to HIV infection. Therefore, there is a great need for HIV/AIDS campaign to look at this burden that AIDS has put on rural elderly people and address it accordingly.  
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�  The 15.4% (204 000) adult HIV prevalence as estimated by the MoHSS may not correspond with the National population of 2.1 million. However, the author reported the information as it was indicated by the Source. 


� Meme – a respect word to call a woman in Oshiwambo language  


� Omateta – a soft word for private parts, commonly used by elderly people of OKaloko village


� Egwilo – a no penetrating sex in Oshiwambo culture, usually practiced at night by partners when known to both parents  
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