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Abstract

Youth, the World Bank argues, need to become a constituency for reform in
developing countries. This case study responds to this challenge by investigating
adolescent students’ understanding of the relationship between health literacy, HIV/AIDS,
and gender in the context of Uganda. The four questions investigated are: (i) What kind of
health literacy, HIV/AIDS, and gender-related information is accessible to Ugandan
adolescent secondary school students? (ii) In the students’ view, what are the factors
contributing to health and HIV/AIDS related challenges faced by young people in Uganda
today? (iii) According to these students, what is the impact of the debate on gender equality
in the fight against health epidemics including HIV/AIDS? and (iv) What do these students
consider to be the way forward for Uganda to achieve better health and improve life
chances for all? The theoretical framework includes critical pedagogy and indigenous
knowledge systems, as well as integrative gender frameworks. Each contributes a different
but complementary understanding of adolescent students’ perspectives on the issues under
investigation.

Data were collected in a qualitative study from January 2005 — May, 2007. The data
corpus includes: student journals, reflective reports, artifacts/documents, life history
interviews, questionnaires, informal ethnographic conversations, focus group discussions
and critical inquiry discussions. In response to each of the research questions, the major
findings were as follows: 1) The students’ understanding of the relationship between health
literacy, HIV/AIDS, and gender were in part influenced by the media, and in part their own
experiences. ii) Poverty and peer pressure impact young people’s health practices. iii)

Young people want gender equality debates to have a focus on marginalized males as well
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as females. 1v) Youth suggest that education, fair trade, and better healthcare services are
important in the attainment of the “better health for all” goal in Uganda.

The study concludes that marginalized groups, especially youth, need opportunities
to develop a united voice and be active participants in reform processes. Further, new

analysis frameworks are needed to understand the gender/power relations in Uganda.
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Definitions

Youth People aged between 18 and 30 years
Adolescents People within 10 — 24 age range
Teenagers People between 13 — 19 years

Young people People aged 10 — 30 years

These definitions are adapted from the UBOS. However in this thesis, I have used youth,
adolescents, and young people interchangeably to denote people between 15 — 25 years.

This is because most of the statistical data on HIV/AIDS has this age grouping.
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CHAPTER

1.0. INTRODUCTION

Young people’s lack of voice means they are a weak constituency for reform. Parents do
not represent the views and aspirations of young adults like they do for younger children.
Young people need to be encouraged to participate more fully in public life.

(Emmanuel Jaminez, lead author World Bank Report, 2007, p. 23)

In this thesis, I take up the call made by the World Bank’s Chief Economist and
Senior Vice President, Emmanuel Jaminez, to provide young people with an opportunity to
voice their opinions on issues that impact their lives and their society. The World Bank
(2001) perceives schools as the place where this initiative should begin. It is therefore not
surprising to find that in its 2007 report, the following question has been posed: “how are
the schools or education systems preparing young people to participate more fully in public
life?” (2007, p. 23). Such questions are not new in education as Giroux (1995) and
Cochran-Smith (2004) have observed that oftentimes a crisis in the public sphere prompts
stakeholders to question the kind of education young people are receiving. In this case, the
crisis in the health condition of people in developing countries has led to this question.

Similar to the call by the World Bank for young people to participate in public life
is a call by the World Health Organization to promote health literacy to achieve social
change, especially in relation to HIV/AIDS (W.H.O 1986; 2002; 2007). The need to
promote health literacy has led some researchers to focus on how young people can be
pivotal to the change process (Kickbusch, Caldwell & Hartwig, 2002; Nutbeam, 2000; St.
Leger, 2001). If young people begin to participate in the decision making that affects their

lives, they will be guided through their transition into adulthood and be better prepared for



its responsibilities (World Bank, 2007). In accordance with the W.H.O (1986) suggestion,
Nutbeam (2000) contends that schools should start promoting health literacy instead of the
traditional health education. Nutbeam argues that while health education is concerned with
information dissemination and individual behaviour, health literacy goes beyond such
definitions and focuses on empowerment and community action. In a similar vein to the
World Bank report, St. Leger (2001) suggests that young people should be active in public
life issues and this can be achieved through health literacy promotion (see also Kickbusch,
2001; Kickbusch et al, 2002). All these studies argue that young people in schools should
be prepared for public life by having a voice and engaging in social activism.

Therefore this interpretive case study involving adolescent students (aged 15-19
years) was designed to investigate how young people in Uganda understand issues of health
literacy, HIV/AIDS, and gender. I define HIV/AIDS as distinct from health literacy
because of the impact the epidemic has had on many African countries, which warrants a
special focus. The assumption of this study was that having a youth lens (World Bank,
2007) would not only provide young people with an opportunity to voice their opinions, but
that there would be implications for education or practice. Most important was the
assumption that if young people began to understand how health literacy, HIV/AIDS, and
gender are inter-related, and how these issues impact their lives and the lives of other
members of the community, the youth will learn to reflect on how their actions impact both
themselves and others in the community (St. Leger, 2001). Through participation in this
study, which was highly reflective and iterative, the students would learn to articulate their

vision of how society can be improved.



1.1. The study

According to international organizations like W.H.O, United Nations Education,
Scientific, and Culture Organization (UNESCO) and World Bank, health issues in Africa
have become of global concern, and immediate action needs to be undertaken (UNESCO,
2005; World Bank, 2007; W.H.O 2007). The W.H.O (2007) suggests that the major factor
impeding the health and quality of life of people in developing countries and Africa in
particular, is gender imbalance. This suggestion follows an observation that there appears
to be more women than men impacted by most health epidemics, and in the recent past,
HIV/AIDS infections (see also Baylis, 2000). This gender imbalance impacts not only the
adult population but young people’s health as well.

For example, the recent HIV/STI survey in Uganda revealed that women and girls
are seven times more vulnerable to HIV/STI infection than men. This discrepancy is
attributed to gender inequality that hinders women from accessing treatment and preventive
care (Uganda AIDS Commission [UAC], 2007). In her speech at the women’s summit, Dr.
Margaret Chan, Director-General of W.H.O stated that, “the HIV/AIDS epidemic has put
the spotlight on deep-rooted constraints that hold women back in many arcas of life”
(W.H.O Newsletter, July, 2007). The deep-rooted constraints were identified as poverty,
gender inequality, and intimate partner violence against women. In response to the
challenges faced in Africa and other developing countries, the Millennium Development
Goals (MDGs) have been set up as benchmarks for promoting and ensuring the health of
women and children (World Bank, 1999; 2002). These goals have led to the designing of
studies that focus on the role of women in development, including advocacy for women’s

rights to edﬁcation, better health, and employment opportunities (Robinson-Pant, 2004).



It is against such a background that the umbrella longitudinal multi-site study
involving Drs. Bonny Norton and Maureen Kendrick (principal investigators), University
of British Columbia (UBC), of which this sub-study is a part, sought to investigate the
complex relationship between literacy, gender and sustainable development in Uganda.
This larger study began in 2003. Already, sub-studies have been undertaken in North
Western Uganda with a community of women in Nebbi district (Drs. Kendrick and
Hissani) and in South Western Uganda with girls in a rural secondary school in Masaka
district (Drs. Norton, Kendrick, and Jones). The current study, from which this thesis is
developed, is located in Eastern Uganda and began under Dr. Norton’s supervision in
October, 2004. I have worked as a research assistant on this Mbale district research project
since October, 2004.

The unique contribution of this sub-study, to the larger study, is its focus on issues
of health literacy, HIV/AIDS, and gender with twelve adolescent students (6 girls & 6
boys) in an urban secondary school located in Mbale district. As mentioned in the
introduction, the study was designed to provide a youth lens on discussions like health
literacy, HIV/AIDS, and gender. The overarching question guiding my study is “how do
Ugandan youth understand the relationship between health literacy, HIV/AIDS, and
gender?” The data collection techniques included journaling, reflective reports, life history
interviews, focus group discussions, and questionnaires. These methods enabled the
collection of “rich” data in order to provide a “thick” description and understanding of the
students’ opinions on the issues under investigation. The data reported in this thesis spans

over a period of two years and five months (January 2005 to May 2007).



1.1.1. Purpose of this study

The purpose of this study was to investigate and understand what youth in Uganda
consider to be the relationship between health literacy, HIV/AIDS, and gender. As the
World Bank (2007) report and other studies (Kickbusch et al, 2002; Nutbeam, 2000; St.
Leger, 2001) have posited, it is important to engage youth in discussions on issues that
impact their lives and are of public concern. These discussions have become crucial in
relation to the HIV/AIDS epidemic that has impacted many young people’s lives in Africa
(Kickbusch, 2001). In this thesis, I contend that involving students in research provides an
entry point into meaningful and critical dialogue over issues of public health and gender, so
that youth can begin to articulate what possibilities of change exist in the present and the
future. This sub-study therefore has implications for policy and practice if young people are

to be prepared to become an active constituency for reform (Jaminez, World Bank, 2007).

1.1.2. Research questions

The designing of this sub-study was influenced by three propositions made in
reports developed by World Bank (1999; 2001; 2007), UNAIDS (2001; 2005), and W.H.O
(1986, 2002, 2007), which call for a renewed vigilance in the fight against global
epidemics. These propositions are: having a youth lens; tackling social determinants of
health and; education for empowerment respectively. The World Bank (2007) expands on
its earlier reports (1999; 2001) by focusing on how to get a youth lens on major public life
issues, and how young people can become a constituency for reform. The UNAIDS (2005)
report states that although worldwide and especially in Africa the HIV prevalence levels
have decreased (7 percent), they are still unacceptably high. These levels are unacceptable

because there is a possibility of a resurgence of the epidemic. This report recommends that



stakeholders (especially governments) put measures into place that minimize this risk
through addressing social determinants of health including gender and health inequalities.
The W.H.O (2002) report proposes that health literacy be promoted so that attitude and
behaviour change, especially in relation to health practices, can be attained. The promotion
of health literacy would probably lead to critical literacy practices, empowerment, and
social activism for the improvement of societal life chances.

Based on these propositions, youth lens, tackling social determinants of health, and
education for empowerment, the research questions were designed to investigate in depth
the issues raised in these three reports. The questions centered on issues of adolescence and
gender with a provision for youth to articulate their vision of how society’s health and life
chances can be improved. Therefore, the research questions that guided this study were:

1.  What kind of health literacy, HIV/AIDS, and gender-related information is accessible
to Ugandan adolescent secondary school students?

2. In the students’ view, what are the factors contributing to health and HIV/AIDS
related challenges faced by young people in Uganda today?

3. According to these students, what is the impact of debates on gender equality in the
fight against health epidemics including HIV/AIDS?

4.  What do these students consider to be the way forward for Uganda to achieve better

health and improve life chances for all?



1.1.3. Significance of the study

This study comes at a time when the Ugandan Ministry of Education is developing
a post-primary health and HIV/AIDS' curriculum appropriate for adolescents. Two
curricula are being designed, one for lower post-primary and the other for upper post-
primary. Therefore, this study is important because it provides students’ views on their
health and HIV/AIDS challenges as adolescents. Recommendations can be made to
curriculum developers on what information adolescents seek, which could contribute to the
designing of age appropriate health and HIV/AIDS education for youth in school.

The study can also serve as feedback to stakeholders including the Ugandan
Ministry of Education and Sports (MoES) and Ministry of Health (MoH), championing the
health literacy, HIV/AIDS, and gender campaigns in Uganda. Stakeholders can evaluate
the success of these campaigns in impacting students’ health practices and determine which
areas need to be strengthened to bring about the desired outcomes. The study can be used to
inform policy on young people and the designing of an education curriculum suitable for
adolescents. This study is relevant mainly to stakeholders interested in developing
programs that incorporate youth perspectives on public life issues, because the questions
used to guide the study provided the students with opportunities to articulate their views on
various public life issues including adolescent and women’s health.

This study is also significant because it indirectly pioneers the call by World Bank
for youth involvement in public discourse as they transition into adulthood. By deliberately
engaging the students to think critically about issues of health inequities, HIV/AIDS, and

gender, the study encouraged their reflection process on these issues. The study provided

" HIV/AIDS education has been separated from the general health curriculum in Ugandan secondary schools.
This is because issues related to HIV/AIDS and youth need special attention (MoES, 2005).



the participants with the space to reflect on their challenges, and also created awareness
among the students on major public health discourses that currently impact them as boys
and girls. The participating students therefore had an opportunity to provide a youth lens to
the major public discussions. Through this thesis, the students’ opinions can be drawn upon
by researchers and other stakeholders interested in including youth in public life discourses
and education for activism and social change (St. Leger, 2001; W.H.O 2002).

In relation to practice, the design of the research provides some interesting
pedagogical implications for health literacy promotion in schools. The research design
allowed the students to take initiative in identifying and writing in their journals the health
information they readily access and that was pertinent to them. The research was student-
centered and the progress of the study was guided by the emergent issues, which has

practical implications for classroom instruction and health literacy education.

1.2. The Ugandan context

The Republic of Uganda is a landlocked East African country lying on the Equator -
roughly two thirds of the country is north of the equator and one third south. On the banks
of Lake Victoria, Uganda is bordered by Tanzania and Rwanda to the south west, the
Congo to the west, the Sudan to the north, and Kenya to the east. Uganda has a current total
population of 28,816,000 people (CIA databank, 2007). However, according to the 2002
census, Uganda had a total of 24,442,084 people (male: 49%, female: 51%) of which
5,299,838 people (22%) are aged betweenl5 to 25 years (Uganda Bureau of Statistics,
[UBOS], 2003). I highlight the age group 15 to 25 years, because the students who

participated in this study fall into this age group.



Figure 1: Map of Uganda
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Uganda has a developing, market economy based largely on agriculture. The GNP
per capita is among the lowest in the world. The gross national income per capita for
Uganda is $1,500 (World Health statistics, 2007). Both agricultural and industrial
productions were severely curtailed from the 1970s to the mid-1980s due to political
instability and civil war. However, the economy is slowly taking shape under the present

government, and it is currently recognized as one of the progressive economies in Africa



(CIA World Fact Book, 2007). The study was conducted in Mbale district which is located
in Eastern Uganda. Mbale lies between longitudes 34, 35E and latitudes 0045, 129N with a
population of 80,000 people. According to UBOS (2005), the eastern region has high
poverty levels but the particular levels for Mbale district are not known. The sections that

follow will discuss issues of health, HIV/AIDS, and gender in Uganda.

1.2.1. Health Status

In relation to health, the major challenges are AIDS and malaria, which are at
epidemic levels (CDC publications, 2007). In 1998, the W.H.O launched the Roll Back
Malaria (RBM) campaign with Africa as its target (Muhe, 2002). Although Uganda joined
the campaign, malaria still remains a major killer in the country. Transmission is high in
90% of Uganda, with 5% of the country, mainly in the highland areas, subject to unstable
transmission and epidemics (MoH 2006a). It is estimated that 93% of the total population is
at risk from malaria. Malaria contributes to by far the major share of the disease burden in
the country; current estimated annual numbers of deaths from malaria are from 70,000 to
100,000 (W.H.O 2007).

Other common diseases include tuberculosis, venereal diseases, measles, sleeping
sickness, dysentery, whooping cough, hookworm, typhoid and leprosy. The life expectancy
at birth for men is 48 years and 51 years for women. The probability of dying under age
five per 1000 live births is 136. The probability of dying between 15 and 60 years per 1000
population is 506 for male and 457 for women (W.H.O Statistics, 2007). The MoH is
aligning its health strategic framework with the targets set by the MDGs 4, 5, 6. These

goals are: to reduce child mortality by communicable diseases like measles through
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immunization; to improve maternal health by increasing access to skilled health staff; and
to combat HIV/AIDS, malaria, and T.B. respectively by the year 2015 (MoH, 2006a).

In relation to maternal health in Uganda, it was estimated in 1995 that between
6,500 to 13,500 women and girls die each year due to pregnancy-related complications.
Additionally, another 130,000 to 405,000 women and girls will suffer from disabilities
caused by complications during pregnancy and childbirth each year. These numbers are
incredibly high (Futures group, Maternal and Neonatal index program [MNPI}, 2003).
According to MNPI, (2003), very few people access maternal care and modern family
planning services. Of interest to the current research is the observation that very few
(especially adolescents) have access to modern reproductive health services. The
percentage of early pregnancies in Uganda is high in most parts of the country (UBOS,
2005). This reality calls for measures that can provide safe motherhood health care

services, especially in rural areas, in order to curb maternal health-related challenges.

1.2.2. HIV/AIDS & STI situation

For a synopsis of the AIDS situation in Uganda, | have used an excerpt from the

MoH (2006b) report (retrieved from www.health.go.ug). According to the current Uganda

HIV/AIDS sero-behavioural survey (UHSBS), 91 percent of Ugandan adults are HIV
negative while 6.4 percent of Ugandan adults aged 15-49 years are HIV positive. The most
impacted group is the young people within the 20-25 year age range. The HIV prevalence
is significantly higher among women than men and among urban residents than their rural

counterparts. These statistics are summed up in Table 1 below:
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Table 1: The age range of women and men who are HIV positive, Uganda 2004-05

Characteristic HIV sero-prevalence %
Women (N= 10,561) Men (N= 9,033)

Tge(years)

15-19 2.7 0.3

20-24 6.2 2.3 |

25-29 8.7 | 6.0

30-34 12.1 8.1

35-39 9.9 9.3
1 40-44 8.5 9.1

45-49 8.3 7.2

50-54 5.7 6.9

55-59 5.0 59

Residence

Urban 12.8 6.7

Rural 6.5 4.8

Source: Uganda AIDS indicator survey 2004/2005 Data. Presentation by Ministry of Health 2006

For both sexes, rates of infection rise with age, peaking at 12% among women in
their early thirties and 9% among men aged 35-44 years. HIV prevalence is substantially
higher among women than men under age 35. At the ages 50-59 the pattern reverses, and
prevalence among men is higher than among women. This reversal occurs because in this
age group men are more sexually active than women. For both men and women, HIV
infection rates are higher among those who are married, widowed, divorced or separated
than among those who are not currently married or who have never married. At least 66
percent of the new infections happened among the married or co-habiting couples. In 8
percent of couples one or both partners is infected with HIV. Over half of these couples are
discordant (5 percent); that is, one partner is infected and the other is not.

HIV prevalence is highest in Kampala Central (8.5 percent) and North Central (8.5
percent). These areas are followed by western regions (6.9 percent), South Eastern regions

(6.5), South western (5.9 percent) and Eastern (5.3 percent). West Nile (2.3 percent) and
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Northeast (3.5) have the lowest HIV prevalence. The breakdown in the social cultural
norms and growing number of urban poor is attributed to the high prevalence rate in urban
areas like Kampala (MoH, 2006). In Kampala, the number of new infections was reported
to be high among the people in armed forces and among married or co-habiting discordant
couples. However, in the North Central region, military conflict coupled with limited
access to HIV preventive care and treatment, are the reasons for high rates (UAC, 2006).

Also, the age groups most affected by the epidemic have recently shifted upward
(ages 35-44 years for men and 30-34 years for women). A number of people reported
multiple-casual sex relationships without consistent use of condoms. At least 88 percent of
men currently married have had sex with someone other than their lifetime spouses, as
compared to 56 percent of the married women. These statistics indicate that continued
vigilance is needed to halt HIV spread among the adult population in Uganda (UAC, 2006).
The survey also indicates that infection rates among men and women in younger ages (15-
19) is higher for women. According to UAC (2006), young girls aged 15-19 years are about
nine times more vulnerable to HIV than their male counterparts.

Based on the UNAIDS (2007) HIV estimates for Uganda, 1,000,000 people are
living with HIV/AIDS. There are 900,000 adults aged 15 to 49 years living with HIV of
which 520,000 are women. AIDS has caused 91,000 deaths. There are 110,000 children
aged 0 to 14 living with HIV. There are 1,000,000 children aged 0 to 17 who have been
orphaned due to AIDS. The report also reveals that less than one percent of Ugandan
children under 5 are HIV positive. Infection rates among children are higher in urban areas
than in rural areas. Infection rates among children are the same for girls and boys. The

UHSBS report supplements by stating that of the 1,000,000 people living with HIV/AIDS,
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847,000 are still sexually active yet 84 percent of them do not use condoms and 79 percent
did not know they were HIV- positive.
The UNIADS joint program provides a synopsis of Uganda’s progress indicators, in

Table 2 below:

Table 2: Country progress indicators

National programs

Percentage of most-at-risk populations (sex workers) reached by

prevention programs 10%
Percentage of pregnant women receiving treatment to reduce 12%
Mother-to-child transmission

Percentage of HIV-infected women and men receiving antiretroviral 56%
therapy

School attendance among orphans 88%  non-orphans 93%
Knowledge and behaviour

Percentage of young people aged 15 to 24 who had Men Women
sex with casual partner in the past 12 months 74% 26%
Percentage of young people aged 15 to 24 who had

sex before 15 16.3% 12.2%
Percentage of young people aged 15 to 24 who used

a condom last time they had sex with a casual partner  55% 53%

Adopted from UNAIDS 2007 report (http://www.unaids.org./en/Regions_Countries/Countries/Uganda.asp)
Based on these statistics, sex workers are clearly still the most vulnerable group. Of
great concern is the surge in numbers of people who have sex with casual partners,
especially the men in the age group of 15 to 24. The UHSBS also shows a surge in the
number of people with sexually transmitted diseases (UAC, 2006). Almost half of the
women and over one-third of the men surveyed had herpes simplex type 2 virus. About 10
percent of both men and women had Hepatitis B and 3 percent had syphilis. Many were not
aware that they had STI. Among those who reported that they had not had STI or

symptoms of STI in the past year, half of the women and 40 percent of the men tested
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positive for herpes. These results call for advocacy for testing if the spread of STIs is to be
curbed (MoH, 2006).

The UNAIDS (2005) report states that Uganda suffered a set-back in their “success
story” because of the low numbers of condoms in late 2004 to mid 2005. The Engabo
condom brand was recalled by the Ministry of Health because of concerns of quality.
However, international organizations like UNFPA (Geneva), SIDA (Sweden), DANIDA
(Denmark) and DCI (Ireland) immediately stepped in and procured 94 million Life Guard
brand condoms for distribution at no cost in the public sector. In addition, USAID procured
34 million condoms, of which 23 million were distributed to the public sectors and 11
million used for social marketing. Uganda needs about 80-100 million condoms per annum
(UNAIDS statement, September, 2005). The UAC decries that although condoms are
available, there is no indication of increased use of condoms among Ugandans (UAC,
2007). However, if the spread of HIV is to be halted especially among discordant couples,
there is a need for sustained condom social-marketing alongside a strong emphasis of the
other prevention measures (Ouma, New Vision July, 2007). The UN is committed to
ensuring that there is a sustained and timely supply of condoms in Uganda so that the
vulnerable can easily access them whenever needed (UNAIDS, 2005).

Another set back in the Ugandan campaign to curb HIV is the suspension of global
funds to Uganda due to corruption and bad governance (BBC, 2007). There is dire need for
renewed and continued funding to support health initiatives. However, good governance
through fighting corruption should also be equally addressed in Uganda. Generally,
although Uganda’s HIV infection rates have plateaued in the past 5 years, there is need for

constant vigilance (UNAIDS, 2007). The greatest challenge is to have a continued decrease
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and to maintain the low rates of infection because currently, the vulnerability of women in
all age-groups is still very high (MoH, 2006b).

The survey findings foster a different analysis of the common rhetoric surrounding
the HIV epidemic in Uganda. While the literature often discusses rural girls as being
vulnerable to infection because of poverty, little research exists to explain how an increase
in wealth impacts the spread of HIV/AIDS among women in urban areas. Of great interest
is the intricate relationship between gender and all the health situations, from maternal and
neo-natal health to HIV and STI vulnerability. The Ugandan context is one of the many
that led concerned stakeholders to advocate for the rights of women to better health and
preventive care (W.H.O 2002; 2007). The gendered trend of HIV/STI infection among the
wealthy, the poor, the older and younger women, makes the call for new strategies and the
involvement of youth as a constituency of reform more urgent.

Many studies (e.g. Britzman, 1991; Kanu, 2006; Kickbusch et al, 2002; Nutbeam,
2000; St. Leger, 2001; World Bank, 2007) have called for the preparation of young people
for public life responsibilities including advocacy for better life for all. The promotion of
critical health literacy is believed to be the way forward in engaging young people in social
activism because it makes health a political issue (Orbinksi, 2007; St. Leger, 2001). Some
studies (e.g. Giroux, 1995; Sirotnik, 1988) have also suggested that young people must first
understand the problem and be given all knowledge that bears upon these issues. However,
the World Bank (2007) report suggests that young people are already aware of these
challenges but have not been given opportunities to voice and participate in decision-
making processes that affect their lives. This observation also underscores the significance

of this study, which was conducted in a country considered to be a model for other
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developing countries, and African ones in particular, in the fight against HIV/AIDS

(UNAIDS, 2002).

1.3. The researcher

I am a Ugandan pursuing a doctorate in curriculum and instruction at the University
of British Columbia, Canada. I am also a certified graduate science teacher registered with
the Ugandan Ministry of Education and Sports. I therefore have first hand experience with
the social and cultural settings of Uganda. Studying outside the Ugandan context has
enabled me to encounter a different discourse surrounding health, HIV/AIDS, and gender
involving and regarding developing couﬁtries in Africa. As a Ugandan, my interest to
investigate these issues was piqued for multiple reasons as explicated below:

First of all, because I am a teacher who taught a subject (biology) that addressed
health including the topic of HIV/AIDS, studies that posited that teachers in Uganda were
not adequately covering these topics at secondary school level challenged me to reflect on
my own practice (e.g. Burns, 2002; Kinsman & Harrison, 1999). Given the enormity of
these health related challenges, I sought to understand better education practices by
developing a research agenda that enabled me to learn about students’ needs and how to
improve my practice. This enabled me to delve into the literature on health literacy
promotion and the role of schools, which became the major focus of this thesis.

Secondly, I have found that the discourse that has recently addressed issues of
health, HIV/AIDS, and gender in Uganda has been mixed. The details of this discourse
have been mentioned in earlier sections, but of importance were the repercussions should it
be true that Uganda has relaxed in its advocacy for better health and the fight against

HIV/AIDS. As the call for advocacy is sounded by international bodies like World Bank
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and W.H.O, I felt it was important that I investigate these issues and be informed. I needed
to have the right information to make an informed decision and contribute towards this
advocacy, and to practice my civil rights to demand better public health for all genders, and
an education that promotes better health for ail in Uganda.

As a researcher, I seized the opportunity to do research in an area with practical
implications, which is an important aspect of framing a research study. Numerous studies
have investigated adolescents’ health including HIV/AIDS but very few have detailed
accounts of what adolescents think about their own health information needs. Given that
most global health concerns impact adolescents, this was an opportunity to do research that
can provide a youth lens to all these discourses concerning health literacy, HIV/AIDS, and
gender in the Ugandan context.

As a female, the discourse surrounding how many global health concerns including
reproductive health and HIV/AIDS impacts women in developing countries was another
motivator. In other words, I was motivated to investigate the social inequities that I had not
questioned before, and to think of how to open up discourse that can foster development of
a critical voice to engage these inequities and perhaps ensure better health for women. This
enquiry with young girls and boys became the starting point because together we began to
reflect upon how we reproduce cultural inequities and to articulate or imagine possibilities
for change for a better society.

Finally, I have personal experience with the health, HIV/AIDS, and gender related
challenges in Uganda: first as a secondary school student when the HIV epidemic was first
publicized in 1990, and secondly as a female targeted by HIV/AIDS- related information

once it became apparent that girls were more vulnerable to infection. Later I worked as a
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community educator on health and HIV/AIDS education programs for rural areas. The
sense of the need to improve women’s health is part of my self-enquiry process and
impacts how I engage these issues in this thesis. My prior experience with this topic
(Mutonyi, 2005) and all the factors mentioned above have driven my engagement with the

topic under investigation, and provided insights on why and how I designed this study.

1.4. Thesis Layout

The thesis 1s composed of eight (8) chapters. Chapter one is the introduction of the
study, research questions, and significance of the study. In chapter two, the theoretical
framework and literature review are discussed. The theoretical framework included youth
lens, indigenous knowledge, and gender frameworks. The literature review focused on
studies that had highlighted the interrelationship between youth, health literacy, and
HIV/AIDS, and policy and health promotion in Africa. Chapter three examines the
methodology, analysis and interpretation of data and ethics issues. Chapters four, five, six
and seven present findings that respond to the four research questions of this study
respectively. Each of these chapters not only presents findings, but includes extensive
discussion of the findings in the context of the theoretical framework and literature review.

Chapter four discusses the kinds of information youth in Uganda access. In chapter
five, the factors that impact young people’s lives and health are discussed, including issues
of peer pressure. Chapter six examines the role of gender equality in reducing health and
HIV-related challenges in Uganda. In chapter seven, the students’ suggestions on the way
forward are discussed including issues of corruption, parental involvement, and access to
Medicare. In chapter eight, I present a summary of findings, implications for policy, theory,

and practice, as well as recommendations for further research.
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CHAPTER 11

2.0. THEORETICAL FRAMEWORK AND LITERATURE REVIEW

This chapter presents the theoretical framework and literature review that provides
perspective to issues investigated in this study. The theoretical framework is the orientation
or stance one brings into the study. It is the structure, the scaffolding, the frame of one’s
study (Merriam, 1998). As Mills (2003) has suggested, doing a literature review helps one
to “better understand the problem on which you are focusing” (p. 28). The theoretical
framework I use in this thesis stems from the propositions in previous studies that advocate
for new approaches or intervention strategies for challenges that impact the health of
people in Africa. The study employed three broad based perspectives described in this
thesis as 1) Youth lens as a theoretical framework, i1) Indigenous social and communicative
thought, and iii) Integrative gender frameworks. In each framework I have pointed out how
the concept was developed, the underlying assumptions, and the aspects that were drawn on
or extended upon during the research process of the current study.

The literature review on the other hand, aimed at understanding how previous
studies have interpreted the relationship between health literacy, HIV/AIDS, and gender.
This review process also informed me about the discourse surrounding health literacy,
HIV/AIDS, and gender in relation to sub-Saharan Africa. Therefore in this chapter, I first

present the theoretical framework, which will then be followed with the literature review.
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2.1 Youth lens as a theoretical framework

As stated in the introductory chapter, | have drawn on a youth lens proposition by
World Bank (2001; 2007) to investigate issues relating to health literacy, HIV/AIDS, and
gender within the Ugandan context. The need for youth perspectives and involvement in
critical issues impacting society has also been articulated by different critical theorists
(Britzman, 1991; Giroux, 1995) and most recently, critical health literacy studies embedded
in Freirean theory of critical pedagogy (Kickbusch, 2001; Nutbeam, 2000; St. Leger, 2001).
The need to interpret the data through a youth lens was influenced by the suggestion by
World Bank that youth should become a constituency for reform (World Bank, 2007).
According to the World Bank (2001, 2007) seeking youth perspectives on matters
pertaining to health literacy, HIV/AIDS, and gender allows them to not only voice their
opinions, but that there are also implications for policy and education.

The need for youth involvement in re-shaping societal practices and democratic
activism, for example, better health for all has been articulated (Giroux, 1995; Mitchell,
2006; St. Leger, 2001; World Bank, 2007). However, existing public policies have no
provision for a conceptual framework in which youth as a group become the subjects or
authors of knowledge. In this thesis I argue that if youth are to be taken seriously, then
there needs to be a revisiting of existing public policies and inclusion of youth perspectives.
The development of a conceptual framework that includes youth perspectives requires the
designing of studies that create group consciousness and questioning how existing policies
impact lives of the marginalized people within their communities, similar to Freirean
educational model. The youth can come to a group consciousness of their own condition

and possibilities that contrasts with the existing accounts about the plight of youth in
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developing countries. In this regard, a youth lens has similarities with the standpoint theory
that seeks to understand the world through the lens of women (Harding, 2004) but it is
distinct because a youth lens focuses on young people as a group.

The youth in this study were given opportunities to be participants as well as
authors of knowledge on issues relating to health literacy, HIV/AIDS, and gender. The
analysis and interpretation of the youth accounts depended on how the participating
students articulated the issues under investigation. The purpose of this study therefore was
two fold: getting the perspectives of youth on issues regarding health literacy, HIV/AIDS,
and gender, which is a methodological approach, and understanding how youth interpret
the issues under investigation, which speaks to a conceptual framework. The details of the
methodological process are detailed in Chapter three. The participants’ perspectives on
issues under investigation were strengthened by using existing accounts in literature on
issues regarding health literacy, HIV/AIDS, and gender. The participants were given an
opportunity to respond to the dominant discourses on the issues under investigation. In this
regard therefore, the responses of youth to existing discourses on issues under study, is in
itself a conceptual framework, which I have called a youth lens. In general, this study

responds to this conceptual gap in literature on youth perspectives on existing knowledge.

2.2. Indigenous social and communicative thought

The inclusion of this framework stems from the suggestion by World Bank (1999)
and other studies (Dei, 2000; Kickbusch, 2001, Majalia, 2004; McQueen, 2001;
Mushengyezi, 2003; Nutbeam, 2000) that posit that African communities should come up
with research agendas that address their problems. Some researchers have called for the

inclusion of non-western perspectives in policies and practices largely promoted by leading
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funding bodies like World Bank (Dei, 2000; McQueen, 2001; Wright, 2000). There are
numerous studies that have focused on indigenous social and communicative thought
especially in post-colonial and socio-cultural theory (Canagarajah, 2002; Dei, 2000, Kanu,
2006; Rogoff, 2003). Dei, Hall, & Rosenberg (2000) define indigenous knowledge as:

The sum of the experience and knowledge of a given social group and forms the

basis of decision making in the face of challenges both familiar and unfamiliar. This

knowledge refers to traditional norms and social values as well as to mental

constructs that guide, organize and regulate the people’s way of living and making

sense of their world (p.6).
However in this study, I examine African indigenous social and communicative thought as
it relates to health literacy, HIV/AIDS, and gender discourse.

Numerous studies have examined African knowledge systems (Boateng, 1983; Dei,
2000; Reagan, 2005; Wright, 2000), but I draw on Kanu’s (2006) work to bring into
perspective how health literacy can be achieved in Africa. I must mention that although I
draw on Kanu’s work (situated in Sierra Leone’s cultural practices), I acknowledge that
each African community has its own unique history and peculiarities. However, Dei (2000)
stated that African communities do share some traditional practices and “a shared history of
colonial and imperial imposition of external ideas and knowledge” (p. 72). This section
extends this notion to situate the studies that have proposed fresh approaches to health
intervention strategies for Africa (Kickbusch, 2001). As Nutbeam (2000) stated, health
intervention programs should be done by or with people not on behalf or to or on people.
Achieving Nutbeam’s goal requires having intervention strategies that are culturally and

ideologically suitable for African communities (Mushengyezi, 2003).
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Kanu (2006) examined African knowledge systems that could be re-appropriated
for designing an education that is responsive to the challenges faced in Africa today. In this
thesis, the challenges refer to the health literacy, HIV/AIDS, and gender-related issues
facing Africa. Kanu identified three features of traditional knowledge systems that were not
included in the processes of formal education but are still found within the communities.
These features are: interwoven theory and practice; communalism; and African

communicative thought (use of stories, proverbs, and anecdotes).

2.2.1. Interwoven theory and practice

Studies have shown that learning in indigenous knowledge systems often occurs
through apprenticeship, as suggested by Vygotsky (1978). Such education is aimed at
preparing people to be of service to the community or, as Kanu (2006) stated, preparing
children for adulthood (see also Boateng, 1983; Caldwell et al, 1998; Dei, 2000). Kanu
(2006) uses the following illustration:

If the aim of the indigenous curriculum is to teach farming, for example, children

do not receive elaborate theoretical discussions about farming from adults. Instead

from an early age, they simply accompany adults to the farms where they

participate by observing and imitating what adults do (p.208).

The central idea in this illustration is the active participation of children in the learning
process. This example of an indigenous curriculum that interweaves theory and practice is
used in this thesis to underscore the suggestions made by St Leger (2001) and the World
Bank (2007) to provide youth with a voice in order for them to become a constituency of

reform, and engage in public life issues.
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2.2.2. Communalism

The idea of communalism in African traditional society was an active component of
education for social development (Dei, 2000). Other studies refer to communalism as
“African collectivity” (Turay, 2000; Wright, 2000) or “collective responsibility” (Dei,
2000). In communalism philosophy, the self is a product of a group or community, not an
individual (Airhihenbuwa, Makinwa & Obregon, 2000). According to Kanu (2006)
communalism is described as:

The doctrine that the group (society) constitutes the main focus of the lives of

individual members of the group and that an individual’s involvement in the

interests, aspirations, and welfare of the group is the measure of that individual’s

worth (p. 210).

In communalism, a person is required to contribute towards the welfare of the
group. Dei (2000) stated that “Africans historically have been socialized to define
themselves by their social obligations to the wider community” (p. 75). As Rogoff (2003)
observed, in African American communities, people are socialized to work in collaboration
rather than competition, as commonly practiced in Western communities. Any child who
speaks out or is perceived as always drawing attention to self is regarded as ego-centric.
According to Rogoff, this socialization explains why African American students do not
speak up until asked to by teachers, as opposed to the practices of Western students.

Dei (2000) explains the effect of communalism as follows:

In indigenous African world view, the accumulation of individual property/wealth

does not automatically accord status and prestige. For the wealthy to be accorded

community reverence, social prestige, and status, they must share their wealth with

25



the rest of the community.... Africans reject the Hobbesian image of the

competitive, isolated individual who lives in fear of others and is protected from

them by the state or community (p. 75).

Kanu (2006), however, suggested that communalism as a concept has been lost in schools
where students are taught to distinguish themselves from others, leading to the “rejection of
communal learning values such as interdependence and cooperation™ (p. 211). Therefore,
the spirit of communalism needs to be revived or re-introduced as a means of dealing with
the problems faced by Africans today (Dei, 2000).

In regard to current challenges like health literacy, HIV/AIDS, and gender,
communalism could be central to educating people about the value of ensuring the welfare
of others like women and youth. Literature shows that women and youth have poor health
because they are marginalized (Baylis, 2000; Mitchell, 2006); therefore it is important to
appeal to the human and humane value embedded in communalism to make the health
issues of women and youth topical. This philosophy could be used in gender-equality
campaigns, given that “communalism maximizes the interests of all the individual
members of society” (Kanu, 2006, p. 210). In this thesis, I contend that perhaps
communalism could replace the social capital approach to health promotion and
community empowerment. The underlying assumptions of these approaches are the same,
given that both advocate for the interests and welfare of the group (society). The difference
however is that while communalism is embedded in socialist philosophies (Kanu, 2006),
social capital theory is embedded in economics philosophy (Hawe & Sheill, 2004). Social

capital theory and design caters to the economically wealthy and not the marginalized
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(Gillies, 1998) while communalism was designed to cater for the maintenance of

community wellbeing (Dei, 2000).

2.2.3. African communicative thought

Communicative modes of story telling, anecdotes and proverbs largely characterize
African traditional knowledge systems (Boateng, 1983; Kanu, 2006; Reagan, 2005; Wright,
2000). Kanu (2006) suggested that proverbs and anecdotes are powerful tools that “teach
without being intrusive” (p.212). Boateng (1983) contended that proverbs and anecdotes
conveyed moral lessons to youth. Rogoff (2003) stated that “stories are used to foster
attention, imagination, metaphoric thinking and flexibility and fluency of thought in
understanding the natural and moral world and the meaning of life” (p. 293). Kanu (2006)
summed up the power of these communicative tools as follows:

Anecdotes and proverbs can be understood as metaphors to guide moral choice and

self examination because when reflected upon, these pithy sayings act as mirrors for

seeing things in a particular way...they serve as important pedagogical devices

because they provide experiential case material on which pedagogical reflection is

possible (p. 212 emphasis mine).

The highlighted portion relates to Boateng’s (1983) description of the power of
stories, proverbs and anecdotes. Boateng stated that lessons drawn from these
communicative tools help the child and the adult to see the world from the same view
point, similar to Kanu’s statement “these pithy sayings act as mirrors for seeing things in a
particular way.”

According to Kanu (2006), these tools can be used to address “the problem of

separation between school and the community that was introduced during colonial
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administration™ (p.213). Wright (2000) also suggested that the use of these communicative
tools would introduce the community into the school and the school into the community
because students and elders would both be involved in story gathering. This would re-
establish the links between school and community that once existed in indigenous
education systems. The use of stories, proverbs and anecdotes would resurrect both in the
school setting and in the general community some of the content of indigenous education,
and some of the reverence for the wisdom of elders and traditional performers that existed
in traditional society. These thoughts are developed in this thesis to provide the possible
anti-dote to the policy issues that led to the separation of communities and schools, and
parents and youth.

However, one cannot focus on the use of stories, anecdotes and proverbs without
mentioning the role of music, poetry and drama as a means of teaching in African
education systems (Kendrick & Mutonyi, 2007; Morrison, 2003; Mushengyezi, 2003;
Norton & Mutonyi, 2007; Silver, 2001; Singhal, 2004; Singhal & Rogers, 2003). Boateng
(1983) posited that African education systems boast of their entertainment nature. For
example, storytelling was often characterized by periodic singing, which kept listeners
awake, interested and involved. In contemporary literature, the inclusion of entertainment
in educating communities about health issues is referred to as Education-Entertainment
(Singhal, Cody, Rogers & Sabido, 2004). The entertainment aspect of the traditional
education system has already been used in health promotion, especially in educating people
about social issues relating to HIV/AIDS. Numerous studies have documented the use of
education-entertainment or a confluence of performances (story, song, drama, poetry) to

educate youth, women, and communities, about malaria, HIV/AIDS and gender (Kendrick
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& Mutonyi, 2007; Kickbusch et al, 2002; Majalia, 2004; Morrison, 2003; Mushengyezi,
2003; Norton & Mutonyi, 2007; Silver, 2001; Singhal, 2004; Singhal & Rogers, 2003).
Other studies have reported that the use of stories, proverbs and anecdotes has been
harnessed to promote health literacy through the media (Gupta, Katende & Bessinger,
2003; Singhal et al, 2002; Valente et al, 1994).

All the studies that have reported on the power of indigenous communicative tools
in health literacy promotion have concluded that they have numerous advantages. The
advantages include: engaging with the audience; developing messages from what people
know (Silver, 2001); making people own the story as they apply it to their own lives
(Majalia, 2004); giving people voice, especially women, who would otherwise not have
participated (Kendrick & Mutonyi, 2007; Morrison, 2003); using repetition, which helps
people remember the message (Norton & Mutonyi, 2007); intergenerational
communication in which older people learn from the youth and vice versa (Boateng, 1983;
Wright, 2000); utilizing local resources and so are inexpensive (Mushengyezi, 2003); and
the messages are relevant to the lives of the communities and foster discussions for social
change (Kickbusch et al, 2002; Morrison, 2003; Singhal, 2004). These studies have
concluded that traditional modes of communication can be used in health promotion.

In general, I contend in this thesis that African traditional knowledge systems could
make a significant contribution to designing a curriculum that promotes health literacy. The
different aspects of the indigenous knowledge systems could be linked to policy issues like
involving youth (World Bank, 2007), tackling social determinants of health (UNAIDS,
2005), and educating for attitude and behaviour change (W.H.O 2002; 2007). The

knowledge gaps in reproductive health issues (Burns, 2002) could be overcome with the
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adaptation of indigenous sex education institutions like senga (Muyinda et al, 2004), and
the issues of community empowerment could be promoted through the concept of
communalism (Dei, 2000; Kanu, 2006). The involvement of youth in public life issues
(Mitchell, Stuart, Moletsane & Nkwanyana 2006; St. Leger, 2001) could be promoted
through drawing upon the idea of communalism and interweaving theory and practice
(Kanu, 2006). These are some examples of the propositions made in this thesis regarding
health literacy promotion in Uganda. The next section discusses gender equality

frameworks and how these were conceptualized to inform the designing of this study.

2.3. Integration of gender frameworks

In this study, I advocate for the integration of existing gender frameworks 1f gender
equality campaigns are to be effective in Uganda. Recent studies done in Uganda have
advocated for a particular framework for gender equality promotion, including the
capabilities approach (Jones, 2008; Kakuru, 2006) or the Gender and Development
approach (Mirembe & Davies, 2001). However before I discuss gender frameworks, it is
important to establish my definition of gender. In this thesis, [ have adopted Mendoza’s
(1997) definition, which is:

Gender is what it means to be a male or a female and how that defines a person’s

opportunities, roles, responsibilities, and relationships. Gender is a sociocultural

variable and refers to roles, behavior, and personal identities that the society or
culture prescribes as proper for women and men. These attributes, opportunities and
relationships are socially constructed and learnt through socialization processes.

Gender roles vary across determinants such as race, culture, community, time,

ethnicity, occupation, age, and level of education (p. 1, emphasis mine).
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This definition was comprehensive and could easily be translated to the students who took
part in this study. The definition enabled the students to understand the difference between
gender and sex (biological differences). Also, the definition, especially the highlighted
portion, allows room for representing different kinds of gender relations across cultures and
contexts. Lastly, the term gender is used inclusively in this thesis; that is, it refers to males
and females, not males alone or females alone. The participants in this study were male and

female students. Next, I discuss the gender frameworks.

2.3.1. Gender frameworks

I particularly draw upon Unterhalter’s (2005) work to situate the discussion in this
section. Unterhalter identifies four approaches to gender equality in education (see Table 3
below) and analyses them to provide an understanding of their strengths and limitations.

Table 3: Contrasting gender frameworks

Framework Linked theory Understanding of | Understanding of
gender equality

Women in Modernization; Gender= women, Equality of resources.

development (WID): | human capital girls Sometimes termed

from 1970s to the theory parity

present

Gender and Structuralism; Constructed social | Redistribution of

Development (GAD): | Marxism relations, power power. Sometimes

from 1980s to the termed equity

present

Post-structuralism Pre-colonial theory | Shifting identities | Stress on difference

(from 1990s to the

present)

Human development | The capability Inequality and Equality of rights and

(from 1990s to the approach capability denial capabilities

present)

Source: Modified and adapted from Unterhalter (2005) page 16.

As shown in table 3 above, each framework has a different interpretation of the

concept of gender and equality, and as a result, each has a particular focus or audience. For
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example, the WID approach is concerned with issues relating to women and girls. This
approach underscores the social benefits of educating women and girls and how their
education impacts development and family healthcare. In this approach, equality is about
numbers; that is, how many women or girls are in schools, how many are employed, how
many are in leadership positions and how many are involved in decision-making. This
approach has been instrumental in advocating for girls’ education through giving stipends
and scholarships to needy and yet astute female students, and providing feeding programs
in schools. The WID approach is popular among policy-makers and aid agencies like the
World Bank because it uses economic analyses, an approach that “speaks the same
language” as that of these leading funding bodies (Robeyns, 2006; Robinson-Pant, 2004).
The MDG 3 understands gender equality as parity, and underscores instrumental gains
associated with girls’ education. As shown in table 3 above, WID is still used today and has
become a major accountability tool in representing gender equality for many governments
(Leach, 1998; Leach, Fiscian, Kadzamira, Lemani & Machakanya, 2003). Governments
use enrolment numbers to argue that gender equality is being achieved (Robeyns, 2006).
The limitation of the WID approach lies in the fact that it does not address questions
of exploitation, subordination and social division. In addition, in this approach the
education of women and girls “is for others not for themselves” (Unterhalter, 2005, p. 18).
Robeyns (2006) suggested that in the WID approach, education is seen as an investment,
and so communities that view boys as having more productive potential will still not invest
in girls’ education. Generally, the women are still left to shoulder all the responsibilities for
the unpaid work in the household, caring for the children and family members as it usually

was. In regard to women’s and girls’ health, therefore, this approach cannot adequately
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address the systemic inequalities like domestic violence that are seen as major contributors
to high HIV/AIDS prevalence rates among women and girls. In addition, this approach can
lead to unintended consequences like blaming women for the poor health of the children or
family (Baylis, 2000; Longwe, 1998).

The GAD approach, on the other hand, is interested in highlighting the social
dimension of gender inequality (Longwe, 1998; Unterhalter, 2005). The focus is on “the
sexual division of labour inside and outside the household, forms of political mobilization,
and changing gendered structures of power” (Unterhalter, p. 21). In the GAD approach, the
analyses of gender make a distinction between practical gender needs like food, water, and
shelter, and strategic gender interests like addressing deeply entrenched forms of gender
discrimination, sexual violence, political representation and workplace policies. Equality
concerns the removal of structural barriers to gender equality like unfair laws, labour
market practices, and management regimes in institutions. This approach uses the
philosophy of empowerment and is concerned with equity or fairness of resource
distribution. This approach has been instrumental in making topical issues of women’s
oppression and in the enactment of policies that take into account the gendered processes of
decision making. It also led to the development of the concept gender-mainstreaming in
policy issues. GAD has not been used by leading aid agencies but it has been drawn upon
by Non-Government Organizations (NGOs) that are interested in addressing gender-
relations in developing countries. It is popular in academic circles as well, especially in
studies focusing on gender (see Longwe, 1998; Mirembe & Davies, 2001).

The limitation of the GAD approach is the universal categories associated with it;

that is, it does not recognize the different gender relations across races, and so promotes a
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Western and Eurocentric understanding of gender equality. Robeyns (2006) posited that the
overemphasis of legal and moral rights associated with GAD makes governments execute
agreements with precise stipulations without adequate measures for policy implementation.
For example, governments will make public proclamation of equal rights, but once granted,
no further claims on social change can be made. Therefore, although the rhetoric on
protecting people’s rights becomes common, in reality, social oppression and gender
imbalance will still exist (see Mirembe & Davies, 2001).

According to Unterhalter (2003), the post-structuralist approach to gender equality
centres on questions of identity. It advocates for the recognition of difference and has been
highly used in the discourse on sexual orientation, especially in light of the HIV/AIDS
epidemic. This approach is common in academic publications and is popular in North
America, Western Europe and Australia. However, this approach has not had an impact in
African communities, with the exception of South Africa. The framework is used by
academics interested in issues of identity and sexuality, especially in critiquing the process
of marginalization of non-mainstream identities like gays and lesbians.

The fourth approach is the rights and capabilities framework. Capabilities are seen
as “the vartous functionings that a person can attain-- where functionings are the
constitutive elements of living, that is doing and being” (Robeyns, 2006, p.78). Capabilities
are the opportunities someone has to attain states of being and doing. In this approach,
“equality needs to be based on an understanding of human capabilities, that is what it is that
each individual has reason to value” (Unterhalter, 2005, p. 28). Therefore, something must
matter intrinsically whether or not it additionally also matters instrumentally. The rights

and capabilities approach contains an ethical injunction with regard to formulating policy
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for change. Therefore, it is concerned with not just the provision of education facilities but
ensuring that the children get quality education, a concern that comes from a moral duty
not a legal duty. The parents ensure that children stay in school by providing an enabling
environment. This approach therefore is concerned with the inner transformation of
individuals, resulting in the tackling of external oppressions (Sen, 1999). The approach
offers a language and framework (Robeyns, 2006) that groups and individuals can use to
formulate their assessments and proposals for change. The limitation of this approach is

that it is relatively new and is common in academic and think tank circles only.

2.3.2. A case for the integration of frameworks

Based on the discussion of the different frameworks used in gender equality
promotion, I argue for integration rather than fragmentation of frameworks. As Unterhalter
(2005) noted, a closer analysis of these frameworks will show both some commonalities
and also the individual importance of each approach. In this thesis I argue that WID and
GAD frameworks can be instrumental in making women’s and girls’ issues topical and
political. This is important as one cannot deny the benefits of educating women. Robeyns
(2006) wrote in relation to the WID approach: “this is important as having some basic skills
or having a decent education can make all the difference between starving and surviving
and between merely surviving and having a decent life” (p. 72).

The post-structuralist approach and the rights and capabilities approach can both be
instrumental in enacting policies that take into account the differences and individual
circumstances of women, men and children. These approaches provide a multidimensional
investigation of gender issues, which are currently lacking in existing policies. Both

approaches are concerned with the diverse social settings that impact equality. For
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example, the capabilities approach highlights the importance of securing the social settings
where the capabilities will be articulated. The social setting could be within a household or
within the larger community. In contrast to the WID and GAD approaches, the important
aspect of this approach lies in its providing the tools with which an individual can begin to
articulate what is of value, without trying to fit into existing universal categories of the
roles and responsibilities of women and men.

As regards health literacy, HIV/AIDS, and gender, all these approaches are
important for enacting policies that protect women from domestic violence, and girls from
molestation. The capabilities approach, which concerns itself with inner transformation,
could be used in dealing with issues of attitude and behavioural change in relation to the
HIV/AIDS discourse in developing countries. The post-structuralist approach can be used
to make topical issues of marginalized identities not only as they relate to HIV/AIDS but as
they relate to issues of gender and health as well. This approach is inclusive because the
challenges experienced by men that are not highlighted in WID and GAD, can be
investigated under the post-structuralist and the capabilities approaches. The integration of
frameworks is crucial given that Uganda, like many other developing countries, is
dependent on foreign aid and follows international policies (e.g. the MDGs) that are
embedded in different theoretical perspectives regarding the promotion of gender equality.
In summary, these theories can each make unique contributions to the gender and equality
discourse, and therefore in this thesis, where opportunities arose, a particular approach was
used to interpret or understand students’ responses provided in this study.

Next I discuss the literature review of this study. First, I have framed the issues by

presenting studies that highlight the need for health literacy promotion. Then, why focus on
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women and youth. The section concludes with previous studies that were used to situate the

current study in the larger discourses on health literacy, HIV/AIDS, and gender.

2.4. Health literacy: beyond traditional health education

Although the term health literacy has been in use for over thirty years, the concept
has yet to gain prominence in health promotion discourse worldwide (Bernhardt,
Brownfield & Parker, 2005; Nutbeam, 2000). Bernhardt et al (2005) posited that for
decades, health literacy and health education have been used interchangeably in many
studies, but it is actually important to make a distinction between them. Health education is
defined as the ability to apply literacy skills to health related materials such as
prescriptions, appointment cards, medicine labels and directions to healthcare services
(Bernhardt et al, 2005). This explains why literacy was promoted alongside health
programs because the assumption was literacy had a direct impact on people’s health
practices (Nutbeam, 2000). However, over the years, it has become apparent that literacy in
itself does not lead to better health practices (Kickbusch, 2001; Nutbeam, 2000).

For example, a study found that in America, although 90 percent of the people are
literate, not all have good health practices (Bernhardt et al, 2005). The functional
understanding of the relationship between literacy and health was inadequate for educating
patients with chronic illnesses because it missed much of the deeper meaning and purpose
of health literacy (Nutbeam & Kickbusch, 2000). Within developing countries however,
researchers found that the relationship made between health and literacy neglected the
social dimensions that are important in people’s decision-making processes (Airhihenbuwa
et al, 2000; Kickbusch, 2001) Therefore, some studies have suggested that a distinction

should be made between literacy and health practices, leading to the development of the
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term health literacy (Kickbusch, 2001). According to Nutbeam (2000) “health literacy
represents the cognitive and social skills which determine the motivation and ability of
individuals to gain access to, understand and use information in ways which promote and
maintain good health” (p.264: citing W.H.O 1986). Kerka (2000) and Ratzan (2001) have
suggested that the cognitive skills include accurately interpreting and evaluating media
reports, navigating healthcare systems, and effectively accessing and using health
information. The social skills include self-confidence, negotiation and assertiveness, and
the resulting individual health-related behaviours associated with these attributes
(Kickbusch et al, 2002). The purpose of health literacy is empowerment (W.H.O 1986).

St. Leger (2001) has suggested that in health literacy promotion, women and youth
should be given opportunities to develop skills in advocacy and to achieve a sense of
empowerment through social activism. This is crucial today because the fight against
HIV/AIDS in Africa needs collective action against social and economic inequalities that
impact people’s health (Kickbusch et al, 2002). Kickbusch (2001) posited that a Freirean
model or critical conscientization should be used as the tool for empowerment. Also, St.
Leger (2001) suggested that young people be given audience and opportunities to articulate
their visions of how people’s health can be improved. In this thesis, the suggestion made by
St. Leger (2001) to empower youth was drawn on and related to the call made by the World
Bank (2007) report to make young people a constituency of reform by encouraging them to
participate in public life issues. In addition to the call for youth empowerment was the
suggestion that youth be given audience and opportunities to articulate their views (St.
Leger, 2001). In this thesis, the proposition was extended to the observation made by

Emmanuel Jaminez that “parents- do not represent the views and aspirations of young
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adults like they do for younger children” (World Bank Report, 2007; p. 25). This
suggestion culminated in the focus on having a youth lens on issues pertaining to health
literacy, HIV/AIDS, and gender within the Ugandan context.

Generally in this thesis, I posit that Uganda’s health intervention strategies should
move beyond traditional health education (provision of health facts to individuals) to health
literacy, which includes individual and community activism. Furthermore, 1 argue that
promoting health literacy will lead to collaborative action between communities and
governments, as opposed to the current situation where people think they have no role to
play (Nutbeam & Kickbusch, 2000). As Nutbeam (2000) observed, previous educational
programs may have had the unintended consequence of leading to intervention strategies
done on behalf of the people through their governments. Kickbusch et al (2002) suggested

that health literacy programs therefore should be culturally relevant.

2.5. The context and focus: women, youth and life chances in Africa

The studies presented in this section situate the discourse on health literacy and
HIV/AIDS on the plight of women and youth. According to UNAIDS (2006), and the
W.H.O (2005) HIV/AIDS reports, of the estimated 34 million people living with
HIV/AIDS, 24.7 million are in sub-Saharan Africa. This disease has claimed the lives of
many teachers and people of considerable wealth in sub-Saharan Africa, leading to the
growth of poverty in many parts of the continent (Bennel, Hyde & Swainson, 2002;
Kickbusch, 2001). The number of orphans and child-headed households (UNAIDS, 2005)
and grandparent-headed households (Lewis, 2006) increased. HIV/AIDS has impacted
school attendance levels for many orphaned children, even in light of free education

(Bennel et al, 2002; Kakuru, 2006; Mitchell, 2006; UNESCO, 2002). Numerous studies
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have posited that although everybody in Africa has been impacted by HIV/AIDS, women
and youth have borne the brunt of the epidemic (Baylis, 2000; Gillies, 1998; IDRC, 1997,
Kickbusch, 2001; Mohga, 2001; UNAIDS, 2005; World Bank, 2002, 2007; W.H.O 2007).

As mentioned in the introduction, the current statistics on HIV prevalence rates in
Africa show a drastic decline of the disease, and yet the plight of women and youth and
their life chances remains precarious (UNAIDS, 2005, 2007). In East Africa, which
includes seven countries (Burundi, Eritrea, Ethiopia, Kenya, Rwanda, Uganda and
Tanzania), the prevalence rate remains at a high of around 7 percent. In West and Central
Africa, the prevalence rate is at 5 percent, and in Southern Africa (Lesotho, Swaziland,
Mozambique, Malawi, South Africa and Zimbabwe), the prevalence rates are as high as 23
percent (W.H.O 2005). However, the W.H.O (2007) report draws our attention to the fact
that social determinants of health like poverty and gender imbalance have not been
adequately addressed although these factors were responsible for the rapid spread of
HIV/AIDS in Africa.

The most affected groups are women, children (through mother-to-child
transmission), and youth (W.H.O 2007). The prevalence rates between men and women in
all age groups differ, with women being 2 to 5 times more vulnerable to infection
compared to their male counterparts (UNAIDS, 2006; W.H.O 2005). Chan (2007) posits
that many women infected with HIV/STI do not access treatment and preventive care,
making their life chances minimal. In order to put the challenges in perspective, the next
sub-section focuses on which factors enhance the vulnerability of women as discussed in

the literature. Later, the factors that impact the health of young people are also discussed.
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2.5.1. Women, HIV/AIDS and life chances

Gender-power relationships and socio-cultural practices that impact women’s health

are the main focus of the discussion in this section.

a) Gender-power relationships

Some studies have suggested that African women have limited negotiating power in
their sexual relationships (UNESCO, 2001). The reason is that most African communities
are partrilineal, making women submissive to their male counterparts. This submissiveness
is extended into marriage and is fostered by the practice of paying bride price (Castle &
Kiggundu, 2007; Lewis, 2005; Mirembe & Davies, 2002). Also some women experience
domestic violence, or abusive relationships, and yet the women have no power for
negotiation. Many women think domestic violence is normal or expected and will not
challenge their husbands or boyfriends over such matters (Chan, 2007). In relation to
HIV/STI prevention, many women who face this violence will not insist on condom use in
fear the request will result in a beating (Chan, 2007; HRW, 2002).

Furthermore, because of this low social status, women are also denied access both
to health and HIV-related information because they are burdened with household chores
and have limited time to listen to health programs (Castle & Kiggundu, 2007; Mohga,
2001). Mohga (2001) has stated that low social status also contributes greatly to general
health inequalities experienced by women, ranging from access to STI treatment to
maternal health care, like ante-natal check-ups or family planning. Furthermore, because of
their low status, many infected women do not know about the ARVs, and that mother-to-
child HIV transmissions can be controlled (Kickbusch et al, 2002). Some studies have also

reported that many women fear to get diagnosed for HIV/AIDS because of the
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repercussions should they find themselves to be positive (W.H.O, 2005). These
repercussions include abandonment and stigmatization, which affects women who are
economically dependent on their husbands. Therefore women engage in unprotected sex
and get exposed to possible HIV/STD infection (Baylis, 2000).

Therefore, although the number of HIV infections among pregnant women is seen
to be decreasing in many parts of Africa (UNAIDS/W.H.O 2005), the factors, like the
gender-power imbalance, which make women vulnerable to infection are still not addressed
(W.H.O 2007). Furthermore, while Chan (2007) noted that more women are now receiving
ARV treatment because women advocacy groups have raised awareness, she cautions that
the epidemic gives us no luxury of time for slow change processes (W.H.O July 2007
newsletter). Governments need to tackle gender inequalities that lead to intimate partner
violence. In Uganda, the Ministry of Health is calling on the government and other
stakeholders to focus on married people because statistics show that the number of new
infections is higher among married people (Ouma, New Vision report, July, 2007).
Kickbusch (2001) observes that the numbers of educated women dying from HIV-related
illnesses are high although in theory, these women are perceived to be empowered.
Kickbusch associates this trend with the low social status women hold in society.

Generally, gender-power imbalance coupled with poverty and poor healthcare
services puts women at a greater disadvantage compared to their male counterparts, and
affects their life chances (Chan, 2007; Mohga, 2001). As a result, their children’s health is
also put in jeopardy as evidenced in high child mortality rates. Because of these reasons,
the call for social activism and advocacy for gender equality for better health for all is now

deemed to be critical (Nutbeam, 2000, St. Leger, 2001). However, some researchers
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caution that the focus on women’s empowerment can lead to a negative result because the
burden of responsibility is placed on the shoulders of the women with little support from
their male counterparts (Baylis, 2000; Leach, 1998; Mohga, 2001).

b) Social and cultural practices

The social and cultural factors that contribute to poor health practices include the
attitude towards illness (Hobcraft, 1993; Kickbusch et al, 2002). Hobcraft (1993) has
observed that many communities in Africa have a fatalistic view of illness especially
because most epidemics are so overwhelming with no hope for reprieve. Other studies have
noted that the same attitude is extended to HIV-related deaths, as many accept the disease
as another part of their life (Kickbusch et al 2002; UNAIDS, 2002)

Coupled with the resigned attitude toward illness are the superstitious practices
common in some communities in sub-Saharan Africa (UNESCO, 2001). These
superstitious practices have resulted in misconceptions causing many people to not readily
seek medical care but rather to visit traditional healers (Obbo, 1996). The growth of stigma
against HIV-infected persons is attributed to the belief that the discase is a curse. The
stigma makes infected persons fear to declare their status which in turn creates a high risk
for possible infection should the person still be sexually active (Kickbusch et al, 2002;
UNESCO, 2001). Although campaigns have been done to encourage people to get tested
for HIV, so that statistics on how many people need ARVs are established, many people do
not want to know their status (W.H.O 2005). The negative effect is that people in
discordant relationships and especially women, expose themselves to possible infection as

the couples will most likely not have protected sex.
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Other cultural practices that create an environment of vulnerability are wife
inheritance, polygamy and the participation in several sexual networks (Pool et al, 2000).
These practices when combined with the low social status of women and children provide a
dangerous environment for women’s health especially in relation to HIV and STI
infections, and access to treatment (Lawson, 1999; Mohga, 2001). Given that most of these
diseases are associated with sexual promiscuity, many infected persons fear to know their
HIV/STI status. Men who learn they are infected secretly seek medical attention without
realizing the possibility of re-infection if their spouses are not treated as well (Mohga,
2001). This observation is true for the Ugandan situation where the survey revealed that
many people who have STIs either were unaware of it or did not truthfully declare their
sexual history (UAC, 2005). As observed by UNAIDS/W.H.O (2005), an STD infection
increases the chances of possible HIV infection.

Culture is also seen to play a role in the practice of condom use among sexually
active men. In Uganda, for example, few men are using condoms because they think it is
not culturally appropriate. This belief that condoms are not culturally appropriate coupled
with the fact that condoms are also associated with sexual unfaithfulness is the reason
sexual transmission of HIV remains high (Kickbusch et al, 2002; MoH, 2006). Chan (2007)
and Lewis (2006) caution women that marriage is not a safe haven as many more infections
are occurring among intimate or married partners.

Comment

If these practices are put in the larger perspective, the environment does not provide

room for better health practices. The fact that few people in remote communities access

clean drinking water has continued to impact the number of children dying due to diarrhea
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or cholera and general water-borne diseases (UNICEF, 1999). These people may be living
in a poverty environment; that is, their children may be malnourished and the women
themselves may be in such poor health that they cannot adequately breastfeed (Ahmed et
al, 2000). The fact that HIV and malaria are also claiming so many lives also compounds
the situation and life chances of women (Muhe, 2002).

However, with the investments made over time, there is improvement in the health
trends in sub-Saharan Africa. For example, there are declines in the number of HIV related-
deaths due to the use of ARVs, and there are declines in child-related deaths due to
improved sanitation practices and increased access to safe drinking water (UNICEF, 1999).
Notable increases in the number of people seeking medical care compared to those using
traditional medicine, with many changing their views towards illness, have also been
reported (Cocks & Dold, 2000; Juntunen, 2001; Konde-Lule, Tumwesigye & Lubanga,
1997). In relation to bride price, the Ugandan constitution has given provision for each
community to revisit the practice. The government did not ban the practice because of its
place in people’s cultures. Bride price was considered by most African communities as a
form of cementing relationship between families, an appreciation to the girls’ family for
bringing her up and in recognition of the fact that her labour will benefit the bridegroom’s
family (Fuglesang, 1997). Byamukama (Sept. 2006) reports that there are increasingly
more families which do not demand bride price in Uganda. Reasons for this vary, but
include religion as Christians do not consider payment of bride price as being in
consonance with their religion. Other families have begun equating the practice to purchase
of their daughter. Byamukama argues that although Article 37 of the constitution provides

for the right to practice and promote one’s culture, this right is not absolute. Article 32
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provides that laws, cultures or traditions which are against the dignity, welfare or interest of
women or which undermine their status are prohibited by the constitution. This provides
the basis for critical examination of how bride price contributes to the commercialization of
girls, domestic violence, and cohabitation where the intending groom’s family may not
have resources to foot such an expensive venture (Allafrica.com, 2007).

However, population explosion is becoming another looming threat. If the
population explosion is not controlled, it will strain the available resources leading to a
resurgence of poor healthcare services (UNDP, 1999). Uganda is said to have one of the
fastest growing populations and yet it lacks the resources to cater for such a growth rate
(United Nations Population Fund, UNFPA, 2007). The UNFPA (2007) has suggested that
there is need for advocates to understand the cultures in which they are working, and then
to determine how they can partner with communities to bring about required changes like
gender equality, and better health practices. Generally, tackling gender-power imbalance
and negative socio-cultural practices, alongside fighting poverty and providing good
healthcare services are all seen as crucial in curbing the health challenges in sub-Saharan
Africa (Orbinksi, 2007). The success of these efforts will take a longer time than
anticipated by aid agencies because cultures change but at a slow rate. Chan (2007) has
pointed out that an epidemic like HIV gives us no luxury of time, and so fast action is
required especially in ensuring women’s health. Significant gains have been reported in
some areas, yet the role of social norms in impacting the health practices of communities
especially in relation to HIV/STI remain a challenge (UNAIDS, 2006). Some studies have
focused on the plight of women and advocate for the protection of women’s rights to better

health and life, especially in relation to HIV/AIDS (Chan, 2007; Leach, 1998).
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2.5.2. Young people, health, and HIV/AIDS

In this thesis, the terms “young people” and “youth” are used interchangeably, but |
provide some clarification of these terms of reference in this section. Clarification is
provided because the terms are understood differently in various communities. In Uganda
for example, the term “young people” refers to those in the stage of transition from
childhood to adulthood, and encompasses adolescents (10-24 years), teenagers (13-19
years) and youth (18-30 years). Thus, young people are all those in the age range of 10-30
years (UBOS, 2006). Therefore, data from Uganda on young people may include an age
group that is identified differently in other communities with different bracketing of ages.
However, most of the studies cited in this study use the term “youth,” described as those
who are 15-24 years old. The term “youth” is used for consistency but where | need to
expand the concept to accommodate different age ranges, “young people” is used.

As mentioned in earlier sections of this thesis, the number of young people living
with HIV or who have died of HIV in sub-Saharan Africa has been very high (UNAIDS,
2001). The trend of prevalence has risen above the teenage years (13-19 years) for most of
the communities of sub-Saharan Africa, and noticeably so in Uganda and Burundi (UAC,
2005; UNAIDS/W.H.O, 2005). The current rates of prevalence reveal that the most
vulnerable are those within the 20-25 years range (W.H.O, 2005). According to this W.H.O
report, the reason for this high prevalence is the increasing number of youth having pre-
marital sex with fewer using condoms or contraceptives. The success in reducing the
infection rates among 15 — 19-year-olds is attributed to a reported change in behaviour of

many teenagers. In recent years, especially for those in school, the average age of first
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sexual encounter has increased from 15 years to 19 years for boys and 18 years for girls
(UNAIDS/W.H.0O, 2007).

However, taking the general population of young people into account (both those in
school and not in school), the first sexual encounter for most young people still remains at
15 years (below the age of consent which is 18 years). The 2002 census revealed that about
60 percent of the girls had a baby by the age of 15, with many already married (UBOS,
2005). Some communities in sub-Saharan Africa are still battling the challenges of early
pregnancy and other reproductive health related issues. As MNPI (2003) observed,
reproductive health services in many sub-Saharan countries are not adequate, and these
centres have few skilled birth attendants. In addition, these statistics reveal that few people
are adhering to the defilement law that calls upon parents and communities to report any
man who has sex with a girl below the age of 18 years.

Some studies (e.g. Burns, 2002; Kakuru, 2006) have provided some understanding
of why youth engage in early sex or remain vulnerable to possible HIV/STI infections, and
early pregnancy in case of the girls. The factors selected for elaboration below apply to the
youth within schools or unmarried because the previous section focused on married
women. Like in the previous section, these factors include poverty, gender relations, social
and cultural practices. But the way these factors impact unmarried young people differs
from the way they impact married people. The impact of each factor is detailed below:

a) Poverty

For young people, poverty drives them to migrate into urban areas with the hope of

overcoming the desperation experienced in the rural areas (UNFPA, 2007). Many of these

young people, however, end up living in slum areas which have poor hygiene and
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sanitation services, making the young people vulnerable to deaths from diseases like
cholera. When cholera outbreaks occur, the majority of the people affg:cted are those living
in urban slum areas (Orbinksi, 2007). Some youth end up practicing prostitution as a means
of earning money. The young women also fall prey to older men soliciting sexual favors in
exchange for expensive material goods such as cell phones and clothes, or for basic needs
like food and rent money (Kickbusch et al, 2002). Intergenerational sexual relationships are
common in African communities, a practice that has to be discouraged to protect young
people against HIV/STD infections and unplanned pregnancy (UNAIDS, 2007). These
cross-generational relationships perhaps explain why a larger proportion of people living
with HIV/AIDS in this region are female.

As a result, the number of unplanned pregnancies keeps growing, with many young
people unable to attend ante-natal care or to afford the cost of a skilled birth attendant
(Kyomuhendo, 2003; Nutbeam, 1998). There are growing numbers of abandoned children
in urban areas because the parents cannot afford to take care of them (Cohen, 2002). There
are people with either HIV or an STI who will not access treatment or complete treatment
because they cannot afford healthcare fees. Many girls do not use contraceptives as they are
not in control of when they have sex (Mohga, 2001). Fighting poverty remains the first
priority for most development-oriented aid agencies, as the effects are far-reaching in
relation to health and quality of life (World Bank, 2002). The UNFPA (2007) calls upon
funding bodies to develop projects for the urban poor. UNFPA posits that most funding
bodies design rural-oriented projects forgetting the urban poor. However, based on the
current trend of urban migration, there will be more poor people living in urban areas than

in rural areas. Interestingly, Madizingira (2001) has observed that although the funding
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bodies design programs for rural areas, the implementation criteria are designed for urban
areas. These programs can therefore be used in urban areas.
b) Gender inequalities

Coupled with poverty are the gender inequalities that place girls at a lower social
status than boys. For decades, it has been noted that many African communities do not
value girls as productive members of the society, so that when it comes to education, the
boys will have school fees while the girls are left to do household chores (Leach, 1998;
Leach et al, 2003; UNESCO, 2001). Furthermore, because of their low social status, young
girls are vulnerable to sexual harassment by older men especially, but also by boys their
own age (Kickbusch et al, 2002). In some communities, sexual status and masculinity are
largely defined by numbers of sexual partners, and femininity by desirability as a girlfriend
(Gupta, 2000). The process can be intensely competitive, making it socially taboo for boys
not to have a girlfriend and for girls to reject sexual advances (Mirembe & Davies, 2001).
Therefore, even as young people are encouraged to abstain from sex as a means of avoiding
HIV/STI and early pregnancy (UAC, 2004), the social and gender norms apply a different
pressure on these youth.

According to UNESCO (2001), some African communities feed girls with less
nutritional food than they feed boys because of the belief that boys are more valuable or
more prone to early death, especially as children. Given that it is more prestigious to have a
son than a daughter, special care is more frequently accorded to the boys than to the girls
(Singhal, 2004). As a result, many girls grow up with lower self-esteem, which draws them
into abusive relationships in their adult lives. The boys also face the pressure of living up to

community expectations, and many leave home when they fail to meet these expectations
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(Gupta, 2000). There are many unemployed young people living in urban areas who could
have prospered in the rural areas, but because of community expectations were driven away
from home (UNFPA, 2007).

Therefore UNAIDS and UNESCO have developed a life-skills curriculum which
has a strong emphasis on self-esteem (Norton & Mutonyi, 2007; UNAIDS, 2004). In
addition to the life-skills curriculum, UNICEF developed the Sara animation film series to
educate communities about the value of girls and the need for good nutrition for both girls
and boys. This series also promotes gender equality through advocating for equal
opportunities for education (Singhal & Rogers, 2003). These series were aired in eastern
and southern African communities and within schools where such gender norms were
practiced. However, when Kakuru (2006) studied teachers’ competency in dealing with
youth who have been impacted by HIV/AIDS, she found that gender inequalities and lack
of support for girls and vulnerable children still existed in rural Ugandan schools. Similar
findings were reported by Mirembe and Davies (2001) and Mirembe (2002). Therefore,
although some studies have reported some change (Norton & Mutonyi, 2007; Singhal &
Rogers, 2003), more needs to be done to ensure that gender equality is attained for
vulnerable girls and boys (Hawkes & Hart, 2000).
¢) Socio-cultural practices

The first socio-cultural practice to be discussed relates to the position of youth in
the social structure of many African communities. The youth are the lowest in the social
structure and so are taught to respond to authority (Jegede, 1997; Kanu, 2006; Obbo, 1995).
According to Obbo (1995), many African communities train youth to be obedient to those

who are older, with the notion that older people are more knowledgeable, and are always:in
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the right. Therefore, youth have no safe haven for sharing their experiences, especially in
incidences of harassment because the verdict is often against the younger person. Jegede
(1997) has observed that this practice is carried over into schooling where students are
submissive to their teachers and many are not trained to challenge authority (see also Kanu,
2006). In the area of sexual harassment, young people, especially girls, will therefore not
readily defend themselves against abuse; many silently endure molestation from teachers
(Jones & Norton, 2007). The Ugandan Ministry of Education and Sports (MoES, 2005)
posits that young people rarely get molested by outsiders or people not known to them, but
many endure abuse from intimate friends and teachers, those whom they should be able to
turn to for help. The low social status of youth makes the curbing of molestation more
challenging as many girls will not come out and report the abuse for fear of punishment.
Even with defilement laws put in place, this sexual abuse is still difficult to
overcome because it involves intimate members of the communities. Within schools,
teachers who are caught molesting girls are dismissed from service (MoES, 2006).
However, this rule does not negate the fact that some are not caught. In relation to HIV/STI
young people, especially girls, are therefore vulnerable to infection should their molester be
infected. Furthermore, the belief of some people that having sex with a virgin cures HIV
makes the low status of youth even more dangerous as they become easy prey for people
with such beliefs (UNAIDS, 2001). Also, not many molesters take responsibility should the
girl become pregnant. In the end, many girls end up dropping out of school, with some
having illegal abortions and dying in the process (Bennel et al, 2002). There is need for the

improvement of the status of youth within African communities. World Bank (2007) is
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proposing that a youth lens be provided on all public life issues so that youth can become a
constituency for reform by being a part of the decision-making process.

In addition to youth having a lower social status, they are generally considered
children until they are either initiated into adulthood through ritualistic rights or preparing
to get married (C. Caldwell, P. Caldwell, K. Caldwell & Pieris, 1998). Because youth are
perceived to be children, it is culturally taboo to provide them with certain kinds of sex
education (Caldwell et al, 1998; Nakazinga, 2004). According to Caldwell et al (1998), sex
education had a particular purpose in African communities; that is, initiating young people
into adulthood. The education included teaching young men adult chores and the nature of
their role in the family, while young girls were taught hygiene during menstruation and the
codes of conduct associated with it (Fuglesang, 1997). In addition, young girls were given
information about pregnancy, traditional methods of birth control, and the role of breast-
feeding. The education also took into account the potential for sexual behaviour to cause
harm—through jealousy, emotional discord and infection — as well as good, in areas like
social cohesion and responsible social behaviour (Fuglesang, 1997; Runganga & Aggleton,
1998). This knowledge was provided with the understanding that sex should happen within
a marriage setting as opposed to current sexual practices (Caldwell et al, 1998).

Because of the place of sex education within the communities, talking about sex
publicly was also considered taboo. It was relegated to its proper place: done by special
people during the initiation and marriage preparation ceremonies (Caldwell et al, 1998).
However, some studies show that with sex being a taboo topic, many sexually active young
people have no sexual health knowledge and are therefore at risk of HIV/STI infection

and/or early pregnancy (Burns, 2002; Singhal, 2004). Some studies have reported that
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many teachers fear to transgress these cultural barriers and provide sex education even
though they are mandated to do so (Kinsman et al, 2001). Furthermore, very few parents
are said to be in support of sex education for their children (Asera, Bagarukayo, Shuey &
Barton, 1997; Nakazinga, 2004; UNAIDS/W.H.O, 1994).

In light of the campaign to fight HIV/STI and early pregnancy, these attitudes are
seen as problematic and a hindrance to effective sexual health education for young people
(Asera et al, 1997; Burns, 2002; Kinsman et al, 2001). In order to ensure and reduce high-
risk behaviour, there is a need to overcome the socio-cultural practices that prevent holistic
sex education for young people, including the lack of parental support and involvement.
With evidence that many young people are sexually active (UNAIDS/W.H.O 2005), the
knowledge gaps on preventive methods (Das, 2005), places the youth at a high risk of
infection with HIV/STI (Burns, 2002). The repercussions are higher for girls who also run
the risk of early pregnancy and with it the possibility of dropping out of school or being

married off at an early age (Leach, 1998; Mohga, 2001).

2.5.3. Summary

The studies cited above helped to underscore the need to pay special attention to the
health of women and youth. The empowerment of women and youth is not only crucial but
critical. Both women and youth have information gaps on key issues like their rights to
better health and a better life, and the way to maintain their sexual health (Kickbusch et al,
2002). For older or married women, the knowledge gaps exist because of their low status in
society (Castle & Kiggundu, 2007; Kakuru, 2006). For youth on the other hand, knowledge
gaps exist because of the taboos surrounding sex education for young people, which hinder

them from accessing critical sexual health information (Burns, 2002; Kinsman, et al, 2001;
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Muyinda et al, 2004). However, the risk of infection due to insufficient knowledge has
greater repercussions for girls than boys (Baylis, 2000).

Furthermore, apart from the gender-power relations both women and youth face,
their low social status puts them at greater risk of HIV/STD infection. For married women,
the domestic violence they suffer stops them from advocating for protected sex or even
disclosing their health status (UAC, 2006; UNAIDS/W.H.O 2005). For youth, especially
girls, low social status hinders them from reporting incidences of rape or sexual
molestation from older men and even peers (Kickbusch et al, 2002). Therefore it is not
coincidental that the call for a focus on women (Chan, W.H.O 2007) and provision for a
youth lens (Jaminez, World Bank, 2007) has been made simultanecously. Although the
women and youth face different challenges, the effect is the same and therefore it is
important that they are empowered to overcome these health challenges.

The cited studies impacted how I framed the questions of this study, and how I
analysed and interpreted the data collected. I paid special attention to gendered discourses,
youth challenges and the kinds of information young people accessed. The studies also
enabled me to understand how complex the issues surrounding women’s and young
people’s health are. The next section (2.6) will expand on the areas discussed in section 2.4
but will also focus on studies that have called for the examination of current policies that
impact the health of people in developing countries. These studies make a case for fresh

approaches to health intervention strategies for developing countries.

2.6. Policy issues: examining current health strategies for Africa

This section draws on studies that stimulated debate and critical thought on the

policies used, especially by aid agencies, to promote health in Africa. These studies argue

55



that these policies are economically, ideologically, and culturally incompatible with those
of participating African countries (Airhihenbuwa et al, 2000; Kerka, 2003; Kickbusch et al;
2002; McQueen, 2001; Mohga, 2001; Nutbeam, 2000; Okuonzi & Birungi, 2001; Orbinksi,
2007; Robinson-Pant, 2004). These research studies take issue with the models, theoretical
perspectives, and implementation strategies used in health promotion. The researchers
invite scholars, educators, and policy makers to critically examine some of the policies and
advocate fresh approaches to health promotion strategies for Africa. In this section, I
present their critical arguments against policies, common assumptions in policies, and

implementation strategies respectively.

2.6.1. Models used for health promotion

Some studies have pointed out that the models used for health promotion do not
take into account the economic status of the participating developing countries in Africa
(Kickbusch et al, 2002). Three models, the social capital, the health reform model, and the

best practice and evaluation model, along with their shortcomings, are discussed below:
a) The social capital model

The leading funding bodies use the social capital empowerment model to deal with
the broader determinants of health and well-being (Gillies, 1998; Hawe & Shiell, 2004;
World Bank, 2002). The model aims at promoting health by tackling the broader social,
economic and environmental determinants of health, given the compelling evidence that
some factors that impact health decisions are beyond the control of the individual (Gillies,
1998). Gillies points out that the social capital approach ensures that local and national

agendas are taken seriously and not in a merely tokenistic dpproach. The aid agencies
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therefore are eager to ensure that their suggestions are adhered to, given that funding to
these developing countries depends on how well the suggested health programs are

implemented.

The criticism of this approach centres on areas of methodological and economic
inequalities that were not regarded when the approach was promoted. Some studies take
issue with the fact that this model is based on economic and scientific approaches that
promote understanding of issues in cause— effect relationships (Leach, 1998; Robinson-
Pant, 2004). Leach (1998) has posited that because the principles used in this model are
generalized, aid agencies find the approach easier for designing policies. For example, the
World Bank might argue that if all people access an education, it will lead to gender
equality, and subsequently better health practices and life chances for all. However such an
argument does not take into account the social context in which the health-decisions will be
made (Kickbusch et al, 2002). As a result, under a social capital model of empowerment,
women who are not in power positions still bear the brunt of the inequalities that have put
them in poor health (Mohga, 2001). The shortcoming therefore is that the over-arching
problems like gender-power relations are not addressed, meaning that marginalized
communities do not benefit from this approach (Leach, 1998).

In addition to overlooking oppressive practices, this model has only achieved
success in countries that are economically powerful like Britain, Canada, Australia and
Italy (Gillies, 1998; Hawe & Shiell, 2004). The resources and economic status of African
countries are not commensurate with these countries. Because of this economic inequality,
the social capital model has created class differences and health gaps within societies in

Africa (Kickbusch et al, 2002; Nutbeam, 2000). Only gainfully employed and educated
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people are able to pay the medical fees and to access better healthcare services (Mohga,
2001). Therefore, in Africa, there exists a health gap between rural and urban communities,
men and women, and educated and uneducated people (Mohga, 2001). Mohga has
suggested that because funding is dependent on the donors’ agendas, many African
countries have resorted to providing reports that follow the stipulations to ensure sustained
funding, even though not many people are benefiting from these health programs.

Robinson-Pant (2004) has argued that these funding bodies or policy makers
depend on quantitative studies steeped in science and development economics. These case
studies will, for example, provide evidence for a causal relationship between education and
health, especially in relation to women’s roles, without examining the social practices of
the communities. However, any indication of non-attainment of results is interpreted as a
problem of participating countries’ non-compliance with set goals. In general, many
developing countries have fallen short of the goals set for them, and even recently, the
Human Development Report (2007) is already indicating that the MDGs will not be
adequately achieved in many African countries because of resource and economic
inequalities. This observation underscores the limitations of the social capital model in
health promotion.
b) Health reform model

The healthcare systems and models promoted in many developing countries were
designed for economically stable countries (Ahmed, Lopez and Inoue, 2000).
Unfortunately, many African countries do not have the resources to maintain these
healthcare services (Kickbusch, 2001). For example, in Uganda, the healthcare system was

modeled on the National Health Service (NHS) of Britain, which required resources
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beyond those available in Uganda (Okuonzi & Birungi, 2001). Therefore, the healthcare
system in Uganda could not sustainably function and has broken down.

In addition, the healthcare reforms suggested by the World Bank (1987, 1993),
embedded in liberal market theory, and successful in Western and European countries,
caused many problems for the economically poor people in Africa. These policies
introduced user-fees for healthcare and therefore those who were not gainfully employed
could not access good medical care (Mohga, 2001; Okounzi & Birungi, 2001). As a
consequence, poor and marginalized women were again put in the disadvantage of neither
accessing nor receiving medical treatment (Mohga, 2001). Okuonzi and Birungi (2001)
have concluded that these reforms modeled for economically rich countries have led to the
growth of health inequalities, and produced further health gaps between developed and
developing countries. Like the social capital model, the healthcare systems are also not
suitable for developing countries, yet the policies like user-fees and privatization are still
being promoted by leading funding agencies (Mohga, 2001).
¢) Best practice models of evaluation

Another model that has caused debate and critical argument includes issues of how
progress in Africa is evaluated and reported. According to the leading agencies’ evaluation
model of best practice, constant data entry and reports that show progress each year are
required (Ahmed et al, 2000). McQueen (2001) has stated that this demand for continuous
data was made without taking into account the resource inequalities in developing
countries. Whereas many developed countries have the luxury of technology and resources,
the same is not true for African countries (see also Cohen, 2002; Orbinksi, 2007).

McQueen (2001) has argued further that the terms ‘evidence’, ‘effectiveness’ and
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‘investment’ are Western-derived and are in many ways Euro-centric. McQueen suggests
that the model for best practice should be critically examined in relation to how it impacts
resource allocation for purchase of technologies, which often occurs at the expense of
investing in services that cater to the poor.

These studies call upon the funding bodies to recognize disparities, and develop
approaches that are friendly to the conditions of the participating developing countries. The
most important observation is that the inappropriate models for health promotion, coupled
with economic inequalities, have impacted the health of youth, women, and children
generally, and the rural and urban poor in particular. Moreover, most of the initiatives were
designed for this population group (Airhihenbuwa et al 2000; Cohen, 2002; Kickbusch et al
2002; Madzingira, 2004; Mohga, 2001). The poor in sub-Saharan Africa have always been
identified as facing severe health challenges (Cohen, 2002). It is important to highlight the
negative impact of some of the policies designed with the intention of improving the life

chances of poor and marginalized people (Leach, 1998).

2.6.2. Common assumptions in health promotion policies

As with the models used in health promotion, some researchers question and invite
debate on the common assumptions in health promotion policies used in Africa. Some
studies have focused on the ideological underpinnings of health promotion programs
(Cohen, 2002; Kerka, 2003; Nutbeam, 2000; Orbinksi, 2007). The common assumptions
and programs that have drawn debate and critical arguments include: (i) the unexamined
assumption that literacy and education are the panacea for all problems in Africa, (ii) the
behgviour and communication change (BCC) approach to community education; and (iii)

Research and Development (R&D).
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a) The literacy and education myth

For decades, health promotion in Africa has been in conjunction with the promotion
of literacy and education (Nutbeam, 2000). The main assumption is that through literacy
and education, women will be empowered and health practices will improve (Robinson-
Pant, 2004). Therefore, leading funding bodies promote adult literacy education programs
and the construction of schools as important to health improvement (Leach, 1998). These
policies are informed by the argument that health practices in developed countries are
effective because people are literate (Majalia, 2004). Therefore, by extension, the aid
agencies assume that for people in Africa to have better health practices, literacy through
formal education should be promoted. The main criticism against this approach is the fact
that it does not take into account how social factors like emotions, culture, and environment
impact people’s decision-making process (Kickbusch et al, 2002). For example, Zimbabwe
has high literacy levels and yet many people, including educated and gainfully employed
women, are dying of HIV/AIDS (Kickbusch, 2001).

Therefore, it 1s important to constantly point out that literacy and education alone
do not necessarily lead to empowerment, emancipation, and better health, as is often
perceived (Nutbeam, 2000). Furthermore, literacy, commonly understood as the ability to
read and write in English, imposes Western ideologies onto African communities without
recognizing the socio-cultural differences (Kerka, 2003; Majalia, 2004). These studies have
posited that the ideological underpinnings in these literacy and education programs should

be critically examined by researchers, educators, and policy makers.
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b) Behaviour change and communication approach (BCC)

The BCC operates on the theory of “logical persuasion,” which is a common
approach in the West (Kickbusch et al, 2002). This theory therefore focuses on influencing
individual attitudes through information giving and logical persuasion. The criticism of this
approach has centered on the fact that it is not suitable for African communities, which
have a theory of communalism (Airhihenbuwa et al, 2000; Dei, 2000; Kanu, 2006).
Communalism requires one to put the welfare of others above self, although not
exclusively at the expense of the individual (Kanu, 2006). Airhihenbuwa et al (2000) have
observed that the BCC approach focuses on individual empowerment without paying
attention to the fact that the African and Western view of self are different. The self in
Africa is a product of the community rather than an individual, as it is in the West (see Dei,
2000). Also, like the literacy and education myth, the BCC approach with its theory of
logical persuasion does not take into account the role of emotions, culture and environment
on people’s decision-making on health issues. Health advocates need to take into account
the role communalism plays in decision-making in African communities if attitude and
behavioral change promotion is to be effective. As stated in the introduction, the UNAIDS
(2007) has set change of behaviour as one of the central goals in the fight against

HIV/AIDS in Africa.

c) Research and Development approach (R&D)

Like the other two theoretical approaches, R&D is one of the cornerstones for
health advances in Western countries (Orbinksi, 2007). This approach has been imported
into developing countries that do not have a long history of rescarch (Cohen, 2002). In fact,

the World Bank (1999) decried the lack of a research culture in Africa and suggested R&D
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be encouraged. Cohen (2002) has observed that R&D is the reason Western countries have
developed drugs that ensure the health of their people. Cohen observes that over 90 percent
of drugs needed by the rich are continuously funded, and are being developed by
pharmaceutical companies. However, because the medicinal needs of African communities
do not constitute a ‘valuable enough market,” few drugs that address tropical diseases such
as malaria were being funded or developed by pharmaceutical companies. This perhaps
explains why, most drugs in developing countries are out-dated, and most diseases have
now become drug-resistant (Jong-wook, 2003; Orbinksi, 2007). Furthermore, most of the
hospitals in developing countries have no drug supply, making people resort to over-the
counter drug purchases (Witter & Osige, 2004). In general, Aikenhead (2006) invites us to
critically analyse the R&D approach because it is based on Western practice and science
that are not commensurate with the way other communities come to learn about their
environment. Some studies have suggested that traditional herbalists should be consulted to
provide some background to non-western approaches to science (Omaswa, 2006; Teh
1998). Other studies have proposed that traditional medicine should become a major
healthcare service in Africa along with the modern medical practices (Juntunen, 2001;

Leonard, 2001).

2.6.3. Implementation strategies used in health promotion in Africa

Some studies focus on how the implementation strategies used in health promotion
need to be revisited. The major criticisms centre on modes used for communicating health-
related information that are not commensurate with cultural ideologies of the communities
(Kickbusch, 2001; Madzingira, 2001; Majalia, 2004; Mushengyezi, 2003; Nutbeam, 2000).

Other criticisms concern the replacement of traditional practices with modern healthcare
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systems that do not take into account the soctal practices of the people (Geest, 1997), and
the introduction of formal education health programs, which alienate people from their
communities (Nutbeam, 2000).
a). The modes of communication

The criticism of the strategy used for communication was that it did not utilize the
local resources and practices of the people (Silver, 2001). Kickbusch (2001) has suggested
that because the models and theoretical perspectives were designed for a literate
population, most health information was presented in written form, already a disadvantage
to African communities which are largely oral cultures. Public health promotion relied
heavily on information dissemination through pamphlets, internet, radio and other modern
media that are readily accessible to many people in developed countries. Extending these
approaches to developing countries is not ideal given the limited number of people who
access these media. For example, in Uganda, the 2002 census revealed that out of the 28
million people, 2.4 million people identified radio as their main source of information.
However, 2.5 million rely on word of mouth for information. The least used or accessed
sources are post mail (7,319), print media (36,804), hand mail (39,504) and television
(31,807), three of which require one to be able to read and write. This means that oral
modes of communication (radios) are used and preferred by most communities in Uganda.
The result of using modes that are suitable for literate and affluent communities is
information and health gaps between the educated and the uneducated; the rural and urban;
the young and old; and the men and women within African communities (Madzingira,

2001; Majalia, 2004; Morrison, 2003).
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b). Modern healthcare systems

The studies that have examined the traditional health practices in Africa invite a
critical analysis of how commensurate these modern healthcare systems are with people’s
social practices (Cocks & Dold, 2000; Diallo & Paulsen, 2000; Geest, 1997). These
researchers have argued that most African people find the modern healthcare providers
impersonal and uncaring when compared to traditional practitioners. For example, Glasser
et al (1995) found that many people felt that their consultations with doctors were too brief.
Geest (1997) found that in African traditional practices, the practitioners often took almost
two hours with patients. Furthermore, because every illness is believed to have a social or
religious origin, prayer or spiritual guidance plays a big part in African engagement with
disease (Cocks & Dold, 2000; Diallo & Paulsen, 2000). This spiritual aspect is not usually
a part of the modern healthcare system, which is slowly replacing the traditional practices
(W.H.O 2002). Geest (1997) however observed that in many African hospitals, there were
as many pastors and priests visiting patients as there were doctors (see also Juntunen, 2001;
Leonard, 2001; Teh 1998). The persistence and number of people consulting traditional
practitioners in rural Africa have led W.H.O to reconsider the place of traditional
practitioners in healthcare provision (Omaswa, 2006; W.H.O 2000, 2002). This observation
makes a case for why the social and traditional practices must be considered when
introducing the modern healthcare systems as a replacement for traditional healthcare
practices (Tsey, 1997).
¢). Formal health education programs

The criticism of the formal health education system centres mainly on the end

product of the implementation. Nutbeam (2000) has observed that policies like building
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schools and other health education programs, aimed at providing a supportive environment
for health, may have led to unintended consequences. Some of the unintended
consequences include the growth of a class system because only those with formal
education were gainfully employed and therefore, could access medical care since they
could afford the user-fees. The educated happened to be mostly men and so schools
fostered gender-health imbalances (Nutbeam & Kickbusch, 2000). Kanu (2006) has
observed that many communities felt alienated from their children in schools because
schools did not incorporate traditional knowledge but promoted Western knowledge
systems. Therefore, many children viewed their traditions as primitive, leading to a
breakdown in parental involvement in their learning process. Schools rendered the elders
and indigenous education systems useless (Dei, 2000)

Caldwell et al (1998) have provided some understanding of why parents are not
involved in the sex education of their children. They stated that sex education was
traditionally carried out by experts in the communities, and since schools and teachers
replaced this system, many parents have left the teachers to provide this information to
their adolescent children. The problem, however, is that many teachers also feel culturally
bound, and reluctant to transcend these cultural barriers, they do not provide sex education
as assumed by the parents (Asera et al, 1997; Burns, 2002; Kinsman et al, 2001; UNAIDS,
2001). Muyinda et al (2004) have added that with the introduction of schools the traditional
sex education institutions broke down, so that those who were not attending school did not
have an avenue for accessing health information. Therefore, many sexually active young
people have limited or no sexual health knowledge. They engage in risky behaviour, which

exposes themr to HIV/STD infection and early pregnancy (see Burns, 2002).
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Because of the replacement of indigenous knowledge systems with modern
systems, including schools and women-targeted health programs, many traditional health
providers were also rendered useless (Caldwell et al, 1998). The result was a health
education that was limited to inter-personal communication, and media campaigns directed
towards individual outcomes and health service use, as opposed to the holistic approach
common in many traditional systems (Geest, 1997; Nutbeam, 2000). The schools did not
use indigenous ways of communication, so the health information students received was
‘foreign’ in the sense that it contained Latinized scientific names of illnesses that they
could not easily translate into their mother tongue (Nutbeam, 2000). The health experts
became the information providers, further alienating the people (Morrison, 2003).

Another unintended outcome relates to how the women-oriented health education
programs impacted the lives of the communities. Baylis (2000) observed that many women
in African communities were blamed for the spread of HIV/STIs, and many men were not
taking an active role in the healthcare provision for their families. One reason women fear
to know their HIV/STI status is because they will be blamed for being the “vectors” and
victimized in society. Mohga (2001) noted that because many reproductive health and
HIV/STI programs focused on women, they had the unintended outcome of causing women
to be viewed as the problem (see also Castle & Kiggundu, 2007). The programs were
designed to highlight the plight or health challenges of women and provide an environment
of support, but instead the women became portrayed as either victims (powerless) or
vectors, both negative outcomes of well-intentioned programs (Mogha, 2001).

Some studies have critiqued the use of Western worldviews of sexuality in African

communities, stating that the depiction of women as powerless has not taken into account
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the agency women in Africa exercise to protect their reproductive health (Castle &
Kiggundu, 2007; Reid & Walker, 2005). The agency includes seeking pertinent
information and treatment from healthcare centres (Castle & Kiggundu, 2007, Mohga,
2001). Other researchers have focused on the way women-oriented health programs and
advocacy groups have led to the portrayal of African men as uninterested in women’s
health issues (Hawkes & Hart, 2000; Wegner, Landry, Wilkinson & Tzanis, 1998; White,
Greene & Murphy, 2004). The main argument is that with the unquestioned assumption
that men all have good health and that African men are uncaring or abusive, the men who
are supportive of women-oriented programs are not recognized (Desai & Alva, 1998;
White et al, 2004). Therefore, attention should be paid to how the health literacy,
HIV/AIDS, and gender programs depict African women and men, and how the depiction

impacts society’s health practices.

2.7. Conclusion

This chapter dealt with the theoretical perspectives and literature that influenced the
design of this study. The theoretical perspectives were instrumental in the analysis,
interpretation, and discussion of the data. These perspectives (youth lens, indigenous social
and communicative thought and integrative gender frameworks) were important in the
progressive contextualization (Kakuru, 2006) of the findings. That is, these theories were
used to extend the data to speak to larger issues, those that transcend the particulars of the
context of the study. The contemporary discourses on health literacy, HIV/AIDS education,
and gender that hinged on the findings were also used in the analysis and interpretation.

The review of literature was important in situating the current study within the

existing discourse on health literacy, HIV/AIDS, and gender. These studies were
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instrumental especially in the design of research questions and choice of methodology used
in this study. The importance of including a gender dimension in this study was
underscored by the studies that highlighted the challenges of women and youth as regards
to maintaining their health and well-being. For example, the questionnaires were designed
with the purpose of investigating the issues relating to adolescent health and gender.

Not only was the review of literature instrumental in the research design process, it
also impacted how the data was analysed and interpreted. The studies that dealt with the
policy issues vis-a-vis social and cultural ideologies provided a lens through which the data
could be understood. For example, the data was analysed in terms of unintended
consequences (Nutbeam, 2000) resulting from health and gender equality intervention
strategies currently used in Uganda. The data was also analysed for examples of
transcendence, especially in regard to the provision of sexual health information to youth
that facilitates their ability to maintain their HIV free status. In addition, doing a review of
the literature provided an understanding of what propositions were confirmed or
disconfirmed by the extrapolation of these findings to such over-arching issues as health
literacy, HIV/AIDS, and gender. Through this process, it was possible to establish the
research gaps and to underscore the significance of the current study, and the contributions
of the study to existing literature and theories on health literacy, HIV/AIDS, and gender.

The studies cited under section 2.6 provided different lenses for looking at the data
collected in the current study. Highlighting the policy issues provided an understanding of
how policies used in health interventions might have unintended consequences (Nutbeam,
2000), as discussed above. Besides looking at the data through a lens of policy, the studies

also helped to provide a socio-historical perspective (Caldwell et al, 1998; Kanu, 2006),
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especially in understanding why change in health practices has been slow or why
communities in Africa have not adopted some interventions (Leach, 1998, Mohga, 2001).
Generally, the studies were instrumental in pointing out the tensions and complexities that
a researcher investigating issues on health promotion would encounter. These different
lenses were influential during data collection and analysis in this study. Special attention
was paid to how policies impacted students’ views and daily lives, as well as how the social
and cultural practices informed the way the participants engaged with the health-related
issues under investigation in this study. I watched out for those unintended consequences in
the health policies or programs and in students’ responses to questions on health literacy,
HIV/AIDS, and gender, during data analysis and interpretation.

Of great importance to this study was the emphasis on how cultural practices and
ideologies from one community cannot uncritically be translated into new communities
(Kerka, 2003). The critique was useful during data collection and analysis because I paid
special attention to students’ understandings of concepts like health literacy, and gender
equality, which are thought to be situated in Western cultural ideologies (Leach, 1998).
Furthermore, although the studies cited above were meant to invite debate and critical
analysis of the intervention programs, 1 found them informative, especially in relation to
understanding contemporary discourses on health issues and Africa. In addition, the studies
demonstrated how health policies and programs impact individuals and societies (Nutbeam,
2000). Therefore, it is important to focus not only on the negative impact of health
programs, but also on the intended outcomes, especially with regard to ensuring women’s

and young people’s health. As Carlisle (2001) points out, it is always important to make
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sure the health issues of the voiceless or marginalized in communities are greatly
emphasized. This suggestion was important to this study with young women and men.

Doing a literature review helped situate the current study within contemporary
literature. The three sections (2.4, 2.5, & 2.6) were instrumental in the development of
investigative tools like questionnaires and also during the data analysis process. The
sections provided different lenses through which I could examine the data I had collected.
The review also helped me to understand why new approaches to the health situation and
intervention programs for Africa are being suggested. Nutbeam (2000) has posited that
currently, health and structural interventions are done on behalf of or to or on people and
not by or with people. It is time to have strategies that not only work with governments but
include the African people as well. Most of the studies have recommended that adding or
taking seriously the socio-cultural dimensions of health will enhance better understanding
between the people involved (as opposed to only governments), will create a more
comprehensive unity among Africans, and will enhance possibilities for a collective desire
for change (Caldwell et al, 1998; Kickbusch, 2001; Kickbusch et al, 2002; Mohga, 2001).

Generally, the need for multilevel partnerships and advocacies became apparent,
given the diversity and immensity of the needs that have to be met if the quality of life in
developing countries is to be improved. These include: global partnerships between
developed and developing countries; government and local community partnerships; and
individual and community partnerships and advocacies all geared towards dealing with the
social determinants of health like poverty, social status and gender relations.

The next chapter discusses the methodology and methods of data collection.
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CHAPTER 11

3.0 METHODOLOGY AND RESEARCH DESIGN

In this chapter, I present the methodological and epistemological considerations
guiding the study, the sources of data, and a description of the research process. Merriam
(1998) suggests that it is important to select a methodology that allows a researcher to get
as close as possible to the problem under investigation. The study investigated the
relationship between health literacy, HIV/AIDS, and gender as understood and interpreted
by youth in Uganda. The particular research questions as already mentioned in the
introduction are: 1) What kinds of health literacy, HIV/AIDS, and gender related
information is accessible to Ugandan adolescent secondary school students? 2) In these
students’ view, what are the factors contributing to health literacy and HIV/AIDS related
challenges faced by young people in Uganda today? 3) According to these students, what is
the impact of the debates on gender equality in the fight against health epidemics including
HIV/AIDS? 4) What do the students consider to be the way forward for Uganda to achieve

better health and improve life chances for all? The methodology is discussed next.

3. 1. Methodological considerations

In designing a research study, one has to consider the ontology, epistemology and
axiology of a given methodology (Creswell, 1998; Denzin & Lincoln, 1998, 2000; Glesne,
2006; Merriam, 1998). Ontology refers to the nature of reality (what), epistemology is how
knowledge is constructed (relationship between knower and known) and axiology refers to
the ethical and philosophical view points (Denzin & Lincoln, 1998). Merriam (1998) has

pointed out that there are two competing paradigms in research which have opposing
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perspectives on their views of reality, epistemology and axiology. Ontological position in
quantitative research is that reality is stable and fixed, and that knowledge is outside the
knower and is measurable. Their axiology is objectivity and detachment (Denzin &
Lincoln, 1998). In qualitative research, the ontological position is that reality is unstable
and interpretive. The epistemology is that knowledge construction is mediated by people’s
experiences, context and the meanings people bring into their interaction with the world. Its
axiological position is that knowledge constructed is impacted by beliefs, values and
politics of an individual, therefore highly subjective (Denzin & Lincoln, 1998, 2000).

3% 46

Merriam (1998) adds that qualitative studies aim at investigating the “how” “what” and
“why” questions, with an aim of making sense of, or interpreting phenomena in terms of
the meanings people bring to them. Merriam states that the role of the researcher is to
provide an understanding of the participants’ perspectives of a given phenomenon.

Therefore these methodological “positionings and tensions” in research ontologies,
epistemologies, and axiologies (Merriam, 1998) were all taken into consideration when
choosing the design of the current study. I ascribe to qualitative epistemological and
ontological worldviews as reported findings are my interpretations of the meanings
students’ brought to the issues under investigation. The study is also constructivist in
design (Schwandt, 1998) because primacy is given to human agency and imagination. In
this thesis, I acknowledge that participants’ views are mediated by their lived experiences
and interactions with the social world.

In constructivism, the process of knowledge development and the manner in which

the material world shapes and is shaped by human action and interaction depends on

dynamic normative and epistemic interpretations of the material world (Posner, 2004).
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Therefore there is a social and cognate dynamic in this approach to research. The
constructivist approaches (cognitive and social) to knowing, parallels the epistemological
and ontological underpinnings of the current study. The analysis is rooted in an
interpretivist framework (Gallagher & Tobin, 1991; Schwandt, 1998) which recognizes the
role played by human action and consciousness in knowledge construction when humans
engage with new experiences in their social world (Duit & Treagust, 2003).

However, the focus on the human agency does not mean that 1 ignored the role of
the environment on the knowledge construction process of the participants. I have already
demonstrated in the literature review the role environment plays in the knowledge
construction and use of information relating to health literacy, HIV/AIDS, and gender.
Therefore, efforts were made to investigate how the participants’ environment impacts their
actions and how they relate health literacy, HIV/AIDS, and gender, through using
investigative tools that provide a holistic understanding of context and social structures that
govern the participants’ lives. The ability to provide a holistic and in-depth understanding
places immediate requirements on the choice of tradition (nature of design), methods and

choices explained in the next section.

3.2. Research design

The current study is an interpretive multi-case study (Merriam, 1998). There are
varied definitions of case studies ranging from looking at them in terms of the research
process (Yin 1994, 2003), pinpointing the unit of study (Stake, 1995; 1998) to its end
product (Merriam, 1988, 1998). According to Merriam (1998), case studies can also be
described by the overall intent of the study. Is it intended to be largely descriptive? Is it

interpretive? Is it meant to build theory? Is it intended to present judgments about the worth
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of a program? | therefore chose to define the case study in terms of pinpointing a unit
(Stake, 1995) and overall intent of the study (Merriam, 1998). Stake (1995) stated that a
case study is an integrated system in which there are boundaries. The case then can be a
person, a program, a class, a school and so on. In this thesis, the tradition is a multi-case
study because of the number of individuals participating in the study. It is bounded by the
individuals being the only informants, belonging to the same age group, attending the same
school and being at the same grade and level of education (secondary school level).
According to Merriam (1998) case studies can be interpretive because of the level
of analysis done on data collected. Interpretive case studies contain rich, thick descriptions
and the researcher gathers as much information about the problem as possible with the
intent of illustrating, supporting or challenging theoretical assumptions held prior to the
data gathering. In this study the data was collected over time and this provided for a
comprehensive analysis of adolescent students’ views on the topic under investigation. As a
researcher, [ made efforts to analyze and interpret the data collected from the participants’
perspectives on concepts under investigation (Gallagher & Tobin, 1991). Therefore the
knowledge produced 1s contextual as described by those who provide it (Schwandt, 1998).
The final report 1s understood as “a text that is itself a second-or-third order interpretation
of respondents’ interpretations” (1998; p. 232). According to Schwandt, meaning attached
to a given experience is a constellation of what the participants and the researcher mean it
to be at that moment. What is “written up” is not an objective representation of
participants’ perspectives but rather a combination of the researcher’s interpretation of their
responses (Olsen, 2000). However, the researcher can extend the interpretation into a

wider context like relating the findings with the existing literature (Merriam, 1998; Mills,
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2003). In this thesis, the participants’ perspectives are constantly related with findings in
existing literature on health literacy, HIV/AIDS, and gender in developing countries.

In order to have rich and in-depth data, careful selection of data collection
techniques was done. Yin (1994) suggests that case studies are advantageous in that they
get as close to the subject of interest as they possibly can, partly by means of direct
observation in natural settings, and partly by their access to subjective factors (thoughts,
feelings and desires). The methods used for data gathering included questionnaires,
interviewing, conducting document analysis, examining life histories, focus and whole
group discussions, creating researcher’s diaries and observing participants. Getting rich

data also involved careful selection of the research site and participants as detailed below.

3.3. Research site

In research, the means of site selection and sampling of participants is essential
especially if the researcher wants to get an in-depth understanding of the problem under
investigation (Glesne, 2006; Merriam, 1998). The choice of site therefore should reflect the
purpose of the research (Glesne, 2006). The research site for the current study was selected
because of a pre- existing research relationship (Mutonyi, 2005) and because it fit the
interests of the larger research project.

The research site is a secondary school located in the eastern region of Uganda. In
October 2004, Dr. Norton (Principal investigator of larger study) sought permission to have
a continued research relationship with the study site (school). The school pseudonymously
called Mulembe High School (MHS) is one of the largest urban public secondary schools
in Uganda and Mbale in particular. Mulembe High is a co-educational school with a large

student body. Being an urban public school, MHS does not only serve the Mbale area but
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the whole country because students are centrally selected. At the end of the primary,
secondary and advanced education phases, students take national examinations. The
Uganda Primary Leaving Certificate (PLC), Uganda Certificate of Education (UCE), and
Uganda Advanced Certificate of Education (UACE) are awarded following national
examinations taken after seven years of primary, four years of secondary and two years of
advanced level education respectively.

Performance in PLC determines which secondary school one will attend. As part of
their primary school exercise, students fill out national forms for secondary schools of their
choice. The public schools base their selection on a grading system and admit students
from all over the country. The grading system is supposed to give the students from
different socio-economic backgrounds equal opportunities for admission in any given
school of their choice. This gives public schools a relatively national outlook in terms of
ethnic (tribal) and socio-economic composition. Also because Mbale district borders
Kenya, schools within the district are steadily attracting students from Kenya and thus
developing an international outlook.

Given that MHS is a non-residential school it attracts more students from Mbale
and neighbouring districts but there are hostels for students to rent within the
neighbourhood for those living outside Mbale. The school had a total of 3,500 students by
the time this study was conducted and 141 teaching staff (101 males and 40 females). The
school head was a female and was supported by two male deputies. The school academic
programs run from 8:00 a.m. to 4:40 p.m. (except on Mondays and Fridays when student

assemblies are held). After 4:40 p.m. the students leave for co-curricular activities like
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sports and clubs including the health and HIV/AIDS clubs®. It is a reasonably resourced
school with a computer laboratory and libraries and has both O’ level and A’ level status. It
has school partnerships with Britain and South Africa and visitors from Sweden. Therefore
students in this school are used to seeing international scholars and visitors.

The site was ideal for the current study because most of the students in the school
come from the rural areas where they live with family, and are now living in the hostels,
which are in the urban areas. It was useful to get students’ perspectives on both the rural
and urban health literacy practices as regards to HIV/AIDS, and gender. This in a way
required an understanding of how these students are living without the social fabric said to
be responsible for the low numbers of HIV cases in rural areas (UAC, 2005; MoH, 2006).
In order to get a comprehensive understanding of how the students’ experiences contribute
to their knowledge construction process, great importance was placed on sample selection

of the participants. The sample selection process of the participants is discussed below.

3.4. The participants

The selection of participants in research is as critical as the selection of the study
site (Creswell, 1998; Glesne, 2006). The researcher has to get participants with a “rich
knowledge base” from which the problem under study can be understood (Merriam, 1998).
In order to have rich and thick descriptive data for the current study, purposeful sampling
strategy (Glesne, 2006) was used. Merriam (1998 citing Patton 1990) suggested that

The logic and power of purposeful sampling lies in selecting information-rich cases

for study in depth. Information-rich cases are those from which one can learn a

? Health and HIV/AIDS clubs are student led organizations whose purpose is to carry out peer education on
issues relating to adolescent health like HIV/AIDS. Details on the activities of the clubs are in an article by
Norton and Mutonyi, (2007). The publication details are in the reference section of this thesis.
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great deal about issues of central importance to the purpose of the research, thus the

term purposeful sampling (p. 61, emphasis original).

Therefore, the choice of purposeful sampling strategy aimed at having information-rich
cases from which the researcher would get an in-depth understanding of the relationship
health literacy, HIV/AIDS, and gender, from a youth lens. Merriam (1998) has suggested
that in purposeful sampling, one should have criteria for selecting people or cases.

The criteria for sample selection included: 1) the ability of participants to take part
in the study for four years (the participants were participating in the larger study, see Ch.
1). i) The participants should comprise both boys and girls to have gendered perspectives.
iii) They should be active members of the health and HIV/AIDS clubs in order for the
researcher to have an “expert’s” opinion (Merriam, 1998) of students’ experiences and
literacy practices within health and HIV/AIDS school clubs. iv) The participants had to be
at the same grade level as this counted for the boundedness of this case study (Stake 1995).

Based on the criteria of sample selection attributes (Merriam, 1998), a total of
twelve (12) students were selected; six boys and six girls, as shown in Table 4 below:

Table 4:  Participants in this study

Name Gender | Class level (at | Age (at | Class level (at Age
start) start) end of this study)
Barasa Donald Male Senior Three | 17 years | Senior Five 19 years
Boogere Maureen | Female | Senior Three | 15 years | Senior Five 17 years
Masibo Sarah Female | Senior Three | 17 years | Senior Five 19 years
Massa James Male Senior Three | 16 years | Sentor Five 18 years
Mugide Flavia Female | Senior Three | 16 years | Senior Five 18 years
Mukite Tracy Female | Senior Three | 15 years | Senior Five 17 years
Mutenyo Phillip Male Senior Three | 16 years | Senior Five 18 years
Nabulo Rose Female | Senior Three | 16 years | Dropped out*
Nakuti Gina Female | Senior Three | 16 years | Senior Five 18 years
Waison Timothy Male Senior Three | 15 years | Senior Five 17 years
Wambwa Joshua Male Senior Three | 16 years | Senior Five 18 years
Wesubalah Petero | Male Senior Three | 17 years | Senior Five 19 years |
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* Nabulo Rose was replaced by Karen Stacie who is currently in Senior Five and is 19
years old. Karen participated in the on-site data collection period between January to April of 2007.
Note that all these are pseudonyms (see section on ethics). I will be identified as INT = Interviewer

The selected students were then informed of the research project and asked if they
were interested in taking part in the study. However their participation was only guaranteed
when permission was granted by their parents. The details of consent are discussed under
ethical procedures. I learned that there were four groups of students with different
personalities represented in this study. These groups and personalities included:

a) The Scribes: Tracy, Flavia, Maureen, Phillip and Gina

It was often hard to get an input from this group of students during focus and whole
group discussions. These students revealed that it is in their nature to be silent because even
at home, that is required of them. Therefore this group of students preferred writing or
responding to the questionnaires rather than the other data collection methods. The students
were comfortable with writing or written text because it is a private practice. This is what

transpired when I asked which mode (method) they preferred:

INT: Which mode of expression do you prefer?

Phillip: For me I think newspapers are a good form of getting
information. It can help you make reference and to have
conversation.

INT: So you prefer written. What about the others?

Tracy: I prefer to write.

Gina: For me I fear talking in a large group so I write.

Maureen: I also write

Flavia: For me I don’t like writing but between talking and writing, T
will write.

INT: What do you really prefer to do?

Flavia: To draw
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[Informal ethnographic interview, January, 31°% 2007]

For Flavia though, she would rather draw and her journal sometimes had pictorial
representations supporting the text. However, because of the limited opportunities to draw,
she chose writing over the choice of having group discussions or oral expression. This
group of students underscored the importance of having questionnaires alongside focus
group discussions if I was to get their honest opinion about something. However, it was
clear that they were articulate speakers and during group discussions, it was often better to
directly ask them to respond so that they could feel included and that their opinion counted.
I should mention that due to the large data corpus, visual data is not included in this thesis
but will be analysed in conjunction with Drs Norton and Kendrick for the larger study.
b) The Debaters: Timothy, Petero and Donald

This group of boys appeared to be on the quiet side but often very vocal on given
issues. I called this group the debaters because they always brought out provocative views
to get the others talking. It was also apparent that they were the leaders of the group
because of their personalities. Their views were often accepted by the other members as
representative of a given view. This could have been because Timothy and Petero were the
top students in their class. Timothy, Petero and Donald liked to access information through

a medium that allows for dialogue and discussion. This is what they said:

INT: What is your preferred communication mode? Is it oral, written,
dramatized etc? What do you prefer?

Petero: Oral is better because you can ask any question of the person
who 1is speaking to you. For written, vyou can read and remain with
question marks.

INT: So you like to interact?

Petero: It is better to interact than just reading.
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Timothy: The only good thing with written is vyou can keep the
information but it is better to interact and ask questions.

Donald: Yeah like for me I like the radic talk shows where you call in
and ask questions.

[Informal ethnographic interview, January, 31°° 2007]

Although this group of students would easily settle for written text, they preferred
interactive modes of communication. It was therefore not surprising that these students
considered the focus group discussions as the most important. As Timothy said “it is better
to have this group discussions compared to writing. Now I can ask you a question and also
get the others to respond.” The students stated that they often listened to radio talk shows
because it allowed for interaction. But because of being on the shy side, they fear to
participate in drama representations, unlike the next group.
¢) The Performers: James, Karen and Sarah

This group of students was more expressive and quite vocal in group discussions.
They seemed unthreatened by an audience and so I called them the Performers. It was this
group that helped counter most of the points raised by Timothy and team, which often led
to a debate during the whole group discussions. So this group and the second group worked

well and seemed to feed off each other’s energy. This is what these students said:

James: If I am given an option, oral information and then writing, I
will choose oral.

Karen: I am in the interact and Straight talk club so I like oral
Sarah: T like drama like in the ACYC [AIDS Challenge Youth Clubl.
James: Yes drama is very good and I like being a part of it.

[Informal ethnographic interview, January, 31%% 2007]

This group was on a mission to share information with others so they chose drama because

it is a common method youth use to share knowledge on HIV/AIDS within school and their
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communities at large (Norton & Mutonyi, 2007). James adds that he loves drama because
“it is lively and you do so many things like poetry, singing, and dancing, which are
different from just reading.” James is on the executive committee of the HIV/AIDS club.
d) The Lone Ranger: Joshua

Joshua is a lone ranger in many ways and very confident of his opinions. He has a
strong sense of who he is and is not hesitant to let people notice this. This is what he said
about which mode of communication he prefers: “I enjoy when written is balanced with
oral.” He likes written because it enables him to prepare beforehand if he is to engage in a
discussion. During the life-history interview, and follow-up discussion of the students’
profiles, he stated his interest in politics and how much he liked engaging people in, or
following political debates. This is what he said “I have a collection of newspapers even
those from 1980 and during my leisure time, I read the political pages. They are in my file
at home.” That is why he prefers to have written text then followed with oral, mainly
discussion based communication. He liked the critical inquiry discussion and provided the
challenge for the other participants to read carefully what the articles had stated.

Generally the different methods used for data collection resonated with different

participants as presented above. The data collection methods are discussed next.

3. 5. Methods

In most cases, the data collection methods should be commensurate with the
paradigm and tradition chosen by the researcher (Merriam, 1998). In qualitative studies, the
methods of data collection selected should be adequate for an in-depth investigation of the
problem and enable the researcher to have rich data (Merriam, 1998). Rich data is

important because in qualitative studies the researcher should provide a rich and thick
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description of the context and understanding of the relational aspects of the problem under
study (Denzin & Lincoln, 1998, 2000; Glesne 2006). For this thesis, there were several
methods used for data collection that suited the qualitative study framework. These
methods included:

a) Journaling and reflective reports

Journaling and reflective reports are often used in ethnographic studies to provide
an immediate reaction to a given event or experience in the field (Glesne, 2006). In this
study however, the participants were requested to journal all the information relating to
health, HIV/AIDS, and gender that they accessed within the school and larger community.
The students were also required to read through their journals and come up with monthly
and quarterly reflective reports on what they had written. These reports detailed why the
information was important to them and students’ immediate thoughts on how this
information impacted their lives. The reflective reports were quarterly (4 months) while the
journals were collected at the end of each year. The journals gave me an opportunity to
explore what information regarding health literacy, HIV/AIDS, and gender the participants’
accessed through the public media. The reports also provided me with the opportunity to
determine what information was readily available and what sources of information were
casily accessible to the participants.

The reflective quarterly reports were instrumental in the design of other research
methods like questionnaires and interviews. The reports were useful in detailing what the
participants found interesting, did not find interesting, and what motivated them to seek the
information they had written down. The reports also provided an opportunity to follow

participants’ knowledge development on issues pertaining to adolescence, health,
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HIV/AIDS, and gender. This knowledge provided entry points for engaging the participants
in a discussion of matters of public concern.
b) Artifacts and document collection

Besides journaling, the participants were requested to collect some articles (written
or visual) that had information on health, HIV/AIDS, and gender that contributed to my
understanding of the findings. These articles were considered as artifacts (Creswell, 1998)
because they were locally produced. These artifacts were sent along with the quarterly
reports if the participants had collected any. The artifacts turned out to be adolescent-
oriented newspapers like Young Talk and Straight Talk and adolescent magazines on health
and HIV/AIDS. The participants also clipped articles on health related information from
the national newspaper The New Vision that provided insight into what material on health is
available for the general public in Uganda. These artifacts were important in assessing what
kinds of information the participants were being exposed to.

Documents that had information pertinent to the current study were also collected.
Documents are differentiated from artifacts because the former have official information
and sometimes one needs to get permission to access the documents (Creswell, 1998). 1
attained a copy of the HIV/AIDS curriculum for secondary schools from the research site.
These documents were drafts of the HIV/AIDS curriculum that was being tested in selected
schools (MoES, 2006). Mulembe High School (research site) was participating in this test
curriculum. This document was collected to provide an understanding of what is in the
curriculum, especially information that was of interest to this study. This document enabled
me to understand how the curriculum shaped the participants’ engagement with the issues

under investigation in the current study. Generally, the artifacts and documents were also
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instrumental in the development of the other methods of data collection especially the focus
group discussions and refining the questions to be used in the questionnaires.
¢) Questionnaires

Questionnaires were also used for data collection to supplement the information
recetved through the other methods of data collection. The specially designed
questionnaires (Anderson, 1990; Gay & Airasian, 2003) collected information ranging
from background information on each participant to their understandings of the concepts
like health literacy and gender equality. The questionnaires were administered at different
times during the research process. The participants completed a total of five take home
open-ended questionnaires, which are identified as Q1, Q2, Q3, Q4 and QS5 respectively
(see appendix 2). Some of the students’ questionnaire responses were used as cues for life
history interviews and focus group discussions (see timeline at end of section).
d) Life history interviews

Life history interviews (meant for the larger study) were conducted within the
school by Dr. Norton in February 2006. I therefore co-opted the findings of these
interviews in this study. Life histories are used to understand individual-community
relations and to solicit information on people’s backgrounds, interests and thoughts on
issues under study (Denzin & Lincoln, 2000; Hatch, 2003; Tierney, 2000). According to
Tierney (2000), life history is “any retrospective account by the individual of his life in
whole or part, in written or oral form, that has been elicited or prompted by another person”
(p. 539). The account can be an analysis of the social, historical, political and economic
contexts of an individual’s life story by the researcher (Tierney, 2000). Stephens (2000)

suggests that life history research “concerns the relationship between two inter-dependent
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worlds: that of the individual with their unique life story and that of the past, present and
future contextual world through which the individual travels” (p. 32). Life history data
enabled the researcher to understand the inter-relationships between the participants’ past,
present and future worlds and how these worlds impacted their perspectives on issues
regarding health literacy, HIV/AIDS, and gender.

The life history interview questions prompted the participants to give an account of
their personal experiences with health challenges, family history, their social practices and
future dreams. I then interpreted these accounts as providing the life history (Tierney,
2000) of the participants. The life history interviews were conducted for two days and were
audio recorded with the permission of the participants.
¢) Focus and whole group discussions

Focus group discussions (FGDs) are valuable interview techniques that can lead to
a better and shared understanding of given issues under study (Mills, 2003). Focus groups
are particularly important because they provide an opportunity to gauge the persistence of a
given view. It also helps in determining how many people hold a given view from the
sample participating in the study (Creswell, 1998; 2002). In the current study, focus group
discussions were used for multiple purposes including getting clarification on certain
responses and information in the participants’ journals and questionnaires. The FGDs were
also used as an opportunity for the researcher to observe participants’ interaction in order to
understand how gender impacted levels of participation. The FGDs re-enacted a classroom
scenario for the researcher given that the participants were in the same grade and the school
is co-ed. I wanted a better understanding of how these students might relate within the

classroom and gauge the level of participation for both the boys and girls. The FGDs were
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also used for gaining insight into how widespread the participants’ views on gender
equality, HIV/AIDS and health practices were. Focus group discussions helped me to
determine participants’ shared understanding of concepts like gender equality and health
literacy from the conversations that ensued during these interactions.

Another advantage of focus group discussions is that they provoke greater
spontaneity and candor than can be expected in an individual interview and follow-up
questionnaires (Goldman, 1962). During the FGDs, I observed that the participants were
often able to extend their arguments or views a little further and each built on the point
raised by another or sometimes countered others’ views. The group dynamic also
influenced how the participants engaged with the issues under discussion. If the energy of
the group was high, the participants contributed more but if the energy was low, the
discussions were also not very deep. It was important to have these discussions earlier in
the day compared to after school when the participants had had a long day. Most of the
discussions during the months of January and February of 2007, held within the school,
were done earlier in the day, because the students were on holiday. But when the school
term began, I held FGDs at the end of the school day. I had to ensure the discussions were
engaging and motivating to the participants in March and April 2007.

Focus group discussions were also used because they minimize power relations
between researcher and participant and offer peer support for participants who might be on
the shy side (Fontana & Frey, 1998; Madriz, 2000). The peer support scemed to be
particularly important for the female participants in this study. This observation was also
made by Fontana and Frey (1998) during their research discussions with women. The one-

on-one interviews with the female participants had many silences and the girls-only FGDs
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done in February 2006 had more participation although the participants tended to agree
with one another’s opinion. To overcome this, [ used whole group discussions (WGDs) and
observed that the boys’ opinions tended to ‘spark off” responses from the girls on a given
issue and vice-versa. In total we had 2 FGDs and 6 WGDs and these conversations were
audio taped. Participant observation was done during the WGDs and this helped me
understand the gendered perspectives that became evident during some discussions.

f) Informal ethnographic interview

My technique for informal ethnographic interview drew upon Mills’ (2003)
understanding of the term. According to Mills, “the informal ethnographic interview is
little more than casual conversation that allows the rescarcher in a conversational style, to
inquire into something as an opportunity to learn” (2003, p. 58). These informal
ethnographic interviews take place within the research site but in a place where the
participant is comfortable. I conducted these informal interviews within the school at the
time when we were having soft drinks together and chatting about the research process and
the participant’s lifestyles. I tried to make them as informal as possible.

In this study, I also used informal ethnographic interviews to hold one-on-one
conversations with the female participants who were less active in the WGDs. This was an
opportunity to ask a set of questions in a casual manner to get information that I thought
would be helpful to the study. I particularly wanted to find out why these selected
participants were silent during the FGDs. These conversations took about 10-15 minutes
while we are standing under a tree or sitting in a classroom before scheduled research
times. I asked some questions like “are you intimidated by the set-up of the FGDs?”” “What

makes a bright young girl grow-up to be so quiet?” “What should I do to get more input
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from the less talkative participants?” I tried to use indirect questions because I did not want
to make the selected participants feel they were being interrogated or reprimanded. It was
easier to get the participants talking by sharing my own experiences with group discussions
and asking if any of my experiences resonated with their own experiences.

Through these informal ethnographic conversations, I got to know the participants
better and to understand that some girls have no “voice” in their families and this has
impacted how they relate in the public arena. In their homes “children are to be seen but
not heard” and this has translated into their school life. Through this select group of
participants, I realized that [ needed to use more of the questionnaire technique to solicit
more information from the quiet yet information rich participants. These conversations
were later recorded as anecdotes in my journal and became part of the data corpus.

g) Critical inquiry discussion

My technique for using critical inquiry discussion draws on Sirotnik’s (1988) work
with students in a classroom. This technique is often used to get students to understand the
socio-historical context of given issues with the aim of equipping students for democratic
duties. Sirotnik stated that the critical inquiry process is rigorous, time consuming,
collaborative, informed, school-based and dialectic around generic questions like: a) What
is going on in the name of X (X being the problem) b) How did it come to be that way? c)
Whose interests are being served or not being served by the way things are? d) What
information and knowledge do we have, and need to get that bear upon these issues? ¢) Is
this the way we want it to be? f) What are we going to do about all this? (p. 64).

Sirotnik (1988; see pp. 64 & 65) suggested that the first two questions (a & b)

remind the participants that problems have a present and historical context and that the
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problems must be situated in these contexts in order to be understood. The third question
(c) demands of participants that they confront constructively the political reality of
significant educational 1ssues; that they recognize and contend with embedded values and
human interests. The fourth question (d) demands of participants that the inquiry be
informed—that knowledge of all types relevant to the discussion be brought to bear upon
the issues. The last two questions (e & f) remind participants that all is not talk;
notwithstanding the omnipresent ambiguity in educational organizations or community
social structure, action can and must be taken, reviewed, revised, retaken and so forth.

During the data collection process, it became clear to me that this inquiry technique
would be appropriate in engaging students on selected issues on traditional African
practices that perhaps escalate the rate of HIV/AIDS infection, especially among the youth
and women. In my initial analysis of the participants’ FGDs, I realized the need to engage
the participants in a deeper discussion on certain issues in order to understand their
standpoint on some issues. According to Merriam (1998), the advantage of doing a
qualitative study is the ability for the researcher to develop new inquiry techniques that
pursue issues of interest to the study, at any time of data collection process. Merriam states
that this results in a better understanding of a given phenomenon and rich in-depth data.

I selected four articles that discussed HIV/AIDS in Africa, three of which focused
on Uganda. The first article was written by Gupta (2000) titled “Gender, sexuality and
HIV/AIDS, the what, the why and the how”. This article was chosen because it discusses
the complex relationship between gender and HIV/AIDS. The second article is by Burns
(2002) titled “Sexuality education in girls’ school in Eastern Uganda”. This article was

selected because it argues that gender roles hinder sexuality education for girls in Uganda.

91



The third article is by S. Nyanzi, B. Nyanzi, and Kalina (2005) titled “Contemporary
myths, sexuality misconceptions, information sources and risk perceptions of bodaboda
men in South West Uganda.” This article was selected because it points out how myths
impact sexual health practices with direct implications for women and girls’ health. The
fourth article was by Muyinda, Nakuya, Whitworth, and Pool (2004) titled “Community
sex education among adolescents in rural Uganda: Utilizing indigenous institutions.” These
authors argue for the inclusion of indigenous institutions in HIV/AIDS education.
Generally the articles provided the opportunity for engaging students in discussions
on health literacy, HIV/AIDS, and gender from an etic (outsider’s) perspective. Gupta
(2000) and Burns (2002) are not Ugandans and so their views were etic while Nyanzi et al
(2005) and Muyinda et al (2004) are Ugandans and therefore had emic insights on some
issues, but etic to this study, because they were not a direct part of the research. The articles
set-up the discussions as the students grappled with how the authors had interpreted
African and Ugandan cultural practices and its relationship to health literacy, HIV/AIDS,
and gender. The articles also provided lenses through which the participants would engage
in the discussions, and minimized my personal interpretations and opinions on issues under
discussion. The participants were divided into groups of three (self selected) and each
group chose an article, developed a commentary or critique of the article. After two weeks,
each group shared what the article was about, highlighted the key issues, and provided a
commentary or critique of the article. At the end of each group presentation, we entered
into a discussion and this generated lots of feedback from the other members who had not
read the particular article. I used the template provided by Sirotnik (1988) as my guideline

to framing key questions for engaging participants during discussions. These discussions

92



resulted into 2 hours and 30 minutes of audio-recorded data. Youth and gender issues
generated many viewpoints.
The timeline for the data collection is presented in Table 5 below:

Table 5: Timeline of data collection

Method Dates Time
Journaling, reflective reports, Began Jan 2005 Ended May 2007
artifact collection
Questionnaires All these were take home
al Feb 1272006 7 days questionnaires.
Q2 Jan 25" 2007 1 week
Q3 Feb 16" 2007 2 weeks
Q4 Feb 26™ 2007 2 weeks
Q5 May 28" 2007 2 weeks
Life History Interviews* Feb 13™ 2006 30-45 minutes with each
(Boys only) student
Feb 14™ 2006 30-45 minutes with each
(Girls only) student
Focus group discussions™ Feb 15" 2006 1 hour
(Boys only)
Feb 16™ 2006 (girls | 1 hour
only)
Whole group discussion August 29 2005 1 hour
Jan 25" 2007 1%
Jan 31 2007 1% hours
Feb 16" 2007 2 hours
March 26™ 2007 2 hours
April 8" 2007 1 hour
Critical inquiry discussion March 14" 2007** | 2% hours. Each group took
about 30-35 minutes
Informal ethnographic Feb 16™ 2007 10-15 minutes
conversations

* The life history interviews and focus group discussions were adopted from the umbrella study.
These were conducted by Dr. Norton.

**The articles used for the critical inquiry discussion were distributed on Feb 26" 2007.
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It must be stated that although the data collection process is detailed linearly above,
the procedures were not fixed. All the techniques for data collection were used
simultaneously during all on-site field visit intervals. For example, during the on-site visit
in February 2006 questionnaires, ethnographic interviews and focus group discussions were
used to collect data; yet the participants were still journaling and collecting artifacts. The
techniques have been discussed linearly to capture the range of methods used and not a
step-by-step description of the data collection process. It was important to have a hybrid of
methods, because the informal ethnographic conversations with the students revealed the
need to have written and oral representations of information.

As mentioned earlier, some students were not comfortable with group discussions
and preferred written, but I learned that the quiet girls needed to be encouraged to speak up
because they are socialized to speak when spoken to. It was easy to use a hybrid of
communicative modes because the participants are students. Uganda’s education system is
based on the British model of education and therefore the participants are exposed to, and
are working with Western ways of communication, such as writing. This explains why the
quieter female participants chose writing as a better compromise to breaking the social rule

of not speaking up unless asked to speak (see Rogoff 2003).

3.6. Data Management, Analysis, and Interpretation

In this thesis, data management started as early as 2005 with the first set of
quarterly reports and participant journals. The questionnaire responses were scanned into
the computer files but the hard copies were stored with the participant journals and
quarterly reports. The audio recorded interviews and FGDs were transcribed verbatim and

also stored in the computer files demarcated for the research project until data analysis
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commenced. However, the data was constantly coded with dates and other identifiers for
each participant to ease the process of data analysis.

There is an initial and ongoing analysis of data before the intensive analysis that
leads to writing up (Merriam, 1998). The first sets of data (quarterly reports and journals)
underwent initial analysis so that I could get an understanding of what the participants were
focusing on and to see what areas needed pursuing. According to Mills (2003), initial data
analysis enables one to identify any gaps in the data and allows one to develop the correct
data collection techniques for a complete study. The other data collection techniques
especially the questionnaires were developed because the initial analysis of the data pointed
out areas that needed further exploration. In summary, data analysis was an ongoing
process throughout the data collection and the data management period (Creswell, 1998;
Denzin & Lincoln, 1998; Glesne, 2006; Mills, 2003).

After the completion of data collection in May 2007, I commenced the rigorous
process of data analysis. Mills (2004) suggests that “data analysis is an attempt by the
researcher to summarize the data that have been collected in a dependable, accurate,
reliable and correct manner” (p. 104). In order to achieve the goal of making the data
dependable, I read and re-read the journals, quarterly reports and questionnaires searching
for different ways of reporting the data that these sources were providing. I used Erickson’s
(1986) data analysis template in search of emergent themes during the process of reading
and re-reading of the data. The same intensive analysis was subjected to the interviews and
focus group discussions through listening and re-listening of the audio recorded data. I then
read and re-read the transcribed interviews and focus group discussions in search of

recurrent themes and patterns (Erickson, 1986). The interviews, discussions and focus
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group data was then entered into Atlas ti qualitative data analysis software and coded
(Mills, 2003; Denzin & Lincoln, 2000). The data management and analysis process was
therefore a mix of manual and computer enhanced management (Merriam, 1998).

Each data source was therefore analysed individually and co-concurrently for
complementarity and difference. For example, the student journals and quarterly reports
were analysed in conjunction with the life history interviews and researcher’s initial
analysis notes. The questionnaires, researcher’s reflective journal and subsequent focus
group discussions were also analysed concurrently as they complemented each other. Later
on, the entire data corpus was then analysed for intersectionality of the themes and patterns.
The entire data corpus was read and re-read and then sorted into categories and themes
(Erickson, 1986). I was carefully looking at areas highlighted in each data set, comparing
patterns developed when the data was analysed concurrently and the new patterns and
categories identified in this next level of analysis (Creswell, 1998). After the analysis,
which aimed at reporting the outcomes of the data collected as accurately as possible
(Mills, 2003), I commenced the process of data interpretation (Denzin & Lincoln, 1998).

According to Mills (2003), data interpretation focuses on the implications or
meaning of the reported data. In this process, I embarked on searching the data for
intersectionality with the concepts under study in this thesis. This is what Kakuru (2006)
calls progressive contextualization. Progressive contextualization involves focusing on a
specific activity and then explaining it in progressively wider or denser contexts. For
example, in order to understand the participants’ conceptualization of gender equality as
related to questions of health literacy and HIV/AIDS, the students’ accounts on family-

gender relationships were drawn upon. These accounts of family-gender relationships were

96



then extrapolated into the larger discourses on health literacy, HIV/AIDS, and gender
within the larger discourses in public media and the literature reviewed in this thesis.

Mills (2003) suggests that one can interpret data by either connecting findings with
personal experience, seeking advice of “critical” friends, contextualizing findings in the
literature or turning to theory. In this study, the data interpretation included contextualizing
the data within the literature in order to find confirming and un-confirming opinions that
provide a unique contribution of the study. The data were also interpreted through looking
at given theories on health literacy promotion and the gender frameworks used for equality
advocacy that influenced the designing of the study. The data were also related to the
personal experiences of the participants’ and researcher’s perspectives on the data
collection process. Throughout the data collection process, I asked the participants to give
feedback to my interpretations of their responses. Advice from critical friends was also
sought especially from the research team and thesis committee members who gave
insightful comments of some of the interpretations I had made. This process enabled me to
connect my interpretation closely to the data and analysis and to avoid an inaccurate

representation of available data.

3.7. Trustworthiness/ credibility of the data and conclusions

Trustworthiness and credibility are used in naturalistic qualitative studies to
describe in quantitative terms what is called validity (Lincoln & Guba 1985). Validity,
generally, is conceived as the trustworthiness of a research study and has been defined in
terms of the logic and technical adequacy of the process used to conduct a study (Eisenhart
& Howe, 1992). Conventional validity (Eisenhart & Borko, 1993) refers specifically to a

level of confidence in the accuracy and appropriateness of the methods used in an
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investigation. Lincoln and Guba (1985) propose four alternative constructs that more
accurately reflect the assumptions of the qualitative paradigm. These are credibility,
transferability, dependability and conformity. The paradigms are each addressed here.
a) Credibility

According to Lincoln and Guba (1985), credibility demonstrates that the inquiry
was conducted in such a manner that the subject was identified and studied. Researchers
need to pay careful attention to a study’s conceptualization and the way in which the data
were collected, analysed and interpreted and the way in which the findings are presented
(Merriam, 1998). Credibility is thus judged on how dependable and believable the findings
are (Lincoln & Guba, 1985). In the current study, the methodology, methods, process of
data analysis and interpretation have been detailed. The theoretical framework that
influenced the conceptualization of the study and interpretation of the data has been
detailed in Chapter 2 of the thesis. Particular effort has been made to ensure that what was
discussed and written is as factual as possible through providing thick descriptions
(Erickson, 1986). The researcher further established credibility through triangulation
(Mathison, 1988) member checks with participating students, peer debriefing and critical
friends in attempt to judge, make claims, draw conclusions or interpret the data (Merriam,
1998; Mills, 2003). Triangulation was particularly achieved through use of multiple data
sources and collection techniques already discussed in section 3.2.2 above.

Credibility or validity of this current study was also achieved through long-term
observation and study of phenomena (Merriam, 1998). The study is multi-case which
allows for cross-case analysis in search of consistency and comparisons within case and

outside a particular case (Stake, 1998). All these provided for a holistic understanding of
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the situation to construct “plausible explanations about the phenomenon being studied”
(Mathison, 1988; p. 17). That is, to provide students’ perspectives on health literacy,
HIV/AIDS, and gender within the context of Uganda.
b) Transferability

Transferability also relates to issues of validity of findings. Lincoln and Guba
(1985) suggest transferability as a second paradigm for establishing validity in qualitative
research. Here, the research has to demonstrate that the findings can be replicated in a
setting similar to the one designed by the researcher. However, Lather (1994) has argued
that making such generalization is problematic given the unique nature of each setting.
Rather, the researchers in other areas with similar settings should look for the issues that
resonate (Newman, 1999) with them. In Chapter 2, I have outlined the theoretical
framework that guided the study in terms of data collection and analysis. The study was
designed as a case study to capture and understand in-depth the perspectives of the
participants. It is therefore inappropriate to transfer the conclusions to another setting as
that was not the intent of the study. I however agree with Newman’s (1999) suggestion of
resonance. The readers of this thesis can decide if the findings apply to their contexts.

However, Stake (1995) suggests that there can be a naturalistic generalization
where details on a particular case allow one to see similarities in “new and foreign
contexts.” In this regard, I have detailed the research site and criteria for site selection, used
multiple sources of data, that is, twelve participants and different data collection methods to
ensure corroboration. Triangulation of different data through different methods of data

collection and sources was done to reduce researcher bias or limitations of a particular
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method. This process was to ensure that the data is reported in a dependable, accurate,
reliable and correct manner in the findings chapter (Mills, 2003).
¢) Dependability

Another criterion for addressing quality issues in research is the issue of
dependability, in which the researcher attempts to account for changing conditions of the
aspect chosen for study and changes in design based on new understanding of the setting.
For the current study, a coding of the data was done to deepen layers of analysis
culminating in the creation of themes (Erickson, 1986). The most encompassing process of
coding was used to compare data and interpretations as reported in section 3.3 of this
chapter. This ensured dependability of the research as all responses fit into the categories
developed and used in writing up Chapters on findings of the study. I have provided an
audit trail (Merriam, 1998) of how I arrived at the results through using both descriptive
and interpretive commentaries of findings in Chapter 4, 5, 6 and 7. An attempt has been
made to detail how the categories were developed and how the findings answer the
research questions (Erickson, 1986). The findings are supported by direct quotes and
vignettes where necessary to guide the reader to follow the analytic path taken.
d) Confirmability

Do the data help confirm the general findings and lead to the implications? This is
what the last criterion addresses. Given the same set of data, would the same conclusions
be drawn by a different person? In some ways, the data speaks for itself, although in other
aspects it is probable that different conclusions could be made. The framework impacts the
way one reports the findings (Mills, 2003). The theoretical framework discussed in Chapter

2-acted as the lens for data analysis and reporting, hence the data confirms the general
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findings, which lead then to the implications. However, Merriam (1998) has suggested that
one can strengthen the confirmability of the findings by explaining: the position of the
researcher vis-a-vis the group being studied; the basis for selecting informants; and
description of them and the social context from which data were collected. My background
and interests in the study has been detailed in Chapter 1 (section 1.3). The criterion for

research site and participant selection has been detailed in section 3.5 above.

3.8. Ethical procedures

Permission was sought and granted by the Ethical Review Board of UBC under the
umbrella research project conducted. Permission was sought by Dr. Norton from the
relevant authorities in Uganda in October 2004. The head teacher of the school
participating in the study gave permission to have the study done and then the participants
filled consent/assent forms and got their parents permission to take part in the study. It was
important to have the parents’ consent because according to UBC ethical procedures, all
those below 18 years are to have parental consent. The participants were informed of their
right to withdraw from the study at any time and that this would incur no punitive
measures. This was also explained to the head teacher and the parents.

The participants’ permission was sought before information was audio-recorded. I
explained to the participants that only the research team would have access to the raw data
and that their privacy would be protected. The participants were also informed about
possible publication of findings and were assured of their privacy. The issue of anonymity
and protection of the participants’ identity was discussed again in April 2007 and I asked
each participant to suggest a pseudonym for him or her self. The school was also given a

pseudonym to protect its identity. The selected pseudonyms are used throughout the thesis.
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As relates to remuneration the participants worked as mini-research assistant
positions for the umbrella project. The participants therefore received an agreed upon
honorarium for their participation in this study. In spite of the added incentives for
participating in the study, I constantly reminded the participants of their freedom to
withdraw from the study at any time. Each year, permission was sought from parents to
ensure that their child’s continued participation was still agreeable to them and this also
served as a reminder to the participants that their participation was voluntary. Whenever
the discussions extended beyond the agreed upon time, I compensated the participants for
the extra time. I paid the students’ transport costs during the data collection months of
January and February 2007 when the students were on holiday. I also made sure each
student received money for a meal whenever we went over time during the discussions.

The final form of remuneration is related to the role of the researcher as explained
by Schwandt (1998). According to Schwandt, the researcher “rescues the activity of
participants’ meaning- making, changing it from a passing event, which exists only in its
own moment of oceurrence into an account, which exists in its inscriptions and can be
consulted” (p. 231). This thesis is therefore an inscription that can be consulted to get the
accounts of Ugandan students on issues of health literacy, HIV/AIDS, and gender. The
research findings will also be published in local and international journals, thus giving the
participants’ views a larger audience. Also, the Ugandan Ministry of Education and
Research Council have requested copies of the thesis, indicating that the students’ views

will be read by key authorities in Uganda.
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3.9. Summary of research process

This current study was conducted in three major phases. The first phase was the
preparation which included writing the research proposal and conducting an extensive
literature review, which impacted the selection of research design. The preparation phase
also involved getting ethical clearance from both UBC and the research site. The second
phase included the process of data collection, which involved journaling, artifact and
document collection, questionnaires, interviews, critical and focus group discussions, and
participant observation. The research process phase also involved data management,
analysis and interpretation of the data collected. This included transcribing, scanning of
questionnaire responses into computer files, typing, coding and interpretation of the data
corpus. It also involved constant feedback between participants and researcher over the on-
site field visits that ensured that respondents had an opportunity to clarify or confirm if the
analysis was representative of their views on the concepts under investigation. This process
then led to the third phase.

The third phase was writing up the thesis which included intensive and
comprehensive data analysis and interpretation based on what emerged and what exists in
the literature. Themes and categories that portray the perspectives of the participants on the
concepts under study were developed to enable the reader to understand the path of
analysis. This process concludes with reporting of findings as accurately as possible and
drawing conclusions, which is the focus of the next four thesis chapters (4, 5, 6, & 7). The
layout will include a complete thematic representation of the findings relating to a

particular question interwoven with the analysis and interpretation.
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Therefore the next four chapters will present the data that centered around the
research questions. Chapter four focuses on the 1*' research question, chapter five, the 2™
research question, chapter six the 3™ research question and chapter seven, the 4" research
question. As mentioned in the introductory chapter, the findings are extensively discussed
in relation to the theoretical frameworks and literature review. These chapters will then be
followed by chapter eight which has a summary of findings, implications for policy, theory,

and practice, limitations, and recommendations for further research.
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CHAPTER 1V

4.0. INFORMATION ON HEALTH LITERACY, HIV/IAIDS, AND GENDER

This chapter presents the findings that responded to the first research question,
which is: What kinds of health literacy, HIV/AIDS, and gender related information is
accessible to Ugandan adolescent secondary school students? The purpose of the question
was to investigate what kinds of information on health literacy, HIV/AIDS, and gender,
adolescents can access. As stated in the introductory chapter (Ch. 1), the study was
designed to investigate what information adolescents in Uganda search for, in order to
maintain their health and well-being. The question therefore allowed the participants to
provide an understanding of what health, HIV/AIDS, and gender information is accessible
to young adolescents in Uganda.

As explained in the methodology chapter (Ch. 3), the students were asked to keep a
journal and write quarterly reports on the health literacy, HIV/AIDS, and gender
information they would access over the data collection process. The journals and reports
were to contain the date the students made an entry, the source of information, the language
in which the information was provided, and the reasons the participants selected to report
on a certain issue. This chapter therefore draws on the data from the students’ journals,
reflective quarterly reports, the artifacts and documents collected. These are supported by
excerpts from FDGs, WGDs, and interviews that had pertinent information and responded
to question 1 of this study.

Based on the data corpus, the health literacy, HIV/AIDS, and gender related

information students accessed was varied. The students had information on both neglected
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diseases’ (see Cohen, 2002; Orbinksi, 2007) and prominent health concerns like malaria,
T.B. and HIV/AIDS, with a gender and youth dimension. The information was targeting
both the adult and young populations of Uganda. In this chapter, I have selected to present
only the data on prominent health issues that had a youth dimension because of the
prominence of the information in the students’ journals and reflective reports. I must
mention that the initial analysis of the data done at the beginning of the study in 2005
showed that the students were journaling similar information. During an on-site visit in
August 2005, 1 asked the students why the information was similar. Joshua said “we all get
the same copy of the newspapers like Straight Talk and you find that each one has written
the same information.” This perspective was reiterated by the others during this discussion.

The chapter is organized as follows: 4.1 presents the findings on the kinds of
adolescent-targeted information students accessed. 4.2 focuses on methods used for
dissemination of the information the students reported. It is important to reiterate that the
focus on language and methods used for health literacy, HIV/AIDS, and gender
information dissemination was influenced by the literature that critiqued the current
approaches to health education in developing countries (see 2.5). 4.3 will be the discussion,

followed by conclusion, 4.4, of the chapter.

4.1. Adolescent-friendly information accessed by students

Three sub-themes emerged from the analysis of the adolescent-friendly information
the participants’ accessed. These are 1) self esteem and adolescence, 2) youth

empowerment, and 3) vulnerability of youth. I must state that because the students had

3 Cohen (2002) defines neglected diseases as the illnesses that are impacting lives of people in developing
countries and Africa in particular and yet have not captured giobal attention. These diseases include river
blindness, Leshimiasis and other water-borne diseases.
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similar information, my choice of whose journal to use under each sub-theme does not
indicate that only that student had the information. I decided as a matter of representation
that each participant appeared at least once in this chapter. Furthermore, close analysis of
the data, especially after checking it against the collected artifacts, revealed that the
students were copying the information verbatim into their journals. Therefore, excerpts and
format of the journal entries are direct representations of how the information was
conveyed to the youth, and not how the student chose to represent it. Variations in the

information provided by the participants’ occurred only in the quarterly reflective reports.

4.1.1. Self esteem and adolescence

Self esteem emerged as an area of focus in the kind of information the students
accessed. The information was associated with growth and development in the adolescent
stage, and gendered experiences. The information was mainly accessed through the
adolescent newspaper called Straight Talk, produced and sent to participating schools every
month. The information was on expected experiences during adolescence, menstruation,
wet dreams, and advice to adolescents. Excerpts in journals from Sarah, Maureen, Flavia,
Petero, and James, are used to illustrate the content under this sub-theme.

An excerpt from Sarah’s journal is used to provide an example of the content of the

information on changes adolescents are to expect:
These are some of the changes the adolescents face during transition from
childhood to adulthood:
- The body changes and their effects (psychological and
physiological)
- Confusion about what is right or wrong

- Peer pressure
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- Social <changes i.e. uncensored exposure to various social
activities/objects

- Lack of assertiveness on the part of the girls which to some extent
is influenced by cultural beliefs e.g. society’s expectations of
subjective obedience from the girls/woman when approached for sex

[Excerpt from Sarah’s Jjournal, January, 2005].

The other participants included: the breaking/deepening voice for boys and pitched/softer
voice for girls, the boys experiencing wet dreams and girls undergoing menstruation, the
adolescents dealing with pimples, and how to shave the armpits and pubic hairs, the
attraction to the opposite sex and dealing with crushes, and how the adolescents can
maintain a slim and attractive body through exercise.

The data also revealed that the purpose of providing information on expected body
changes was to help young people to deal with the low-self esteem that adolescents

experience. An excerpt from Maureen’s journal is used to illustrate the message:

Girls you are special. Accept what you cannot change. Self esteem
means feeling good about yourself. When you have low esteem, you
become vulnerable and people tend to use you. You lose focus on
what matters to you. While you may think you have many challenges
because you are a girl, know that it is a blessing for each of us
to be what we are. You are the only one of your kind and there is
no other person like vyou. Learn to celebrate vyour womanhood.
Whether you are boy or a girl, there are challenges. It is how you
deal with them that matters.

[Excerpt from Maureen’s journal, May, 2005].
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These words of advice are meant to make girls feel valuable to society as well as feel proud
of who they are. The female participants in this study all documented this piece of advice,
indicating that it was important to them.

Furthermore, the participants also accessed information on self-esteem,
menstruation, and school absenteeism among girls. As mentioned in the introduction,
because the students were citing the same source, the information was the same. I use
Petero’s and Flavia’s journal entries to illustrate the issue of menstruation and self esteem.

Petero wrote:

Menstruation 1is the monthly flow of blood from the girls/ woman’s
vagina. It 1is one of the changes experienced by girls during
adolescence...some of the girls say that they feel terrible pain
during their menstruation and also brings about laziness, stomach

and breast pain...it also causes girls the girls not to settle

because they think ©people can realize that she 1s in her

menstruation period. Girls are advised that people cannot know just

by looking at you. Menstruation is not shameful but a part of

growing up.
[Excerpt from Petero’s journal, May 2005; emphasis mine].

The highlighted portion illustrates how menstruation was related to the issue of self-esteem.

An excerpt from Flavia’s journal builds on this. Flavia wrote the following in her journal:

How do I avoid staining my clothes?

Make sure you wear a pad. Have pants that fit in order to hold the
pad in place. Change your pad at least three times a day. Always
have extra pads. If you stain your clothes get help from a teacher
or friend.

Can I attend school when I am in my periods?
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Menstruation does not stop you from doing your daily activities.

You can go to school, dance, and do sports during your periods.

Menstruation is not shameful or dirty. It is a part of growing up.

Burn the used pads or throw them in a pit latrine. If you use
pieces of cloth, wash and dry them in the sun in a private place.
Do not dry them under your mattress.

[Flavia’s journal entry, May 2005; emphasis mine].

This excerpt contains information that educates girls about menstruation and how to use
pads. The highlighted portion however captures the information that was of interest to the
participants, that is, it deals with self-esteem and how it affects the school attendance of
some girls. The fear of staining their clothes during menstruation appeared to be of concern
to the female students participating in this study. Rose and Sarah reported that they feel
stressed during menstruation because they fear staining their uniforms.

For the male participants however, it was the experience of one of their female
classmates that prompted them to write about menstruation and bad odour. During the life

history interview held in February, 2006, Petero said the following:

There 1is a girl in our class, for her, even people have neglected
to sit with her because of that bad smell. The girl says that even
if she bathes 100 times, the smell does not go away. People used to
think she doesn’t bathe but the girl bathes and she said even if I
bathe 100 times, this smell will not go away. They said that why
don’t you apply perfume? She said applying perfume or deodorant no
problem, but when I sweat, I will smell the more.

[Excerpt from life history interview, February, 13, 2006]

The male students used the plight of their classmate to explain some of the challenges faced

by girls. In their journals however, the male students wrote that the solution to bad odour
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for girls is to bathe regularly during their menstrual periods. It became apparent that these
male students assumed their female classmate had perhaps not bathed during her menstrual
period, and that it resulted in bad odour. This assumption might have been fostered by the
piece of advice on menstruation reported by Flavia and used above.

However, the male students also accessed information relating to ejaculation and

wet dreams. The information assured them that it is a normal experience. James wrote:

Dear boys who are 15 above. It is normal whenever whitish fluids
come out of your penis when the penis erects. Some boys have been
worried whenever they would see such thinking that it could be a
sign for STDs. This whitish fluid we call it “ejaculate.” [Excerpt

from James’s journal, January 2005).

This particular piece of information was reported by the male participants only. This
indicated that this information was important to the boys but not to the girls in this study.

In summary, the students accessed and reported information that addressed
particular questions that they might have had. For example, Rose was struggling with
issues of menstrual cramps because she often missed school during her periods. When she
accessed information that educated her about use of hot bottles and painkillers, she was
able to regularly attend school. Tracy found the information on menstruation useful
because she is the elder sibling and so she had no one to talk to and ask about menstruation
and proper use of pads. Generally, the issue of self-esteem was important to both genders
as some of the information male students included in their journals had issues on erections,
penis sizes, and use of public washrooms. This compares to the information for the girls on
growth, menstruation, and their low-self esteem as detailed above. Given that most of the

participants were in their early adolescence, this information was crucial and critical as it
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provided the necessary answers to their unasked questions. The next section presents the

information that was designed for youth empowerment.

4.1.2. Youth empowerment

The information that the students documented centered on the rights of adolescents

to education and to sexual health information. Excerpts from Donald’s, Flavia’s and

Timothy’s journals will be used to provide examples of the information that spoke to youth

empowerment. Donald copied into his journal points on adolescents’ rights to health and

education from the proposed HIV/AIDS curriculum. These rights included the following:

B

Pregnant schoolgirls to continue with education after they have
delivered

Girl-child environment and retention in schools to match that of
boys

Protecting the rights of adolescents to health information and
services

Strengthening and utilizing existing peer to peer networks to
facilitate the sharing of accurate information on adolescent
health.

Sensitizing policy makers, leaders, parents, young people and the
community on adolescent health, 1its special needs, rights and
responsibilities.

Sensitizing law enforcement organs about the rights of adolescents
and their responsibilities in protecting adolescents from

exploitation. (Excerpt from Donald’s Journal, June, 2005).

The analysis of these excerpted data revealed that the adolescents were being

empowered to demand for their rights to good health and education. The first two points
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concern themselves with girls’ rights to education. All of the participants reported knowing
someone who dropped out of school due to pregnancy and thought many adolescents do
not know that they have a right to come back to school if they so choose. For example,
Petero’s sister got pregnant while she was in Senior Three (16 years) and because he was
informed of the rights to education, in his reflective report he wondered if the sister would
like to return to school after she had delivered.

Additional data in the participants’ journals that spoke to youth empowerment
focused on the importance of providing adolescents with sexual and reproductive health

information. An excerpt from Flavia’s journal is used here:

Adolescent sexual and reproductive health refers to the physical
and emotional well-being of an adolescent and includes their
ability to remain free from unwanted pregnancy, unsafe abortion,
sexually transmitted diseases including HIV/AIDS, and all forms of

sexual violence [Excerpt from Flavia’s journal, June 2005].

Timothy also wrote down the following on reproductive rights:

Know your reproductive health rights and defend them. The Ugandan
law protects children against forced marriage. If you are above 18
years, you have a right to choose your own partner. If you are
being forced to marry, report this to the Local Council leader or

police in your area. [Excerpt from Timothy’s journal, Jan., 2006).

When these statements are taken together with the information on adolescents’ rights to
education and health, it could be concluded that the Straight Talk paper aims at
empowering youth through knowledge provision. To these participating students, there was
need to know what the government was doing to protect their rights and generally be

informed of their rights so that they could pass on this information to friends or peers. Each
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participant reported performing the role of peer educator to their school friends. The
analysis of the Straight Talk papers sent in February, June, and July of 2006 revealed that
the information is geared towards individual empowerment. For example, the July 2006
Straight Talk topic (see www.straight-talk.or.ug) focused on creative ways young people

can earn a living.

4.1.3. Vulnerability of youth

Students documented and reported various kinds of information that highlighted the
vulnerability of youth especially to HIV/AIDS, and strategies for protection. The data,
revealed that the information on sexual health and HIV/AIDS the students accessed was in
keeping with the goal of providing young people with the necessary knowledge to ensure
their health and well-being, as well as ensure that there is behavioural change among
adolescents. The information was also aimed at breaking the cultural barriers and providing
youth with the necessary sex education.

The boys and girls had noted down in their journals the factors that make youth,

especially girls, vulnerable. In June 2005, Donald recorded the following points:

o The failure of some parents to meet the financial needs of their
children especially the girls has driven some of them into the act
of sex misuse so as to find a living.

o Some girls give themselves for sex because they fear to be rejected
by what they call future husbands who may be demanding for sex.

o Some girls do not have protected sex and rely on menstruation
cycles which they do not understand properly and even then it is
not a guarantee.

o Some the girls become pregnant out of rape.
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o Some of the school girls are tired of schooling and they think that
becoming pregnant automatically pushes them out of school.

o Others look for favour from teachers like additional marks in
exchange for sex which results into pregnancy.

[Excerpt from Donald’s journal, June 2005].

The points highlighted the factors that lead to risk of HIV/STD infection, and
pregnancy for young girls. It is important to note that some of the girls are depicted as
deliberately engaging in risky behaviour, for example, the last two points. However the
other points provide an understanding of why some girls might engage in a sexual
relationship in exchange for money.

In addition to data on vulnerability of girls, the students documented the challenges
faced by young boys and girls in Uganda. Phillip and Gina’s journal entries are used:

Phillip wrote the following about challenges faced by boys:

% Not given attention by parents compared to girls.

% Family responsibilities are taken up by older boys which is a
burden.

% Heavy workload especially manual labour.

% Sex demands especially in relationships where he is supposed
to demonstrate love.

% Imprisonment for defilement

% Forced marriage

% Abduction especially during wars

% Low knowledge levels on sexual health due to no parental and

community guidance.

[Excerpt from Phillip’s Journal July, 2006).

Gina documented the following as challenges faced by girls:
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% Girls are undervalued and denied education.

* Culturally a girl is not supposed to inherit property which
makes them vulnerable.

*% Too much domestic workload.

% Disturbance from boys and men for sex even when not in a
relationship.

% Defiled or even raped by boys or men.

% Forced marriage.

% Displacement and abduction in war time.

% Low knowledge levels because of high drop out levels and

early marriages.

[Excerpt from Gina’s Jjournal, July, 2006].

Some of the challenges are similar. For example the issue of forced marriage was
expressed by both genders as a cultural pressure. Youth (especially the girls) who are not in
school are often advised to marry even though the same pressure is extended to the young
people in school. Other similar challenges related to workload, with the boys writing about
manual labour and the girls writing about domestic work. It was interesting to see that both
boys and girls have low knowledge levels on reproductive health matters, but the reasons
for this differed. For the boys, knowledge gaps existed because of no parental or
community guidance while for the girls the reason was dropping out of school early before
they began to understand their body changes. In general, both genders experience
challenges and the participants cited the “Straight Talk” newspaper as their source for this
information. If extended to the topics on youth empowerment, it could be concluded that
highlighting the low-knowledge levels on reproduction and sexuality was meant to

challenge young people to seek these kinds of information.
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The students’ journals also had information on safer sex and the importance of
abstinence. The information on condoms that was given to young people addressed the
myths and misconceptions associated with condom use. This information was followed
with proper instructions on how to use condoms effectively. Tracy’s journal entry is used

for illustration:

The theoretical basis for condom protection is that the male latex

condom covers the penis. When used every time and correctly, the

condom provides a barrier to semen and vaginal fluids and blocks

the sexual transmission of HIV. Electron microscopy of latex

condoms reveals pits and imperforations but no pores that penetrate

the entire membrane. Condoms offer a high degree of protection

about 80-90%. It 1is safe to use condoms to avoid contracting
HIV/AIDS.

[Excerpt from Tracy’s Jjournal, April, 2006; emphasis mine].

The common myth surrounding condom use concerns pores that allow fluid exchange. The
highlighted portion captures the scientific evidence that addresses the issue of safety of
condoms, and counters the myth that condoms have “holes.” Given that literature suggests
that young people do not know how to use condoms (Kinsman et al, 2001), the students

accessed a visual representation of how to use a condom. This is included below:
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Fi

ure:2 Illustration of how to wear a condom

This figure was extracted from Sarah’s journal. The analysis of the June 2006 Straight Talk
issue (sent as an artifact), revealed students accessed information on the various brands of
condoms available in Uganda, and the importance of safer-sex practices.

However, the students were not only taught about safer-sex practices or condoms,

there was information on the importance of abstinence. An example is below:

Abstaining 1is the best way to protect your present and future
reproductive health. Reproductive health refers to the health of

the reproductive tract. When someone is in good reproductive

health, they are able to have a satisfying and safe sex life and

are capable of reproducing. Not abstaining has very serious

consequences, including HIV/STD infection, early and unwanted
pregnancy, dropping out of school and poverty.

[Excerpt from Rose’s journal January, 2006; emphasis mine}

The report ends with a plea to students to think about their future and wait to have sex
when married. The highlighted portion also countered the myth that suggest that virgin

boys and girls have a higher chance for becoming barren or impotent (Nyanzi et al, 2005).
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The promotion of abstinence for youth is in keeping with the Ugandan HIV/AIDS
communication strategy, which is Abstinence, Be faithful to one sexual partner, and
Condom use (ABC). The ABC should be given equal emphasis in the media (UAC, 2007).
In general, the data revealed that the adolescent-friendly information that the
students’ accessed, indicated that there are deliberate efforts to address the needs of young
people through information provision. Straight Talk is the medium through which the
cultural barriers or taboos regarding sex education are being transcended. Therefore young
people in school are able to get sexual health education that is critical to maintaining their
health and well-being. However, the Ugandan policy on condoms for youth has been a
major discussion in recent studies (e.g. Blum, 2004). So I pursued this issue with the

students during the whole group discussion in February 2007. This is what ensued:

INT: Research shows that many young people in Uganda are sexually
active and yet Uganda does not encourage condom use. What do you
think should be done to help these young people?

Petero: First of all it is not young people like us; many of us are
abstaining, especially the boys.

Gina: Even some of the girls.

Phillip: The HIV statistics show that those above 19 are the ones
getting infected. Like those thirty and above in Uganda.

INT: That 1s statistically correct. But why not promote condom use
then for those who are at risk?

Sarah: Actually they promote condom use for these people. They know
that people above 18 find it hard to abstain, especially those at
campus or other colleges.

Phillip: Nowadays even the campaigns have changed from ABC to CBA.
INT: Really? I have been hearing the opposite.

All: Yes.

Timothy: There is lots of talk on condoms.

INT: What about among people your age, are condoms promoted?
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James: Now when it comes to our age, the first thing is abstinence
and then maybe condom use.

INT: So what you are saying 1s that adolescents in school are
encouraged to abstain, while the older people are told to use
condoms. Is that so?

All: Yes.

[Excerpt from FGD: Feb. 16, 2007].

From this focus group discussion, it was apparent that different kinds of messages are
designed for different age groups in Uganda. The students confirmed that condom use
promotion is still a part of the Ugandan HIV campaign strategy. I also analysed the
proposed HIV/AIDS education curriculum that formed part of the data corpus of this study.
Indeed, although the students will be taught about condoms and their safety, the sub-text
encourages them to abstain, hence confirming James’s statement: “now when it comes to
our age, the first thing is abstinence and then maybe condom use”. The Minister of
Education has posited that abstinence is encouraged but the office recognizes that some
adolescents are sexually active and need to know about condoms (MOES /PIASCY, 2005).
In general the students accessed information predominantly from Straight Talk. The
students found the newspaper a very central source of information for adolescents. The
students also indicated during the group discussion in August 2005 that easy access to other

sources of information was not possible. This is exemplified in this excerpt below:

The <challenging thing is that we are at school, we don’t have
enough time to maybe listen to radios and T.V. and yet they have
lots of programs teaching about issues we are interested in. In
addition to not having enough time, some of us don’t have access to
such facilities because we are living in the hostels. [Maureen’s

comment during the WGD, Aug, 29" 2005].
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It is important to mention that students made an effort to access information from radios,
televisions and healthcare centres as outside sources to school-related information access
points. The information the students accessed was conveyed in English although there are
some radio programmes that communicate health related information in local languages.
The next theme discusses the communicative modes used in conveying health related

information the participants in this study accessed.

4.2. Modes and motivation for accessing information

In examining the kinds of information concerning health literacy, HIV/AIDS and
gender that students in this study accessed, the style in which the information was
presented caught my attention. The manner in which the students noted the information
demanded an understanding of the methods of knowledge communication. The students
had accessed information through stories, a proverb, or an anecdote. The stories and
anecdotes were common in all the students’ journals but a comment on one proverb
appeared only in Phillip’s journal.

a) Use of stories to communicate health-related information

The participants had written stories on various health related topics in their journals.
This demonstrated that these students were accessing media that used stories to discuss
pertinent health and HIV/AIDS issues. Stories extracted from Gina’s and Tracy’s journals
are used to illustrate how people in Uganda were taught about tuberculosis and

antiretroviral drugs (ARVs) respectively. The story on T.B. was as follows:

TB had eaten some of Andrew’s bones and they had to be removed
I made the call to Gulu after a long time and Andrew answered

the phone. “Jackie is at the hospital, I am here with Daniella,” he
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said. In the background, I could hear the three year old Daniella
happily rhyming away. Under normal circumstances, Andrew would also
be away at Gulu independent hospital working on dental patients.
But for 18 months, he had experienced a near to death brush with
tuberculosis of the bones and was forced to stay at home in a
wheelchalr babysitting Daniella. Jackie says it is a miracle that
Andrew is able to move his limbs again [..]

Eighteen months ago, I received a desperate SMS [phone text
message] soliciting for prayers: “please pray for Andrew, he cannot
move, he 1is in hospital.” Jackie remembers Andrew returning from
work and complaining of serious chest pain [..]. The next morning,
Jackie rushed off to work and left Andrew in bed since it was a
Saturday. When I returned home, I found the house still a mess [..]
I knew something was very wrong with Andrew. They rushed to Lacor
hospital where some tests were done and they were referred to
Mulago [..] Dr. Naddumba, a bone specialist at Mulago put Andrew on
three weeks treatment to stop the spread of T.B. and recommended an
operation. “He told me that T.B had eaten some of Andrew’s bones to

powder and they had to remove the affected bones,” Jackie says [..]

The story continues for a while and Gina mentions that the story was adopted from the New

Vision newspaper. After the story, there is a discussion on the facts about T.B. presented by

one of the doctors from Mulago hospital in Uganda. The doctor talks about symptoms, and

who is at risk of T.B. infection, and then discusses the types of treatment. The doctor’s

(Beyeza) dialogue on treatment in response to the story, is worth mentioning.

Beyeza says T.B. of the bones can be treated with antibacterial
drugs like 1isoniazid, rifampin, pyrazinamide, ethambutal and
streptomycin or surgery. Drugs are prescribed for between six and

eight months. “T.B. does not eat up bones. Tt is cancer. In most
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cases, a combination of medication and surgery will lead to over

4

98% of cure,” says Beyeza. In Uganda, T.B. treatment is free.

[Excerpt from Gina’s journal, Jan, 2007; emphasis mine].

What was significant in this excerpt is the underlined statement “T.B. does not eat up
bones. It is cancer.” It was significant because the title of the story was “TB had eaten
some of Andrew’s bones and they had to be removed.” Obviously the doctor intended to
make sure he corrects the misconception communicated in the story. In general, the story
was used to educate people about T.B. and to remind them that treatment is free.

The story on ARVs as extracted from Tracy’s journal was as follows:

Proscovia’s mother died when she was 13. She was the one in the
hospital washing and taking care of her. Her mother didn’t tell her
that she had HIV but she found out from her dad. Her mother died
when she was doing P.7 in 2000. In those days we did not have ARVs.
Proscovia’s brother died when he was 8 in 2001 and her sister died
when she was 6 in 2002.

Proscovia was born with the virus but she lived without falling
sick until she reached S$.2. She got very sick. She had T.B. and
malaria. Boys started calling her “sick girl”. She took it simple
but reported to a teacher and this teacher talked to them and they
stopped... She has then been talking to straight talk to help others
in her situation. When boys come to her, she tells them that I am
not ready for a relationship but she can still chat with them.

[Extract from Tracy’s journal notes, Feb, 2006]

The above story was copied from the February, 2006 Straight Talk newspaper, which was
sent by the participants as an artifact for the study. The story was followed with some

factual points presented in question and answer format as shown below:

Q: What are ARVs?
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A: ARVs are a combination of usually three drugs. The different
drugs attack the virus at different points.

Q: When should you start?

A: When your CD4 count is below 200. If your immunity is still
high, you do not need them.

Q: What happens if you take ARVs before your CD4 count drops to
2007

A: You increase risks of poisonous side effects and resistance to
ARVs. You also waste your money on these drugs.

Q: How much do ARVs cost?

A: The cheapest one 55,000 Ug. Shs a month [$ 40 US p.a.]. Some

centres have free ARVs.

It was evident that the information providers were underscoring the information that the
adolescents were supposed to understand from the story by including this Q and A section.
The questions were not from the participants but from the information providers.
b) Using a proverb

Phillip writes about a proverb he heard while young and how it had made him

develop a misconception about Parkinson’s disease. This is what he wrote in his report:

After a long time of unknowing, I have finally found it to be
Parkinson’s disease. When I was young, I was made to believe that
trembling of hands in some old people is because that person has
ever touched his mother-in-law, which is a taboo in the African
culture (Bugisu). I was made to believe that it attacked in most
cases only men. Contrary to what I had believed, in my research, I
have come to know that it is a disease of the nerves. It is due to
lack of a transmitter chemical called dopamine which helps transmit

signals from one nerve cell to another at a junction. This results
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into failure of the nerves which move muscles to function well. It
is also said that it is brought about by drug abuse.

[Excerpt from Phillip’s December 2005 report].

The information on Parkinson’s disease was adapted from the “New Vision” March 2"
2005; under the health column. The proverb in this case concerns the relationship between
son-in-law and mother-in-law. In my experience, and as one coming from Bugisu, it was
easy to identify which proverb Phillip was referring to. As children, we were cautioned
never to get close to an in-law because it is an abomination. We were also told that
whoever breaks this law will be found out because there would be involuntary muscle
movement (trembling hands). So people were careful not to break this moral law. The New
Vision however used the proverb to educate people about Parkinson’s and Phillip gained
from this method.
¢) Communicating through anecdotes

Sometimes the information the students accessed was in anecdotal form. I use

Karen’s journal entry for illustration.

There is a common belief that too much shopping before the baby is
born 1is not good, yet expectant mothers need to plan and stock up
on their baby’s requirements before hand as they will be too busy.
The truth is there is no bad luck attached to shopping for all your
baby things before you give birth. I know many people, including
yours truly who have done all their shopping and survived to tell
the tale after childbirth. It is just that in the olden days when
infant and maternal mortality were rampant, expectant mothers did
not want to raise their hopes too high just in case the mother or
baby didn’t make it home from the delivery room.

[Excerpt from Karen’s journal, January 2007].
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In general, the media from which the students are accessing this information is
enabling those with a reading culture to stay in touch with traditional learning approaches
like story telling, use of proverbs, and anecdotes. As Kanu (2006) observed, anecdotes are
used to promote appropriate behaviour without directly criticizing the individual. This
seemed to be the intent of the anecdotes used and noted by the students. Although the
author 1s attacking a traditional belief, he/she is doing so in a covert manner and this is
demonstrated through an explanation of why shopping for babies was not done in olden
days. In other words, the author of the article acknowledges that the anecdote had merit in a
particular context but in the present, there is a need to revisit its purpose. In modern times,
there are more live births compared to what used to be in the past; time is of essence
because many people are living and working in urban areas, away from their extended
families; and other family members are also busy. Therefore parents need to prepare early.

The fact that students copied these stories and anecdotes required investigation into
their motivation for accessing information through these modes. During group discussions
held on the 31% of January 2007, the students commented generally on the power of

traditional communicative modes and this is what they said:

INT: I am interested in understanding whether using traditional
modes like drama, singing, stories, are good for educating people
on health related issues. What do you think about this?

Tracy: Traditional communication like drama is good because it
teaches you a lot of things. For example, you learn about AIDS and
then also other things at the same time. For example, how people
are suffering and why it is good to abstain.

Sarah: Me I 1like traditional communication especially singing,

dancing, and drama because it makes learning lively.
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James: O.k. me I found drama. At school we have that club that is
called ACYC and there 1is also straight talk. You find that in
drama, there are some things you laugh at maybe demonstrating some
behaviour. There are some things that are educative and funny.
Karen: I also like drama and singing because it is lively.

Flavia: I like singing and stories because they make it easy to
understand the information, not like in text books.

INT: Oh really? Flavia you hardly talk. Can you really perform?
Flavia: Yes. I like singing those traditional songs. Besides we do
it in a group and others sing with you.

Timothy: I agree with Flavia. Stories are easy to follow.

Petero: Even me I find stories interesting.

Phillip: I like drama and stories because they are entertaining.
Donald: Just what the others have said. I also like traditional
ways because the information is like entertainment.

Gina: I like drama and stories. The information is interesting.
Maureen: I also like =singing and stories Dbecause they are
entertaining.

Joshua: Girls usually like traditional ways like dancing and so
they go for drama. For me, I can read anything but I like when
stories are written, for example in newspapers.

INT: What do the others think of Joshua’s comment?

Timothy: Boys are just shy, but also boys are active like in the
AIDS club. So it is not just the girls.

Karen: Maybe that 1is where girls find they can be a part of the
educative process because in drama, you are teaching others.

All: Yeah, maybe that is also a factor.

Sarah: It [performance] perfects our body and English.

[Excerpt from group discussion, January 31°° 2007].
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The common theme in all the students™ responses spoke to the entertaining and yet
educative power of traditional modes of communication. Through this discussion, I
deduced that students’ copied down the stories because they found them interesting, lively
and educative. Analysis of the proposed HIV/AIDS curriculum revealed that each topic
will be either preceded by a story or concluded by an anecdote. This suggests that the
curriculum developers recognize the power of stories in knowledge development. Although
Joshua brought up a gender dimension, it was apparent that many of the participants had

not thought about gendered preferences although Karen had a plausible explanation.

4.3. Discussion

This section extends the findings into larger discourses on health literacy,
HIV/AIDS, and gender, embedded in existing literature. The findings revealed that the
students accessed and reported information on health literacy, HIV/AIDS, and gender that
were relevant to them as adolescents. The information that related to self-esteem,
empowerment, and sexual health responded to particular social needs of the students. For
example, the female participants reported that information on menstruation was timely
because some of them (especially Rose and Flavia) had questions on the subject. The male
students also learned about wet dreams and related myths, which enabled them to
understand their own challenges and experiences as boys. The content of the information
also addressed a cultural and social problem — knowledge gaps among youth that put them
at risk (Burns, 2002). As reported in the findings section, the students learned about their
rights and accessed pertinent information on sexual health, a topic that is highly taboo
(Burns, 2002; Kinsman et al, 2001). There is evidence of transcendence of this cultural

barrier although it is the media and not the teachers that are providing the information.
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The findings in this study have indicated that students in Uganda access information
on health literacy, HIV/AIDS, and gender predominantly through print media in the form
of “Straight Talk”, “New Vision”, or “Monitor” newspapers. The school purchases the
national newspapers and also receives Straight Talk every month. These papers are printed
in English, the official language for public communication in Uganda. In addition to these
newspapers, the students accessed information from their school-health and HIV/AIDS
curriculum, radios, televisions, occasionally from computers, and healthcare centres. The
information from these other sources complemented what the students had accessed
through print media although the healthcare centres provided details on HIV/STDs.

The literature has suggested that the media and language used for disseminating
health, HIV/AIDS, and gender-related information in Africa has led to knowledge gaps
especially among unschooled women and youth (Kendrick & Mutonyi, 2007; Kickbusch et
al, 2002; Majalia, 2004; Morrison, 2003). The gaps occurred because information
dissemination has been done through schools (curricular and non-curricular sources), print
media, and ICT, and communicated in English (Madzingira, 2001; Nutbeam, 2000). This
approach to information dissemination favored the rich, the schooled, and those who can
read and write in English (Madzingira, 2001). Uganda, like any other developing country,
has embraced the technology-age and therefore dissemination of information on health
literacy, HIV/AIDS, and gender has utilized these modern media (Edejer, 2000; Mayanja,
2002; Mushengyezi, 2003; Mutonyi & Norton, 2007; Pillsbury & Mayer, 2005). In
addition, schools still remain a major avenue through which people access information, and
English remains the official language of Uganda, and therefore most of the communication

on health, HIV/AIDS, and gender issues uses English.
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However, even with the advent of technologically-based information
communication, traditional methods of teaching can be used to promote better health
practices. As illustrated in the findings, there are leading examples of how traditional
methods like story telling, proverbs, or anecdotes can be used to scaffold people’s learning
process. This is similar to what Kickbusch (2001) observed as the purpose of
communication in health literacy promotion. Kickbusch argues that the communication
mode should be able to utilize traditional methods of education that communities readily
identify with, and therefore can take ownership of. From the data, it can be argued that the
media is attempting to ensure that traditional practices are not discarded in favour of
modern methods but are used alongside or are appropriated to promote health literacy.

The findings also reveal that Straight Talk is ensuring that young people access
accurate information through using experts to build on what had been discussed. The
concern with accuracy of the information relates to studies that have highlighted the
misconceptions and beliefs that have contributed to the spread of the HIV/AIDS epidemic.
The beliefs like having sex with a young virgin will cure one from HIV/AIDS (UNESCO,
2001) and the myths surrounding condom use (Kickbusch et al, 2002), have contributed to
the vulnerability of women and girls to HIV/STD infection. Therefore, the international
funding agencies have demanded that governments in developing countries provide
accurate information and educate communities on better health practices (IDRC, 1997;
UNAIDS, 2005; World Bank, 2002). The argument is that people have knowledge gaps
because they do not access accurate information, so governments should increase access to,
and use trained personnel like doctors to provide health and related information to

communities (World Bank, 1999, 2002).

130



The study findings indicate that Uganda is responding to this assertion by World
Bank (1999, 2002) because most of the information that the students accessed was
provided by medical personnel (see 4.2.1) and by experts on adolescent health matters. In
addition, the information on condoms addressed the common myths surrounding their
safety against HIV/AIDS infection as reported above. The section on sexual health
information (figure 2) provides an example of how young people were taught visually how
to wear a condom. The information on T.B. (Andrew’s story) and ART (Proscovia’s story)
were very detailed. In general, students accessed health literacy, HIV/AIDS, and gender-
related information aimed at educating young people in Uganda so that their health
practices are improved. The information was disseminated in such a way that it catered for
the interests of young people like questions on adolescent body changes including
menstruation, wet dreams, and sexual health related issues.

Not only was the media providing taboo knowledge, the young boys and girls were
also being taught how to challenge gender stereotypes. The stories used for communicating
health information, coupled with a special focus on girls as valuable to society, provides
such an example. Gender stereotypes have been reported as one of the major contributors to
young girls’ knowledge gaps and vulnerability to HIV/STD infection (Kakuru, 2006;
Mirembe & Davies, 2001). As highlighted in chapter 2 (see 2.4.2), the low status of women
in society impacts lives of young girls who face the danger of being molested, raped or
matried off at a young age. Therefore any information that focuses on girls and their
challenges is of cultural and social relevance as it speaks to a problem within the
community and lived experiences of these adolescents. The students had accessed

information on their rights, and the Straight Talk newspaper provided a hotline that young
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people could call if they had been victims of sexual abuse. Henry (1995) has posited that
through Straight Talk, young people in Uganda are learning to escape gender stereotypes
(see also Kickbusch et al, 2002). The findings of this study therefore corroborate these
earlier findings because the students accessed the information on gender and adolescence
mainly from the Straight Talk newspaper (see also Asera et al, 1997).

Analysis of both Andrew and Proscovia’s story indicated that the storyteller or
writer aimed at highlighting social issues that have impacted the HIV/AIDS preventive care
strategies in Uganda. Research has shown that T.B. has become the most dangerous
opportunistic disease attacking those with low immunity or HIV/AIDS (MoH, 2006). The
resurgence of T.B. has been noted in sub-Saharan Africa and therefore awareness
campaigns have to be done (UNAIDS, 2007). This perhaps explains why Andrew’s story
was used to let the larger populace know about T.B. and to be vigilant. In addition, the
story was meant to let people know that they can access free T.B. treatment.

In a similar vein, Proscovia’s story addresses the issue of stigma that is reported as
impacting the spread of HIV/AIDS in Uganda. Studies have posited that many women fear
to know their HIV/AIDS status because of the stigma associated with the disease (Baylis,
2000; Castle & Kiggundu, 2007; Kickbusch, 2001; Kickbusch et al, 2002). Therefore the
media is using a female character (Proscovia) to address the problem of stigma and
covertly speaking to men’s behaviour towards infected women. This was deduced from the
sentence, “Boys started calling her “sick girl. ” No girls are implicated in the story and yet
the setting of the story is a co-educational school. I therefore interpreted this as an attempt
to draw the boys’ attention and other readers, to the stigma faced by women, and challenge

the boys (and girls) to think differently about infected persons. Perhaps the author of the
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story in this Straight Talk edition, wanted to let young people, especially the boys, to
understand that the stigma towards women is a bad practice and needs to be stopped.

Also, the story challenges girls to know their HIV status and to live positively given
that Proscovia is used as a role model to young people. Again I interpreted this as the
author’s attempt to introduce a public life issue (women’s fear of knowing their status) to a
young audience so that they begin to grapple with the ramifications. In addition, the story
empowers girls by portraying Proscovia as a leader and peer educator on matters related to
HIV/AIDS, stigma, and positive living. Proscovia is described in the story as a career-
oriented woman and this speaks to issues of gender and equality.

The findings also revealed that the cultural and social practices of the people were
taken into account when designing the information on health literacy, HIV/AIDS, and
gender. This was evident in the section 4.2 that reported on modes of communication. The
information providers drew upon the traditional knowledge systems like the use of stories,
proverbs, and anecdotes to educate young people and the general public on issues related to
health literacy, HIV/AIDS, and gender. These forms of communication maintained the
indirect way communities talk about issues. As Kanu (2006) pointed out, stories, proverbs,
and anecdotes are used in traditional societies to teach young people social and moral
behaviour. Boateng (1983) suggested that the use of stories, proverbs and anecdotes
ensured that the young and old people arrived at the same understanding of the issue under
discussion (see also Rogoff, 2003). This aspect was ensured through having a medical
doctor’s comment and a Q and A section at the end of the stories (see, section 4.2. above
especially the stories). In this regard therefore, the modern media is transforming the

traditional mode to suit current methods for education. Traditionally, the young people
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would have been told the story and allowed to arrive at their own conclusions on the moral
purpose of the message (see Boateng, 1983; Dei, 2000; Rogoft, 2003).

The stories showed the blending of traditional and modern cultures although it also
demonstrates the changing African culture. That is, in the T.B. story, the writer includes a
person requesting for prayer and then medical treatment. Geest (1997) posited that in
African communities, there is a belief in supernatural interventions for physical healing and
many people consulted traditional spiritualists for treatment. Geest noted that with the
advent of Christianity, prayer is seen as a direct substitute to this practice and therefore it is
not uncommon to find as many pastors and priests as there are doctors in hospitals. In this
story, therefore, there is the recognition of the belief in prayer but with salient instruction to
seek medical attention as well. The story shows that many people are moving away from
the practice of consulting traditional spiritualists by embracing Christianity or Islam and
using modern medicine. Furthermore, Jackie is not portrayed as a stay at home mother
(traditional role) but a working woman (a doctor) who at the moment is the breadwinner of
the family as Andrew is incapacitated by T.B. This in a way highlights the importance of a
partnership in marriage through educating women.

Further analysis of the data indicates that the African traditional knowledge systems
(Kanu, 2006), detailed in Chapter 2 of this thesis, have been utilized in educating the larger
populace and young people about health literacy, HIV/AIDS, and gender. Communalism
and caring for the social well-being of others was achieved because the media like Straight
Talk, New Vision, and The Monitor, have created a virtual community. The young people
are encouraged by Straight Talk to share their experiences and ask questions, and through

this sharing, many adolescents are able to learn about what is happening in the lives of their
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counterparts in other regions of the country. Actually, Proscovia is not a fictional character;
she told her story to a fellow student in an interview for the Straight Talk February 2006
edition. Proscovia’s picture is included in the newspaper and so the students who accessed
this i1ssue know that her experience is real. A virtual community is being developed because
the students were encouraged to write to Straight Talk to show their support for Proscovia
and her work as a peer educator on HIV/AIDS and the fight against stigma. As Boateng
(1983) suggested, the traditional knowledge systems included lived experiences so that
young people learned the importance of community. This tradition (using real incidences)
seems to have been drawn upon in relation to providing young people with a living
example of someone within their community who needs their understanding and support.
However, some researchers have suggested that there should be an introduction of
the community into schools, and schools into the community in order to re-establish the
links between indigenous knowledge and young people by using indigenous
communicative thought in schools (Dei, 2000; Kanu, 2006; Wright, 2000). This suggestion
is in response to the observation that many parents are not involved in the learning process
of their children and that young people have lost connection with their social context
(Boateng, 1983; Nutbeam, 2000; Kanu, 2006). Although the students accessed information
through stories, proverbs, and anecdotes, there was no evidence that these methods were
being used in schools. Therefore I support Wright’s (2000) suggestion that parents and
young people should be involved in the gathering of stories to restore parental and
community involvement in students’ learning. From the data, it can be concluded that
Uganda has to balance the methods of information dissemination in order to address the

issue of community involvement in adolescent health matters.
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4.4. Conclusion

This chapter presented the findings that responded to the first research question of
this study. The question aimed at understanding what kinds of information students in
Uganda access, and to establish whether or not the information met the knowledge needs of
the youth. From the discussions above, it is evident that the information is designed to meet
the knowledge needs of the youth. The youth were able to access taboo knowledge (sexual
health information) through Straight Talk. The students also learned about their bodies,
their rights and other pertinent information that enables them to maintain their health.

In relation to utilization of available resources (Silver, 2001), the findings revealed
that the information providers have used stories, proverbs, and anecdotes to scaffold young
people’s knowledge construction on health, HIV/AIDS, and gender. The media used is
locally managed and the information providers are practitioners within the country. In
regard to taking into account the economic status of the communities (Kickbusch, 2001),
Straight Talk is distributed freely to secondary schools. This is meant to boost the number
of young people who have access to important information such as sexual health. The
participants’ comments on indigenous modes of communication indicate that the use of
stories, proverbs, and anecdotes was important and catered to their interests. The use of
these traditional communicative modes by modern media to educate the youth about better
health practices provides an example of how these modes can be used to promote
traditional approaches to teaching. This will serve as a preservative of indigenous cultural
practices.

The next chapter (Chapter five) examines the factors that contribute to health

challenges faced by young people in Uganda today.
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CHAPTER V

5.0. FACTORS IMPACTING THE HEALTH PRACTICES OF ADOLESCENTS

This chapter provides the students’ perspectives on the factors that contribute to
health, HIV/AIDS, and gender-related challenges faced by young people in Uganda today.
The findings presented respond to research question 2 of this study, which is: “In the
students’ view, what are the factors contributing to health and HIV/AIDS related
challenges faced by young people in Uganda today?” The purpose of this question was to
provide youth with an opportunity to articulate their views on what factors impact their
health practices and life chances. The question responds to the observation made by
Jaminez that: “Parents do not represent the views and aspirations of young adults like they
do for younger children” (World Bank, 2007 p. 23). As detailed in my literature review
(Chapter 2), research shows that there are numerous factors that contribute to the poor
health of young people. These factors include knowledge gaps on sexual health matters that
expose sexually active young people to the risk of HIV/STD infection, or pregnancy in the
case of girls (Burns, 2002), gender inequalities (Kakuru, 2006; Mirembe & Davies, 2001),
poverty, social and cultural practices (Kickbusch et al, 2002 UNAIDS, 2001; UNESCO,
2002). Therefore, the question was designed with the intent of establishing whether some
of these known factors have been addressed.

Most of the findings presented in this chapter are from the life history interviews,
focus group discussions and questionnaires (especially Q1 & Q2). The findings are
discussed under four major themes: (i) peer pressure, (ii) rural-urban knowledge divide,

(iit) socio-economic background, and (iv) social and gender norms.
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5.1. Peer Pressure

During the life history interviews, the participants were asked to mention any
challenges that impact adolescent health practices. All the students mentioned peer pressure

as a major challenge. The responses were as follows:

Rose: Sometimes we get into bad groups and are forced to have
boyfriends or girlfriends, in case of the boys.

Gina: Peer pressure, whereby, your friends tell you about their
boyfriends or girlfriends and pressure you to also get one. This
can lead someone to get HIV/AIDS.

Donald: There is the problem of peer pressure where you get into
bad company, go to night clubs, drink, have sex and through this,
you get HIV/AIDS because you don’'t remember to use a condom.

Petero: There are some boys who get into bad groups, and get girls.
Some of them even can get HIV/AIDS.

Joshua: Peer pressure. There are some people who are in bad groups.
So these people start getting into trouble like having sex and it
can lead to HIV/AIDS.

James: The pressure to get girlfriends because everyone has one.
Timothy: Peer pressure where some boys have started misbehaving and
taking bad drugs, and are even not studying hard in school.

Maureen: The boys face the challenge of peer pressure, like having
a girl friend, and this can lead to HIV/AIDS.

Flavia: For the boys, the challenge is peer pressure. They get into
bad company and even have sex and can get HIV/AIDS.

[Excerpts from life history interviews, Feb, 13 & 14, 2006]

From the students’ explanations, peer pressure seemed to have greater impact on the

boys than it did on the girls in this study. One of the interview exchanges held in February
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2006 is used to illustrate why the boys felt peer pressure is a major factor in adolescents’

health practices:

Timothy: O.K. as boys grow up they face a number of challenges of
which some of it is related to peer pressure. Some of the bad
members encourage their peers to maybe go to night clubs, discos,
and have sex. The boy himself might get HIV or be imprisoned for
impregnating a girl below the age of 18 years.

INT: So the peer pressure 1is the major challenge?

Timothy: You can even get some boys they can encourage you, if you
don’t do what they want they can just organize maybe to beat you
up. Even I had my friend called junior. We stayed with him but then
there was a time he was tempted. Friends lured him into smoking and
he has turned out to be an expert marijuana smoker. But of recent,
I was told that he almost ran mad; he uses that very drug that his
friends told him to use.

INT: Is that cigarette or marijuana? What is the drug?

Timothy: O0.K. they mix cigarettes and marijuana

INT: So these are big pressures

Timothy: Big pressure from most of the friends some of them are not
good.

INT: Do you have peer pressure? Do you have people who ask you to
do what you don’t like?

Timothy: Yeah
INT: What kind of things do they ask you to do?

Timothy: For example, if they have friends like girl friends, they
encourage you to also have. But I stand on my principle to abstain.

INT: Oh really? So you want to abstain? So why do you think it is
important to abstain?

Timothy: By abstaining some of these diseases, unwanted pregnancy,
and imprisonment, can be avoided.

[Life history interview, Feb, 13, 2006]
In Uganda, there is a defilement law that punishes any male who impregnates a girl
under the age of 18 years. That is why Timothy talks about imprisonment of boys. To

Timothy, peer pressure is very present in the school and the other students felt that it is one
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of the reasons some people engage in early sex. It was common to read in the boys’
responses to questionnaires and monthly reports, issues regarding peer pressure and bad
behaviour. Even though the girls mentioned that peer pressure was a major factor in
adolescent risk behaviour patterns, they argued it in terms of poverty. The girls’ responses
are therefore discussed under the theme on socio-economic background.

In general, peer pressure was experienced more by the boys and the pressure
centered on having girl friends and engaging in sexual relationships. As Timothy stated,
these practices expose one to diseases, and possibility of impregnating their girlfriends.
This can lead to the unintended consequence of being imprisoned, or dropping out of

school for both the girl and the boy.

5.2. Rural-urban knowledge divide

Four students’ in their Q2 responses suggested that sometimes location and its
impact on information access is a central factor that contributes to health, HIV/AIDS, and
gender-related challenges faced by young people in Uganda. The students suggested that
young people in urban areas have more knowledge on critical health issues compared to

their rural counterparts. The Q2 responses by the participants are provided below:

Sarah: The information needs of adolescents will only vary with the
community that the youth comes from. For example youth in the urban
areas tend to get more information compared to rural teens.

James: Yes there 1is enough sexual health information but the one
limitation is that communication. E.g. most youth are 1lliterate and
most of this information is written e.qg. Straight Talk magazine.

Petero: In our village, most of the adolescents don’t know English and
you find that most health talk shows on radios and TVs are presented
in English. Some parents are also shy to educate their children about
issues of sex.

Joshua: There are many sources of -information such as radios, newspapers,
televisions and magazines which have programmes and written ideas on
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sexual health. Those in school and live in urban areas can access this
information compared to those in the village.

[Excerpts from Q2, January, 25" 2007].

The above responses provide an understanding of how the mode and language used for
information dissemination can become a limitation to promotion of better health practices.
As mentioned in the previous chapter (Ch. 4), some studies have suggested that
there is a growing knowledge divide between the rural and urban populace in most
developing countries (Morrison, 2003; World Bank, 2002). This is because most of the
health information is communicated through print media and other modern technologies,
which some communities cannot afford (Kendrick & Mutonyi, 2007; Madzingira, 2001).

The above responses from Sarah, James, Joshua, and Petero corroborate these findings.

5.3. Socio-economic background

The data also revealed how a person’s socio-economic background can impact the
health practices of young people. The focus group and questionnaire responses showed that
the socio-economic status of the family impacted the girls more than the boys. Some of the
responses from the students will be used to provide an understanding of how the socio-
economic background of the family impacts young girls’ health and related practices.

During the FGDs with the students, Joshua stated that:

Now if you come from a poor family, you have not had breakfast, how
can you concentrate at school? Sometimes you Jjust have to look for
somewhere to get money and sugar daddies are the answer.

[Excerpt from FGD, Feb, 15th, 2006].

In this excerpt, Joshua argues that girls from poor families are most likely to engage in sex

in exchange for money because the girls want to meet a basic need, buying some food.
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Five of the 12 students suggested that sometimes it is competition that drives the
girls to engage in sex with sugar daddies in exchange for money. Rose provided some

understanding on why girls from poor families are tempted to exchange sex for money.

Because like we come from different families, there are some who
come from rich families, some who come from poor families and some
from moderate families. Now, in the hostel, there are many things
vou don’t have, and your friends have come with all things you need
in the hostel. For example you, brought sugar and something like
g.nuts [peanuts). Now you find that you feel small. You feel you
are not fit to live in such an environment. So you don’t feel
comfortable. Sometimes girls get tempted to get men so that they
become equal with their friends.

[Life history interview excerpt, Feb, 14, 2006).

Rose was talking about the hostels in which girls reside during the school term. As
explained in the methodology chapter (Ch.3), Mulembe High school is a non-residential
school, but the students who come from afar, reside in hostels. Rose is one of the students
whose parents opted to pay hostel fees so that she could live near the school.

The issue of “sugar daddy” relationships was pursued in the life history interview
with Sarah. The question was “do girls have sex in exchange for school fees? This was

Sarah’s response:
Going out just because of school fees, a few of them give in to sex
just because they want to get school fees. But you can get about 6
out of 10 giving in for sex just because they want to get expensive
things, get money to buy powder, those make-ups. The reason I say

that is, when you get school fees and pay, the parents will ask
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you, where did you get the school fees? But when you buy these
small things, they [parents] do not know.

[Life history interview, Feb 14, 2006).

In this statement, Sarah suggests that sometimes the girls engage in sexual relationships in
exchange for money but ensure that their parents are not aware of this. Some studies have
posited that girls exchange sex to get school fees and sometimes the parents consent to this
practice (see Jones & Norton, 2007). However, in this study, the participants said that most
young girls do not even want the parents to know that they are sexually active.

The students then suggested that youth in urban areas are most likely to engage in

sexual relationships compared to their rural counterparts. This is what Tracy said:

Actually girls who are not at school sometimes are not at very high
risk because they live their simple life. They go in for jobs like
house girls (maids), they earn their 1living, and they get some
little amount and buy what they want.

[Life history interview, Feb, 14, 2006).

For these students, girls in the rural areas do not have the competition that urban girls face.
In addition rural girls have more parental guidance compared to the youth living on their
own in the urban area. In the village, “there is less freedom and idleness as the youth are
occupied with farm work or household chores respectively” (Flavia’s Q2 response).

The students then talked about how the rich people commonly referred to as “sugar
daddies” take advantage of young people and lure them into sexual relationships. These
cross-generational sexual relationships or what the students called “something for
something sex” are considered a major factor in the high spread of HIV/AIDS (UNAIDS,
2001). It is important to point out these kinds of relationships are not considered as

prostitution because they are clandestine or in the students’ words “these people don’t stand
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on the streets selling their bodies like the prostitutes.” In general, the socio-economic
background may influence a young person, especially girls living in hostels or in urban

areas to engage in “something for something sex.”
g

5.4. Social and gender norms

The students suggested that some young people, especially those who are out of
school, face the pressure of early marriage compared to those who are at school. For the
boys, parents may think they are of age and so encourage the boys to marry. For the girls, it
is usually related to traditional understanding of the place of girls in the community, and
early pregnancy that forces the parents to marry them off. Three participants eloquently

explained the role of social gender roles and their responses are used below:

James: Some of these boys when they reach schools, the parents may
fail to pay school fees. So the boys end up marrying at an early
stage. And in that marriage the boys face problems like they
cannot provide the basic needs for their family.

Sarah: In most cases parents treasure boys more than the girls. You
find that in terms of any income generating activity they give
that activity to the boys and the girls do housework. There is
no income generating activity which they are allowed to do. When
you come to schools like this, girls are few just because they
are affected right from the background. Some of them are not
considered. Most times they consider boys. At times they force
these girls into marriage. They are forced to marry while they
are still young so that they can pay dowry for the boys to go to
school.

Phillip: You know some parents still believe in the olden days,
they say such girls they can get spoiled so they should get
married but actually those parents who know the need and the

importance of education they have managed to take their girls to
school and some of them are excelling.

[Excerpts from FGDs, Feb. 15 & 16, 2006].
Although Sarah argues that girls are often married off so that the school fees for boys are

paid, James thinks that lack of school fees also affects boys and they end up marrying.
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Phillip on the other hand brings the issue of early marriage into perspective by pointing out
that girls” education is impacted by the parents’ attitude towards education.
In order to provide some understanding of the issue on early marriage, an excerpt of

an interview with James is provided below:

INT: Why do people marry early?

James: Actually consequences that come their way. You cannot
explain to parents and they understand that this boy can
continue studies, so this causes early marriage. For then
[Parents] when the boys reach a certain age, they say marry
instead of spending money on schooling.

INT: What about the girls?

James: Then also you find in these rural areas to the side of
girls, they are forced to marry early. Some of these parents are
interested in bride price, yeah they don’t know about education.
Some of them indeed have never gone to school now to educate
them about education; it is very hard for them to understand.

[Life history interview excerpt, Jan 13 2006].

In this interview, James explained how social and gender norms impact both boys and girls.
To provide some context to James’s response, James comes from a community that
practices circumcision as a ‘rite of passage’ to adulthood. In most cases, after such
ceremonies, the boys are declared men and are encouraged to marry (see Fuglesang, 1997).

The issue of dowry and women’s social status has been one of the contentious
issues especially in relation to the fight against the spread of HIV/AIDS. It is argued that
many women are in bondage and abusive relationships because of the practice of dowry
where a woman is not allowed to leave an abusive husband (HRW, 2002). As mentioned in
chapter two, some families in Uganda have stopped asking for dowry (Byamukama, 2006).

Some students are aware of this as exemplified in this conversation with Gina:

INT: So tell me a little bit about dowry for girls. Do all parents
get dowry or is it just in the rural areas?
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Gina: They [Parents] get dowry and the man can like give you only
two cows. And there are some parents who Jjust give out [their
daughter] saying that if the girl reaches there and you mistreat
her, she will come back. He gives you [out] for free of charge
so that if you are mistreated, she will come back.

INT: So if a husband pays dowry for the wife, then she has to put
up with anything that happens. If a husband doesn’t pay dowry
for the wife, does that mean if mistreated, she can come home?

Gina: Yes.

INT: So the family says O.K. you don’t pay dowry, but 1if vyou
mistreat her, she will come back. But what happens if a man pays
dowry, and the wife is not happy, she has to just stay there?

Gina: Yes.

INT: So does it happen that in each marriage you have dowry?

Gina: No. It is just that it is the parents of the girl to decide.

[Excerpt from life history interview with Gina, Feb 14™ 20067 .

From this interview, it is apparent that Gina knows the changing dowry practices.
However, from the previous quotes from Phillip, James and Sarah, it is clear that some
parents use dowry as a source of income. These are the families that practice early
marriages and have not yet embraced the value of education for their daughters.

Generally, the students suggested that social and gender norms like early marriage
and dowry are a problem for young people in Uganda today. The students thought these
practices are common in the rural areas especially if the girls are not in school although
sometimes those in school can be married off if their parents cannot afford to continue
paying their school fees (see Jones & Norton, 2007). The students suggested that young
people who marry at an early age usually are caught up in the vicious cycle of poverty (see

James’s response) and cannot cater for their families very well (see also Kakuru, 2006).
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5.5. Discussion

Numerous studies have reported how peer pressure, knowledge gaps between rural
and urban communities, poverty, and gender inequality; impact the life chances of
adolescents (Amuyunzu-Nyamongo et al, 1999; Ankrah, 1991; Burns, 2002; Jones &
Norton, 2007; Kakuru, 2006; Kinsman, Nyanzi, & Pool, 2000; Mirembe & Davies, 2001,
Nyanzi et al, 2001; Twa-Twa, 1997). Most of these studies have detailed how the above
factors impact the life chances of girls in Africa generally or Uganda in particular (Burns,
2002; Jones & Norton, 2007; Kakuru, 2006). However, few studies have documented how
young boys are impacted by these factors (Gupta, 2000; Mirembe & Davies, 2001). The
findings presented in this chapter therefore build on the existing literature on factors that
impact young people’s health practices and life chances, and makes a particular

contribution to research that highlights the challenges faced by adolescent boys.

The students in this study suggested that peer pressure impacts boys more than their
female counterparts. Mirembe and Davies (2001) found that boys experience peer pressure
in the form of proving their masculinity by their sexual experiences. The male participants
therefore corroborate this finding as Timothy, Phillip, and Petero all stated that they had
been pressured by peers to have a girlfriend or have a sexual relationship. However, the
male students said that they have chosen to abstain, just as the campaign against HIV/AIDS
in Uganda suggests. The boys also suggested that social norms like early marriage impact a
boy’s life chances. James mentioned that the boys, who are encouraged into early marriage,
especially after circumcision, are usually economically unable to sustain their families and

therefore the young family gets trapped in the vicious cycle of poverty. The UNFPA (2007)
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has found that most of these young boys are leaving the rural areas for urban centres with

the hope of escaping the poverty trap and family expectations.

Although numerous studies have already detailed how the above factors impact the
sexual behaviour and life chances of young girls’ in Africa and Uganda in particular, I
draw on Nutbeam’s (2000) idea of “unintended consequences” to draw attention to the
“something for something sex” commonly practiced by adolescent female students.
Nutbeam (2000) commented on how most of the health policies and programs implemented
in developing countries led to some unintended consequences (see Ch. 2, sub-section 2.5.3
of this thesis). In this study, the female students suggested that most adolescents, especially
girls living in hostels, engage in sexual relationships because they want to appear equal to
their peers who come from middle-class backgrounds. The unintended consequence of
schooling is the low-self esteem young people from low-socio-economic background
develop when they live together with their friends from the middle-class. The low-self
esteem influences their choice to engage in the “something for something sex” so that these

girls can purchase items that improve their peer-status.

I remember during my secondary school years in Tororo Girls’ School (1990-1996),
the school authorities decided that all students should wear uniforms throughout the school
year as a measure to promote equality in the school. The school also banned expensive
items like necklaces, earrings and other accessories (school bags) that girls brought to
school. Some parents had complained that their daughters had developed low-self esteem
because the parents could not afford the expensive items (clothes) that their friends brought
to school. My experience however differs from that of the participants’ experience because

I was in a girls’-only residential school and not a co-ed non-residential school. Some
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studies have suggested that girls attending co-ed schools experience the pressure to show
their femininity and desirability as a girlfriend (Mirembe & Davies, 2001). In this regard,
the pressure the female participants in this study face differs from what my schoolmates
and I experienced in Tororo Girls’ school. However, the need to appear “equal” is a
common experience in both scenarios as explained by Rose: “sometimes girls get tempted
to get men so that they become equal with their friends.” In my school years, however, the
parents bore the pressure of providing these extra items for their daughters.

The issue of parental involvement is one concern I want to highlight in this study.
The participants suggested that most girls are engaging in sexual relationships to purchase
some basic items without the knowledge of their parents. This assertion speaks to another
unintended consequence of schooling. Parents in rural communities are sending their
children to schools in urban areas to live in hostels so that they avoid walking long
distances to school. The parents want to provide their children with an opportunity to study
without much disruption with household chores (Kickbusch et al, 2002). The intentions of
the parents to provide their children with an education are good but the parents are not
aware of the low-self esteem that young girls who come from poor families develop. The
students however understand that their parents have a large burden to meet their school-
related needs like fees (both hostel & school) and materials (books, pens, & uniform).

Numerous studies have documented the impact of school-related and user fees®
policies on the life chances of the poor, especially young girls (Boyle, Brock, Mace &
Sibbons, 2002; Kattan & Burnett, 2004; Leach, 1998; Mogha, 2001; Okuonzi & Birungi,
2000; Tomasevski, 2005; UNICEF, 2005). There are a large number of different “fees” that

private households sometimes have to pay for publicly provided education, including

4 .
User fees are charges on healthcare services.

149



tuition fees, textbook fees or costs and/or rental payments, compulsory uniforms, PTA
dues, and various special fees such as exam fees, contributions to district education boards,
and the like. In many countries, private tutoring, although not strictly compulsory, often
adds to the household costs of education (Kattan & Burnett, 2004).

Boyle et al (2002) have observed that not only does maintenance of fees impact the
education chances of children from poor homes; it leads to increase in poverty levels in
homesteads. Poorer households often incur indirect economic costs by sending to school
children who would otherwise contribute to the household economy, by working for
income, working in farming or through such tasks as collecting water and firewood or
looking after younger children. These indirect costs are often more critical than direct fees
in keeping children out of school and must be addressed in any policy work to increase
enrollments (Tomasevski, 2005). Boyle et al (2002) found that in Uganda, the poor made
sacrifices in order to send their children to school. School-related expenses cost about 33%
of the household expenses, second to the cost of feeding. As a consequence, most of these
families cannot afford healthcare and this impacts their life chances. This has implications
for the achievement of other MDGs, for example, eradicating poverty, promoting gender
equality, and improving life chances for all. All these studies call on policymakers to re-
examine how these policies impact the education and life chances of the poor.

As Caldwell et al (1998) have observed, schooling has strained the economic
resources of many communities, although many parents know that education is an
investment. The economic hardship is experienced because in traditional Africa, by
adolescence, the children contributed to the economic well-being of the families. But

because of schooling, these young people are “unproductive” and are economically still
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dependent on their parents or communities. Caldwell et al’s explanation helps to highlight
another unintended consequence of schooling—the straining of the economic resources of
the families, and yet parents want the children to study. One should remember that most
traditional families had many children and if all were to attend school, the economic strain
on parents was worse. Sometimes the parents opt to marry off the girls so that they can
educate the boys as a future investment. The participants raised this issue under the
discussion on social and gender norms, and the practice of dowry payment. However, the
students also mentioned that some parents have stopped asking for dowry.

The students also mentioned the rural-urban knowledge divide among adolescents,
especially in relation to sexual health information, as a major factor that impacts the health
practices and life chances of unschooled youth. I use this finding to underscore the
importance of introducing a socio-cultural dimension into the health, HIV/AIDS, and
gender discourse. As discussed in the theoretical framework of this thesis (Ch. 2),
communities had traditional sex education institutions that equipped young people for adult
responsibilities and marriage (Fuglesang, 1997; Muyinda et al, 2004). However, I reiterate
some ideas from some research studies (Dei, 2000; Kanu, 2006; Turay, 2000) and suggest
that the indigenous institutions can be re-tooled to address today’s problems. In this regard,
the problem is the rural-urban knowledge divide and how it relates to acquisition of
pertinent health related information, especially sexual health and HIV/AIDS prevention.

The participants in this study discussed in-depth why girls engage in sexual
relationships in exchange for money. The findings on adolescent girls’ needs and how it
impacts their education and health, reveals an unintended outcome of schooling (Nutbeam,

2000). Health promotion therefore needs to include programs that address the sense of
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“inequality” that children from poor backgrounds encounter in schools, which influences
them to engage in “sugar daddy” relationships, and puts the youth at risk. The students
suggested that many parents are unaware of their children’s sexual activities and this is
supported by a recent report in the media (Mason, 2007), on cross-generational
relationships. It is important these social issues be recognized as impacting the health
practices of youth, especially the youth from low socio-economic backgrounds.

Lastly, although most studies have discussed the issue of poverty and HIV/AIDS as
synonymous with rural communities (Jones & Norton, 2007; Kakuru, 2006; Nyanzi et al,
2001), the recent HIV/STD survey suggested a different analysis of the discourse. The
recent HIV/STD survey statistics (see Ch. 1; MoH, 2006) have shown that HIV/STD
prevalence rates are lower in the rural areas compared to the urban areas. The 2005
statistics (MoH, 2005) also show that the HIV/STD prevalence rates among urban females
are higher (12.8 percent) compared to their rural counterparts (6.5 percent). Therefore,
women living in urban areas are twice as likely to be infected with HIV compared to their
rural counterparts. The urban men also have higher prevalence rates (6.7 percent) compared
to their rural counterparts (4.8 percent). In general, the statistics show that females living in
urban areas are twice as likely to be infected with HIV/STD, than men and their rural
counterparts. In addition, the HIV/STD prevalence is seen to be higher among wealthier
than poorer families (MoH, 2006). Kickbusch et al (2002) interpret this trend as a problem
of gender inequality where gainfully employed and educated women, especially teachers,
are found to be the most affected by HIV/AIDS. Mason (2007) suggested that wealthier
men often get young women to show their sexual prowess or have multiple sexual partners

and this explains why urban people are more vulnerable.
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However, these statistics contextualize the participants’ assertion that urban girls
are most likely to engage in the “something for something sex” compared to their rural
counterparts (see section 5.3). Many studies have detailed the dangers of these cross-
generational (sugar daddy) relationships and how they create for young girls an
environment of risk for possible HIV/STD infection or pregnancy with its associated
problems like dropping out of school (see Amuyunzu-Nyamongo et al, 1999; Ankrah,
1991; Burns, 2002; Jones & Norton, 2007). In general I reiterate the call made by UNFPA

(2007) for interventions that also focus on the urban problems that impact health practices.

5.6. Conclusion

This chapter has presented the challenges that, according to the participants, impact
the health practices and life chances of young people in Uganda. If continued vigilance and
tackling of social determinants of health is to be done, the issues like peer pressure, rural-
urban knowledge divide, socio-economic background, and social and gender norms that
impact adolescent health have to be taken into account. In general, these factors had more
drastic consequences for girls than boys. Therefore if the gains made through providing
sexual health information for young people (see Ch.4) are to maintained, it is important to
ensure that the environment in which the information is to be applied is conducive. As
some studies have shown, sometimes the girls who engage in cross-generational
relationships for money do not have negotiating power for protected sex and therefore are
at risk of HIV/STD infection or even pregnancy (Burns, 2000). Mason (2007) reported in
the Monitor Newspaper that cross-generational relationships have become rampant among

20-25 year old female students because of the need to be “equal” to their wealthier
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counterparts. Therefore. special attention should be paid to the factors that contribute to
these cross-generational relationships.

The recent HIV/STD survey statistics for Uganda revealed that young people within
the 10-19 year age bracket have the lowest prevalence rates in the country (MoH, 2006;
UNAIDS, 2007). The students who took part in this study fall in this age bracket. However,
just as the UNAIDS (2007) report has posited, the factors that contributed to the fast spread
of HIV/AIDS need to be tackled to avoid the resurgence of the disease. The statistics also
show that young girls aged (15-19 years) are nine times more vulnerable than boys to
HIV/STD infection (see table 1, Ch. 1) and therefore there is need for continued vigilance
(UAC, 2007). The current Ugandan President, Yoweri Museveni, who has spearheaded the
HIV/AIDS education for youth, has suggested that although the prevalence levels among
adolescents have lowered, people should not grow complacent (see Norton & Mutonyi,
2007). The president is committed to raising an “HIV free” generation and has asked for
the development of a new HIV/AIDS curriculum that addresses the social challenges the
youth face that impact their lives (MoES/PIASCY, 2005). In this study, the students
mentioned four of these challenges: peer pressure, rural-urban knowledge divide, socio-
economic background, social and gender norms. The impact of each factor on adolescent
health practices has been detailed in the findings above.

The next chapter presents findings that discuss the impact of the debate on gender

equality in the fight against health epidemics including HIV/AIDS.
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CHAPTER VI

6.0. GENDER AND PUBLIC HEALTH PROMOTION IN UGANDA

This chapter presents the findings that related to research question three of this
thesis which is: According to these students, what is the impact of debates on gender
equality in the fight against health epidemics including HIV/AIDS? Gender equality is
considered as one of the central areas to be improved in Africa if women’s health is to be
promoted, maintained and protected (Baylis, 2000; Burns, 2002; Chan, 2007; Kickbusch,
2001). The purpose of this question was to provide youth with an opportunity to engage in
a discussion on gender and health. In addition, the question was designed to enable students
to understand the concept of education for empowerment (W.H.O 2001) currently
advocated in health and HIV/AIDS education programs in Uganda (MoES, 2006).

The findings presented in this chapter are predominantly from questionnaire three
(Q3) and the critical inquiry discussions on selected published articles. The data will be
presented in three major themes: 1) students’ conceptualizations of gender equality. 2)
Students’ perspectives on critical issues related to gender. 3) Advantages of gender

equality. The findings will be followed by a discussion and then the conclusion.

6.1. Students’ conceptualizations of gender equality

In order to determine students’ perspectives on gender equality and how it can
impact public health and improve the life chances of people, it was important to draw out
their understandings of gender equality. A specially designed questionnaire (Q3), which
focused on issues of gender, health and equality, was completed by the students. Based on

the students’ résponses, it was evident that many of them understood gender equality in
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terms of rights and opportunities. The common definition of gender equality was “both
women and men having the same rights and opportunities without discrimination.” The
students expounded on this by stating that “males and females are entitled to same rights
concerning anything be it social, economic, or political.” The students demonstrated a basic
understanding of the term gender equality.

The students were asked in the questionnaire (Q3) to give examples of where
gender equality, according to them, is practiced, drawing examples from their personal
lives to public spheres. This sub-theme therefore provides an understanding of how the
students have observed and interpreted gender equality practices in Uganda. Three sub-
themes will be used to present students’ responses: 1) gender equality in the private sphere,

2) gender equality in the public sphere, and 3) gender equality and community response.

6.1.1. Gender equality in the private sphere

In the private sphere (treatment of boys and girls at home) many students claimed
there was gender equality and their families were progressive, but four female students
argued otherwise. For those who argued that gender equality existed in their families, the
common response was “both boys and girls are taken to school and do same household
duties at home” (Donald’s response). To this group of students, it was access to education
and sharing of household duties that informed their perspectives on gender equality at

home. The four female students who suggested no gender equality existed said:

Gina: There 1s no gender eguality in my family because both
domestic and agricultural work is left for my mother.
Maureen: No. Because parents sometimes do not listen to our views

when it comes to our expressions and so we [children] are not free
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to express our feelings. And on the other hand, the father does not
consider the mother’s “voice” in the home to very strong as his.
Sarah: No. Boys and girls are not equal in our home. You find that
when you go back home, the girl goes to the kitchen to cook and the
boys are just sitting. Girls do more housework than boys.

Tracy: No, the parents don’t consider our opinions and we the
children are not considered in decision making. As a girl, I don’t
have a voice at home.

[Excerpts from Q3 responses, Feb 16T 2007)

It was interesting to observe that Maureen and Tracy do not only concentrate on their
parents’ relationship, but also the relationship between parents and children as important in
framing how one understands gender equality. To the four students, gender equality is more
than providing education for both boys and girls but includes how they are treated at home.

It also includes the way their mother is treated at home by their father or extended family.

6.1.2. Gender equality in the public sphere

When it came to the public sphere, all the students suggested that gender equality
exists in Uganda and that the people are becoming more progressive in the way they
thought about women’s place in society. The students backed their claims by giving
examples of how gender equality exists in the public sphere. In response to the question on

whether or not girls and boys are treated equally in their school, this is what some said:
Karen: We have equal participation in health clubs; attend the same
career guidance; and girls have extra points in university

education.
Petero: Students take the same subjects and encouraged to offer

whatever subjects they like without favour or segregation.

157



Joshua: There is a lot of interaction between boys and girls since
all are exposed to the same facilities and services. This
creates an impression that both have a responsibility to play in
society.

Gina: Since both boys and girls are doing the same subjects at
school, they are all equal. We also have health clubs whereby
both boys and girls are involved, so we discuss about people’s
health.

Tracy: Both are given the same discipline and when they have
wronged [broken & school rule], they are given the same
punishment.

Sarah: There 1is gender equality because women are in high up
positions. Even there are scholarships for girls to boost the
education of women.

Flavia: Both girls and boys access the same health information in
schools. They are active in the HIV/AIDS and Straight Talk
clubs.

Timothy: These days, there 1is gender equality. You find that in
national examinations, girls are out-performing boys.

[Excerpts from Q3 responses, Feb. 16" 2007]

The students’ emphasis on equal opportunities in relation to the subjects offered is

important because some studies suggest that girls lack support and are often regarded as

academically weaker than boys (Kakuru, 2006; Mirembe & Davies, 2001). In this school,

the students suggested that they are encouraged and supported by the teachers and Karen’s

response captures this when she makes reference to career guidance. So the students are not

encouraged to offer subjects commensurate to their domestic roles as was found in a study

conducted by Mirembe and Davies (2001) in one urban school in Uganda. In fact, Petero
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was quick to point out that he is taking home economics, a subject originally believed to be
for girls. Another example of girls stepping out of subordinate roles is related to heal