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ABSTRACT 

This research has focused on exploring the consequences of HIV and AIDS for 

HIV-positive women in Addis Ababa and their coping strategies. 15 HIV-positive 

women who were accessed from care and support organizations and 

associations of PLWHA were interviewed in depth on a range of issues related to 

the challenge they face. 

Major factors which render women more vulnerable to HIV infection were 

highlighted. Different socioeconomic and cultural factors such as; poverty, less 

access to education, lack of employment opportunities and economic 

dependency are among these. Due to their low socio-economic status the 

consequences of HIVIAIDS on the women found to be severe. They aiso have 

fewer means to cope up with the impact of the epidemic. The women's socio­

economic conditions had also changed considerably since their diagnosis as 

HIV-positive. Some women's husbands died due to AIDS as a result income 

disappeared. Moreover, some had children to care for and had to struggle to 

survive with meager resources. 

HIV/AIDS appeared to be the object of stigmatization as a result the women do 

not only have to cope with their own anxieties, physical symptoms, and economic 

problems but also with the response or expected response of partners, family 

members, friends and the community. Due to fear of stigmatization therefore 

most kept their status an absolute secret. Some of the women who managed to 



reveal their status however, noted the positive reaction they experienced. The 

fear seems to appear greater than the actuality. 

The women made use of various coping strategies which can be classified in to 

emotion-focused and problem-focused coping. Seeking emotional and 

instrumental support especially from relatives, joining PLWHA networks, religion, 

and acceptance, positive interpretation and hope are some of the strategies. In 

particular, joining PLWHA networks and care and support organizations has 

been observed as a good means that helped most women in coming to terms 

with HIV status and actively cope with its consequences. PLWHA's associations 

and care and support organizations provide emotional and instrumental support 

to the women. By doing so they have created a safe environment for the women 

to share their worries and experiences with others who have the same problem . 
• 

Religion was also another most important coping strategy which led most women 

to accept their situation and to develop hope. 



Statement of the problem 

Chapter One 

Introduction 

Human Immune Deficiency Virus (HIV) and the Acquired Immune Deficiency Syndrome 

(AI DS) have become a serious health problem in many countries around the world with 

social, cultural, economic, demographic, political and legal implications for society. 

HIV/AIDS has succeeded in joining people around the world in a carr,mon 

consciousness about its threats and implications. It has been responsible for the loss of 

many lives and remains a formidable threat for many more. It is changing not only 

individual lives but also the trajectories of whole societies (Barnett and Whiteside, 

2002). 

Although HIV/AIDS has been reported from every inhibited continent and from every 

country, the risk and the impact is distributed unequally between the poor and rich, 

between one place and another. Sub-Saharan Africa is the region most affected by 

HIV/AIDS (Barnett and Whiteside, 2002). The HIV/AIDS epidemic and its impact has 

reached catastrophic level in Ethiopia. It has become a major threat to the social and 

economic fabric of the nation (Pankhurst and Kloos, 2000). An estimated 2.2 to 3.0 

million people in Ethiopia are infected with HIV which makes the country the third 

largest globally after South Africa and India in terms of the number of HIV infected 

persons (NAC, 2001 ; Ministry of Health, 2002) . The cumulative number of deaths from 

the epidemic in Ethiopia up to the year 2000 is estimated by the Ministry of Health 

(2000) to be as high as 1.2 million. And 750.000 Ethiopian children were estimated to 

have been orphaned by the year 2000. 



Societal vulnerability stems from the confluence of socio-cultural, economic and 

political factors that compound individual risk by limiting individuals' choices and 

options for risk reduction. These include discrimination and marginalization of certain 

groups of people, illiteracy and lack of educational opportunity, poverty and income 

disparity, lack of work or economic opportunities, law and the legal environment, 

political will to mount effective responses to the epidemic, and the states willingness to 

protect and promote the full range of political, economic and social human rights 

(UNAIDS, 1999). 

All these factors hold true for the rapid spread and severe impact of HIV/AIDS on the 

Ethiopian society. Kloos and Damen (2000) reviewed the social, economic and 

demographic impacts of the epidemic in Ethiopia. They indicated that poverty, war, 

gender inequities, traditional practices, and political problems have been major factors 

in high-risk behavior and in averting an enabling environm"ent for prevention and patient 

care/support programs. 

As there are differences in the development of the HIV/AIDS epidemic between regions 

and countries the risks and effects of HIV/AIDS on women in developing countries 

show striking similarities. The reality for individuals is that, as with their chance of being 

infected, the impact of the disease will depend on their circumstances and the 

resources they can command (Barnett and Whiteside, 2002). Due to their low 

socioeconomic position women are disproportionately affected by the epidemic. 

HIV in Africa is predominantly transmitted by heterosexual activity. One of the groups at 

greatest risk is young women. They are infected at a significantly younger age than 

men (WHO, 1994). Several complex socio-cultural factors make women in Africa more 
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vulnerable to HIV. These include low power to make decisions on sexual matters and 

relatively less access to adequate services and information due to relatively low levels 

of education, migration of husbands to urban areas to look for jobs (often to return with 

HIV or another STD), poor nutritional status, poor hygiene, and the necessity to use sex 

as an economic resource. Moreover, girls become sexually active at younger age than 

boys, and marry younger; their older partners may also be riskier. Too, sexual a~use, 

including incest and rape, affects more girls than boys (de Bruyn, 1992; Schoepf, 

1993). 

Initial states of individual health, nourishment, degrees of physical exhaustion, mental 

state, work conditions, residential location all influence susceptibility to infecti"ns 

(Farmer, 1996). With specific relation to HIVIAIDS, how the disease progresses, its 

outcome, is also an expression of social and economic inequality. Thus inequities in the 

socioeconomic positions of men and women make women more vulnerable. Besides 

the psychological and social burdens associated with the pandemic is greater for 

women than for men in similar situations (de Bruyn, 1992). 

As in many developing countries similar situations prevail in Ethiopia that facilitate 

women's susceptibility to HIVIAIDS and their lesser socio-economic ability to cope with 

its consequences. As a result young females have become increasingly infected in 

Ethiopia during recent years. Females now have significantly higher AIDS rates than 

males in the 15-24 age groups (MOH 2002) . Of the estimated 3 million people who 

are living with the Virus across the country, 2.9 million are adults and the numbar of 

adult women who are infected with the virus is 1.6 million which is more than the 

number of adult males (UNAIDS, 2000; NAC, 2001). 
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In Addis Ababa, an estimated 300,000 persons live with the virus (AACAHB, 1999). 

According to the report of Addis Ababa City Administration Health Bureau, the HIV 

prevalence rate among blood donors' women was 6.9% in 1999 higher than that of men 

(6.4%). In any case, the data available for Addis Ababa and other regional towns 

indicate that the epidemic has affected a sizable proportion of women in a number of 

ways. 

All these factors reveal that the risks of acquiring HIV and its consequences are 

particularly great for women and the situations indicate that women require special and 

urgent consideration in the response to the HIV/AIDS and related problems. However, 

despite the increasing number of HIV infected women, there is a paucity of research on 

the consequences of HIV/AIDS for them and their coping strategies (Annania, 2000; 

Converse et al. 2003). Besides, what support they needed and provided is an area 

which is neglected. Until recently the government and other agencies that have been 

working on HIVIAIDS, and research works have been focused on prevention and less 

attention has been given to care and support for People Living With HIV/AIDS 

(PLWHA) (Annania 2000; FHI , 2000; Converse et al. 2003; Kloos et al. 2000) . 

Therefore, this study intends to highlight on the consequences of HIV/AIDS for HIV, 

positive women in Addis Ababa and the way they cope with these consequences. H0W 

do the women live with HIV/AIDS? How do they cope? What support women needed 

and received? 
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1.2 Objectives of the Study 

General Objective 

The general objective of the study is to explore the consequences of HIV infection and 

AIDS for HIV positive women in Addis Ababa and the way they cope with !~ese 

consequences; and to assess their need for care and support. 

Specific Objectives 

1. To investigate the challenges being faced by women with HIV/AIDS and to 

assess how the disease confronts women's expectations and hopes. 

2. To identify the cultural and socia-economic factors which render the women 

vulnerable to HIV infection. 

• 

3. To assess the women's need for care and support. 

4. To assess the different coping mechanisms they employ during the different 

stages of the disease. 

5. To assess the type of relationship the women have with their partners, family 

members, friends and other members of the community in order to examine the 

differential impact of social network on the women incoming to terms with HIV 

and cope with its consequences . 

6. To explore the relationship and attitudes HIV positive women have with other 

HIV-positive persons (PLWHA). 
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1.3 Significance of the Study 

Women require special and urgent consideration in response to the HIVIAIDS 

pandemic. Considering the impact of HIV infection on women of a particular area may 

give insight about the many other women with HIV and AtDS. Insights into the 

consequences for women with HIVIAIDS in the study area and a deeper understanding 

of their individual coping responses including the role of support will help those 

responsible providing care and support to HIV positive women to involve the women 

themselves fully in the development and implementation of activities and to design a 

better care and support and prevention mechanism. 

1.4 Methodology and Ethical Considerations 

HIVIAIDS is a social disease that still requires a lot of research from social perspective 

to develop meaningful and effective interventions. However. research on social aspects 

of HIV IAIDS need to operate. as far as possible. within the framework of ethical 

principles. guiding biomedical behaviors research (Pool. 1997). Given that HIVIAIDS is 

a disease resulting mainly from sexual intercourse. issues about it become very difficult 

to discuss openly. Sex in many African cultures is a delicate and hidden issue which 

demands that it should be studied in socially acceptable manner (Pool. 'i997; Schopef. 

1993). Of great use in these kinds of studies are the more interactive anthropological 

methods such as participant observation . narratives. life histories. ordinary 

conversation and focus group discussions (Pool. 1997). Studying matters as delicate as 

HIVIAIDS therefore. calls for a qualitative. exploratory approach. 

Research participants of studies addressing HIVIAIDS would largely be people infected 

and or affected by HIV IAIDS. As HIVIAIDS is an object of stigmatization. they risk 
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confidential information about their HIV stalus and their social networks to the 

researchers that can certainly lead to their discrimination in social places, employment, 

educational institutions and even divorce if it happens to leak out. AIDS is not only a 

lethal disease but also one which stems from a highly stigmatized condition. Therefore, 

utmost care should be taken to ensure that ethical issues are given due consideration 

in all aspects of the research from initial contact to a release of findings. 

The methodology I employed in order to gather the required information for the study 

falls into such a framework. The study was conducted in Addis Ababa and the actual 

data collection period lasted from mid of October 2003 to mid January 2004. The study 

is based on case studies of 15 HIV Positive women that were identified from 

associations of PLWHA and care and support organizations. People who are both 

infected and affected by HIV IAIDS are always hidden due to stigma associated with 

the disease. As a result, the women were accessed through associations of PLWHA 

and care and support organizations that render service to HIV IAIDS infected and 

affected persons. Although initially about 35 HIV positive women were contacted from 

different care and support organizations and associations of PLWHA, based on their 

willingness to be interviewed and by considering other characteristics like marital 

status, education, age, occupation, stages of their illness, and degrees of status 

disclosure 15 HIV positive were selected for the case study. 

Accordingly, five of the interviewees were accessed from Mekdem Ethiopia and three 

from Dawn of Hope Ethiopia (both are associations of PLWHA) four from Tesfa 

Development Association (a community based organization) and the three others from 
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Marry Joy an NGO. Representatives of these organizations were also interviewed on 

matters of their organization's activities and type of clients. 

Data collection techniques included in-depth individual interviews, a focus group 

discussion with the women, direct observation and spontaneous and informal 

discussions. 

With regard to how I selected the fifteen women, I first contacted associations of 

PLWHA and care and support organizations by presenting a formal letter from the 

department of Sociology and Social Anthropology and describing about the purpose of 

the research and offering a request to interview their members and/or dants. 

Representatives of care and support organizations and associations of PLWHA then 

introduced me to some of the interviewees and explained the purpose of my study and 

asked their consent. After this formal introduction with the women, subsequent informal 

meetings and discussions were held privately with the fifteen ind ividual women. Some 

of the women also introduced me to their friends (other HIV-positive women). 

I clearly explained to each individual woman about myself and the purpose of my study. 

I have promised them that their names shall remain in anonymity and that none of their 

family members, friends and that no one in their community would be contacted without 

their consent. In this way, initial contact and rapport started to be established between 

me and the women. And subsequent formal and informal meetings further created the 

bond and the trust. The trust between me and the women went to the extent of 

exchanging telephone calls on matters of mutual concern. 

Most of the individual in-depth interview was held privately in the compound of the 

respective associations of PLWHA and care and support organizations since most of 
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them did not disclose their status to their family andlor the community at large. TW0 of 

the women were interviewed in their houses as they live alone. Two sets of interviews 

with another two women were also held in a public park as per their request. Moreover, 

frequent formal and, spontaneous conversations I had with them in their associations 

and care and support organizations provided me with huge amount of data. Upon a 

frequent visit to their associations and care and support organizations , I could observe 

the interactions among PLWHA and the activities of the organizations. In addition to 

this, the focus group discussion was held in the compound of Mekdim Ethiopia with 

eight women who were willing. 

Although the actual data collection period ranges from mid October to mid January, 

contacts have been pursued with many of the women for a longer period . The frequent 

contacts I had with them and the subsequent trust, which is developed. on the course 

of the time helped me to obtain more information about the women's life experience I 

also found it to be an important methodology in terms of studying the changing patterns 

of the women's health status and their relations with family members, and lor spouses 

over a period of time as Anannia (2000) noted. Much more, the fact that these women 

are in desperate situations necessitates the need to reach them out with a real 

emotional and financial support. It is thus with this understanding that I myself lend a 

hand to the best of my capacity. 

1.5 Limitations of the Study 

The study is based on case studies of fifteen HIV-positive women. This is a small 

sample size which couldn't be representative . Besides, three months of field research is 

not long enough to cover all the consequences and the experiences of the women . 
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Most women had experienced a long history of sickness and would face new problems 

in the future. It is also important to realize that, in addition to the small sample size, 

there is also a source of socioeconomic bias. Many of the women who are included in 

the study had an extremely low income and the major reason in becoming members of 

associations of PLWHA and care and support organizations was to obtain mainly 

practical assistance. Though, I had intended to include some economically better-off 

women it wasn't possible since they do not visit associations of PLWHA and care and 

support organizations for fear of being identified having HIV. Besides, very few of those 

women who are members of associations of PLWHA were not willing to be interviewed. 

Another most important concern is that the study dealt with the most intimate subject of 

sexuality, an area which is full of taboos, morals, emotions and fears. As HIV/AIDS is 

mainly a sexually transmitted disease that stems from a highly stigmatized condition , I 

found it extremely challenging to have open discussions with the women especially until 

they developed trust in me. Moreover, the fact that I am a male researcher was a 

challenge in its own since discussing with women about this intimate and personal 

issue proved to be really difficult. However, the frequent contact I had with them 

created sense of trust with which I managed to present myself with an air of familiarity 

so that I could gain insights into the issues raised by the research objectives. 

The other constraint I faced is that although I had intended to interview family members 

andlor friends of the women, this was not possible, because most women had revealed 

their status only for very few others or not at all. They wanted to keep their HIV-status a 

secret, for fear of stigmatization, rejection and discrimination. This is highly 

understandable. I had to respect their privacy. Therefore, the relationships and 

reactions of relatives are described through the women's own eyes. 
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In addition to limitations in the representativeness of data, another source of concern 

lies in the translation of experiences or emotions into words and the difficulty I faced in 

summarizing and interpreting responses since every woman had her own story, life 

events and unique response to AIDS. However, although the findings fall short of being 

representative , the study comes up with informative insights to the general conditions in 

which HIV-positive women found themselves in Addis Ababa. It should be see~ a 

rather rational thus simplified description of the complex reality of women living with 

HIVorAIDS. 
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Chapter Two 

Women and HIV/AIDS: An Over View 

As HIV/AIDS takes a greater hold on communities It became clear that the epi~3mic 

affects women and men differently due to physiological, socio-cultural and economic 

contexts of men's and women's different vulnerabilities to HIV infection and their 

different abilities to access resources in order to cope with the impact of the epidemic 

(UNAIDS, 1999). 

These differences largely emanates from gender norms that ascribe to women and 

men a distinct set of productive and reproductive roles and responsibilities. Women's 

low socioeconomic status thus makes them highly susceptible to H IV infection. As a 

result trends in the incidence of HIV/AIDS infection among women are increasing 

especially in developing countries. 

Infection rates in young African women are for higher than young men The average 
rales of infeclion in /eenage girls were five limes higher than in teenage boys. Among 
young people in their early twenties the rates were three times higher in women. 

(Barnelf and Whiteside, 2002, p. J 0) 

Since the first evidence of HIV infection in Ethiopia was found in1984, HIV I AIDS 

prevalence remained low in the 1980s. But sharply increased through most of the 

1990s, rising from an estimated 2.7% in adults (15-49 years age group) in 1993 to 7.3% 

by 2000 (Ministry of Health , 2000). A marked increase in the number of cases was 

noted from year to year. 

Kebede et al. (2000) and others reviewed the epidemiology of HIV infeciion in Ethiopia 

and major risk factors. They concluded that major factors contributing to the rapid 
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spread of HIV include persisting high prevalence of unprotected sex with multiple 

partners, seasonal migration of workers, dislocation of many people due to the civil war 

and resettlement programs, high STI rates in the general population, the disadvant:ge 

position of women in socia-economic and sexual decision making, increasing sexual 

activity among youth with multiple sexual partners due to delayed marriage, poverty, 

high unemployment rates, exacerbated by the mobilization of the armed forces, and 

lack of preventive and treatment programs. In Ethiopia during recent years females now 

have significantly higher AIDS rates than males in the 15-24 age groups (MOH 2002). 

In Ethiopia like other African countries population patterns and changes in sexual 

behavior, especially in extramarital relations associated with poverty and gender 

inequities predominate HIV transmission dynamics in the absence of high-level 

homosexual and drug-induced transmission (UNAIDS, 2000). Children, adolescents 

and young adults have become increasingly exposed to HIV in recent years, with an 

estimated 250, 000 children infected in 2000 and 11 .8 % of females and 7.5 % of males 

aged 15-24 (MOH, 2000) . 

The increasing incidence of HIV infection among women reflects their wider social , 

sexual and economic vulnerability. The central issue is inequality. Economic need, 

lack of job opportunities , poor access to education and training and cultural 

expectations of female submissiveness and male dominance combine to prevent 

women from actively making choices and decisions about their lives particularly with 

regard to limiting sexual risks and protecting their and their families health (UN/, IDS, 

1999) . 
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Besides, many women have low levels of education and have limited access to printed 

information on HIVIAIDS and STDs, many of them have poor understanding of HIV 

transmission mechanisms. Several studies in Ethiopia indicated that awareness or 

perceptions of risk were generally lowest among females, unmarried and less educated 

persons (Kebede et al. 2002). Women's low educational status also means that they 

are excluded from the formal employment as a result they often engage in activities that 

often expose them to sexual and physical abuse. 

Most female sex workers in the towns came from rural areas in search of work and a 

better life (Baardson, 1991). However as there are fewer Job opportunities besides bar 

maids, prostitutes and domestic helpers, they are exposed to sexual abuse (Pankhurst, 

1992). Traditional harmful practices, including violence against women (rape, abduction 

and domestic violence), early marriage, ritual scarification, ear piercing and others are 

widespread in many parts of Ethiopia which expose women to HIV infection. 

Several studies found that culturally sanctioned gender roles that circumscribe 

women's sexual rights in marriage render them vulnerable to HIV infection (Alemu, 

2001 ; Annaia, 2000). Due to their lower social status and economic dependence 

married women may be unable to challenge their husbands' extra-marital affairs or 

insist on condom use for themselves even when they know they are at risk (WHO, 

1994). High sexually transmitted disease (STD) prevalence in women still married to 

their first husband in Addis Ababa was associated with extramarital sexual activities of 

males (Duncan et al. 1994). 

More over, women's traditional family roles are arduous. Women usually undertake 

most household tasks go through pregnancy, childbirth , lactation and rear children. 
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Large numbers of women are in fact household head but lack sufficient authority, 

money and material resources (WHO, 1994). 

Inequities in the socioeconomic positions of men and women therefore make the 

psychological and social burdens greater for women than for men in similar situations. 

The dangers that women face from the AIDS pandemic have been described as a 

'triple jeopardy' (Panos Institute, 1990). HIV and AIDS potentially threaten women as 

individuals, mothers and carriers Women who have HIV or AIDS risk rejection and 

divorce, with loss of an income as a consequence Women also experience greater 

demands related to coping with the effects of the epidemic. As elsewhere women in 

Africa are the main care givers. 11 is their responsibil ity to care for the sick, which may 

include husbands and children infected with HIV; but there may be no one to care for 

them at home when they are sick (de Bruyn, 1992). 

The chapter is aimed at to give a background to the wider situation of women and 

AIDS. In the subsequent chapters the consequences of HIV/AIDS for fifteen HIV­

positive women in Addis Ababa and their coping strategies will be presented. While 

presenting their individual stories, effort is made to situate the women's condition with 

the larger socioeconomic context. 

15 



Chapter Three 

Socioeconomic background of the interviewees and their 

knowledge and attitudes towards HIV/AIDS 

This chapter has two major parts. The first part, the socio-demographic profile of the 

interviewees, outlines the basic characteristics of the women in terms of their age, 

Place and family of origin, ethnic group, education, religion, martial status, number of 

children , past occupation and income, economic and living conditions. These 

characteristics are summed up in Annex 1. 

The second part presents the women's illness perceptions, in particular their 

knowledge and attitudes of HIV and AIDS. Knowledge of and attitudes towards 

HIV/AIDS (as well as the perceived cause of the HIV infection) can influence coping 

ability as well as the way people seek treatment and social and other support. Various 

sections under this part of the chapter highlight the women's medical history including, 

testing of HIV in order to understand their medical background and the implication of 

HIV and AIDS for them. 

3.1 Socioeconomic background of the women 

Age- The majority of the interviewees (8) were in their twenties and the age in this 

category ranged from 23-29. Six women were in their thirties (age range 30-38). The 

remaining woman was 18years of age. The fact that almost all of the women were in 

their twenties and thirties show that they were in their productive and reproductive 

ages. 
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Place and family of origin-Out of the fifteen women, nine were born outside Addis 

Ababa but had been in the city for more than ten years. Most of them were born and 

raised in a rural area. They came to Addis for work or education, either with partners or 

to live with relatives. 

Ethnicity- About half of the women (7) belong to the Amhara ethnic group. Four 

women are Oromos and two Gurages and the remaining two are Tigreans. All of them 

speak Amharic fluently so that the interviews were conducted in Amharic. 

Education- In terms of education , seven of them had educational background that 

ranges from grades six to ten. Three had completed grade twelve and among these two 

had training above 12'h grade; one had training in food preparation and catering and the 

other one had computer and photography training. Two of the interviewees were in 

grade three and one of them was learning at the time of the interview, the only woman 

who was attending school. The remaining three interviewees were illiterate. 

It is important to note here that according to the information obtained from 

representatives of care and support organizations and associations of People Living 

with HIV AIDS (PLWHAs) most of the affected populations are poorer, less educated 

people. HIV-positive persons who are more educated and economically well-to-do and 

those in power are much less willing to visit HIV/AIDS care and support organizations 

or in becoming members in the associations of PLWHA because they are economically 

better off and they fear that they could be identified as having HIV. Therefore, in most 

cases it is the less educated and economically poorer HIV positive persons who visit 
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care and support organizations and become members of associations of PLWHA for 

financial, material, and medical support 

Re/igion-The majority of the women (11) are followers of Orthodox Christianity whic!1 is 

one of the largest relig ions in the country. Three women are followers of Islam and the 

remaining woman is a protestant. Religion is an important element which many of them 

used as a major emotion-focused coping mechanism. It is treated in detail in chapter 

VI , Coping with HIV/AIDS. 

Marital Status- Six women were widowed . Four of them stated that their husbands had 

died of AIDS while the remaining two were not definite about the causes of their 

husbands' death. However, from the symptoms, rumors and other indications these two 

women suspected that their husbands had died of AIDS. Since all of these women 

depended largely on their husbands' income for their and in some cases for their 

children's living, loosing their husbands' posed great problems for them. 

Four of the interviewees were married at the time of the interview. The two women's 

husbands knew that they are HIV positive too. However, the other two women's 

husbands do not know their status although they were aware that their wives are HIV­

positive. Two of the four married couples had good relationship whereas the other two 

couple's relationship was turned to be very bad directly due to HIVIAIDS. Of the fifteen 

interviewees, two women were divorced. One was due to HIV the other woman 

divorced before she learned her HIV- status. The remaining three were single one had 

a boy friend and the other one was a sex worker and the last one used to have multiple 

sexual partners. 
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Children- Most of the women (9) has no children. The remaining 6 had from 1 to 6 

children. See annex 1. Three of these six women who have children are widowed. In 

some cases, older children are of assistance where as the younger children are a worry 

since most of the women worry much for their chi ldren's future. 

Past occupation and income -Many of the interviewees (11) had no formal 

occupation before and at the time of the interview. And most of the women who were 

married said they had just been sitt ing at home taking care of their children and 

depended mainly on the income of their husbands. Six of the women had had , ome 

personal income (3) from petty trading. One of the six women used to have a small 

beauty salon and a small shop which her husband opened for her. Two of the six 

women worked as house maids and one of them worked as a daily laborer and the 

other one as a sex-worker. Only three women had a more formal occupation. They 

worked respectively as a cleaner and cashier at a restaurant, an employee of a private 

factory and a cashier in a private organization. 

Economic condition and income source- Almost all the interviewed women !.vere 

economically very weak, although some were relatively better off than the others. And 

according to most of them the major reason for coming to the care and support 

organizations and associations of PLWHA is for financial , material and medical support. 

Although some of the women obtained some kinds of financial , material and medical 

assistance from these organizations and associations of PLWHA they strongly noted 

that the support was not sufficient to live on and they were looking for additional income 

sources and economic support from relatives or elsewhere. 
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Living Conditions-Of the interviewees, five lived in kebele house, four in private 

rented house, four with their family (with parents), and one lived in a store owned by an 

iddir and the last one in a very small house that her husband got from a friend. Of the 

four women who lived in private rented house, two lived alone; one lived with her two 

children and the third one with her husband and six children. The monthly rent they 

pay for the houses that they rented privately ranged from 40 to 180 Birr, which 

according to all of them a major worry and a big drain on their little income. One 

woman restored to selling her furniture and jewelries to pay for the house rent. These 

women did not want to disclose their status to the owners of the house because they 

fear that, if they did they would be forced to leave from the house by the owners. As a 

result most lived with a threat of loosing the houses in which they were living in. 

Those women who were living in the kebele rented accommodation were relatively 

stable and paid monthly fee which ranged 3 to 9 Birr. Four of the women who were 

living with their parents had little privacy. Two of them had a normal interaction with 

their family since they did not disclose their status. However, the other two young 

women's status was known by their fami ly. Although one of them has experienced a 

positive reaction from her family, the other one has faced an extremely negative 

response and ill-treatment from her siblings as a result she felt very much disappoir1ted. 

She was looking fOlWard to live Independently by renting a house either from the kebe/e 

or to rent from private house owners but couldn't able since she had no income of her 

own. 
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3.2 Illness concepts 

The concept of 'illness' refers to interpretations. explanations and predictions with 

regard to one's health status (Schussler, 1992). The course of chronic disease is not 

only determined by biomedical or genetic factors, but also by the way the patient "eals 

with his or her illness. Everyone has a subjective understanding of their self and also of 

their disease. This personal attitude towards sickness. the corresponding strategies 

and the interactions of the sick person with medical staff, with relatives, with partners 

and with the community at large naturally Infiuence the course of the disease. The 

patient's subjective attitudes often exist in opposition to scientific, medical viewpoints 

(Schussler, 1992). Thus the individual woman's knowledge and attitudes towards 

HIV/AIDS influence the manner of coping and the course of the disease. 

3.3 Knowledge of and attitudes towards HIV/AIDS 

Knowledge and attitudes towards HIV/AIDS can infiuence coping ability as well as the 

ways people seek treatment and social or other forms of support. This section presents 

the interviewees' knowledge and attitudes towards HIV/AIDS. 

Most of the women indicated that when they were tested they had very little knowledge 

about HIV/AIDS. It was after the test results that they came to know more about the 

disease. However, although most had very little knowledge and misconceptions ~bout 

HIV/AIDS before they learned their status, they knew that the major mode of 

transmission is being sexual intercourse. The following statements of the women 

illustrate the women's knowledge and attitude towards HIV/AIDS: 
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I knew that HIY is a sexually transmitted disease and I knew alsa that the mrul risky groups are 
sex·workers and drivers who travel to different parts of the country. My husband was a driver 
who frequently goes to field trips and! used to tell him to have condoms always in case if he 
might be tempted 10 sleep with other women since he was usually away from home Bill he was 
angry and was nOI willing to accept my advice Instead he was tellmg me that he was loya/to 
me but at lasl he brought the Vir/IS to me, 

(S. 24. divorced) 

Before !Iearned about my HIY positive stalfls. I !mew very little aball1 HIYIAIDS and mosl afit 
was misconceptions about Ihe disease. If ,fOmeone is infecled with HIY, I thought that. he/she 
would die immediately However, since I had learned my status two years ago my knowledge 
about HIYIA IDS increased through the counseling! obtained. and through discussions I had 
with other persons who are a/so HIY positives, 

(l-J!. 29, Widowed) 

I used 10 think that if a person /.J fOllnd to be HI V positive, all is over and he/she would die very 
soon. This was the idea Ihat I had six years ago when I learned about my HIY positive slatus. 
However, although at first I got very much depressed and was waiting for my eor/y death. 
Ihrough lime my Mowledge aboul the disease improved and I learned Ihat there is a possibility 
of a long life if one takes care of his/her own health. 

(F. 29. Single) 

• 
My husband was a truck driver We used to have a very good relationship and we discussed 
many things openly and I used to tell him 10 protect himself from HIV by using condom 

(K 38, widowed. Husband died of AIDS) 

In the focus group discussion women indicated that before they learned their HIV 

positive status they used to equate AIDS with death. They thought that once a person 

has AIDS, all is over; no chance of living after that and it shows the lethality and 

certainty of death in AIDS was powerfully conveyed through media presentation of 

images of skulls and bones. All of the interviewees reported that they heard about 

HIV/AIDS from media, mainly from radio andlor TV. 

At the time of the interview, however, the majority of the women's knowledge of 

HIV/AIDS was found to be high. It is of course after they learned their status that their 

knowledge increased considerably through participation in associations of PLWHA and 
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care and support organizations by counseling, by self-learning about the disease and 

by having discussion with other persons who were HIV-positives. And they indicated 

that knowledge helps an HIV positive person to cope better with the illness. 

The majority of the women also indicated the possibility of living longer with HIV/AIDS. 

In particular, they noted that nutritious food help an HIV positive person to stay healthy. 

What the women strongly commented in relation to nutritious food was that although 

they knew much about its importance for their well being, since they were economically 

very weak they couldn't get nutritious diets. 

The women had very high knowledge regarding the transmission mechanism of 

HIV/AIDS other than sexual intercourse and they indicated how they took action to 

protect family members and others as the following statements of the women illustrate: 

I use a blade to cut my nails and flock il In my druwer in order to keep il away and no one else 
is going /0 use it. Although I eal and sleep with my sister and with my f riends. I care much nol 
to infect them 

(L, N, divorced) 

Although it is me who prepares food for Ihe family, I do nOI use anything which is sharpened and which mIght cut and bleed me. I do nor cui omons or meal Wilh a knife /1 ;s my doughier who does this job I do this to protecl my children 

(G. 32, Widowed wilh three children) 

J am a member a/woman's iddir. No member knows Ihatl am HIV positive and I particlpale in the iddir as every member bul I do nOI want 10 use knife 10 cut onion or something else. I 
deliberately avoid this to protect other people, 

(K. 38. Widowed) I 

All in all the knowledge of the women about HIV/AIDS is found to be high. 
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3.4 Testing 

Many medical conditions require laboratory tests on samples of blood. urine. saliva or 

tissue to identify infections or other health problems. Tests may be carried out on 

healthy individuals to detect hidden problems or on people who are already ill. Although 

HIV is found in various body fluids, HIV tests are generally done on blood because the 

virus is most concentrated in blood. An individual may be diagnosed as being HIV­

positive once HIV enters the blood stream and stimulates the immune system to 

develop antibodies Antibodies to HIV usually develop within three months of infection, 

and by six months approx. 95% of infected persons can be expected to seroconvert 

(test positive for HIV antibodies) (Jackson 2002, Alonzo & Reynolds, 1995 ). 

Although there are no much research which explore in depth the reasons why 

individuals seek HIV antibody testing Alonzo & Reynolds (1995) , it is well understood 

that the decision by individuals to take an HIV test often involves fear, stress, dilemma 

and anxiety which stems from the potential negative consequences of an HIV positive 

result. Individuals may thus spend considerable time grappling with the decision of 

whether or not to be tested , sometimes preferring an ambiguous HIV status and 

opportunity to merely flirt with the possibility of a stigmatized HIV identity. It has been 

argued that in the decision making process of taking the test, the individual will confront 

fears, beliefs, guilt and risk at a personal level. Although having a test for Hili is a 

positive step towards taking the possibility of infection seriously; it should not be taken 

lightly (Alonzo & Reynolds, 1995; Annania 2000; Kloos et al. 2000). 

An individual may be diagnosed as HIV positive early or late in the HIV disease 

trajectory. Whether late or early there are specific issues and stresses surrounding a 
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positive diagnosis. It is a profoundly disturbing realization, especially for young adults 

and for their family, to have to address the possibility of a significantly shortened life 

span as a consequence of HIV. For a younger mother, a positive diagnosis may be 

even more disturbing with the possibility of having infected her infant and/or the 

knowledge that she may eventually need to place young children in the hands of others 

for care (Alonzo & Reynolds, 1995). 

The widespread perception that being HIV-positive is the equivalent of a death 

sentence in the absence of affordable drugs keeps many persons from being tested 

and has caused some orphans to be denied access to orphanages on the ground that 

limited space was prioritized for individuals expected to live longer. Stigma, denial and 

fear of disclosure due to discrimination among HIV/AIDS-affected persons continue to 

fuel the epidemic and remain a serious obstacle to any control efforts in Ethiopia and 

other African countries (Kloos et al. 2000; Annania, 2000; FHI , 2000) 

The interviewees underwent HIV testing for various reasons; four of the women tested 

because their husbands got sick and developed symptoms of HIV/AIDS and died of it. 

All of the women in this category knew that their husbands had died of AIDS and they 

wanted to know their status too. Very few women learned their HIV status because they 

got sick for some period with symptoms of HIV/AIDS and the doctors or health staffs 

advised them or themselves wanted to get tested Two of the interviewees got tested 

because their children became so sick a few months after they were born. And when 

their babies were tested they were found to be HIV positive and the women took the 

test and learned their positive status. Three women took the HIV test as a prerequisite 

in order to apply for visas to go abroad. One of the interviewees learned her status 

when her husband continuously urged her to bear hirn a child but she decided they had 
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to be first tested for HtV before they bear children. And she took the test alone because 

he refused . 

Almost all of the interviewees noted that the decision making process in order to get 

tested is emotionally exhausting since they suspected that the result most likely would 

be positive especially due to their vulnerability and exposure to HIV through their 

partners. In the focus group discussions the women indicated that it took them sev"ral 

months even to a year, or more to decide to be tested . As mentioned above, the 

interviewees reasoning to take the blood test varies but none of them decided to get 

tested voluntarily just to know her status. Therefore, other factors pushed them to take 

the test. Anticipating potential negative reactions and to avoid the personal trauma of 

an HIV positive status they remained undecided for sometime until something pushed 

them for the test (details of the motivation that led the women to be tested is described 

in chapter IV). 

The women took the test in government hospitals, private clinics and in different 

governmental and non-governmental organizations that offer VCT service on HIV/AIDS. 

Most of the women were tested two or three times at different centers for the sake of 

confirmation. Initial reactions to the news of being HIV positive were anxiety, anger, 

fear, confusion or numbness, sorrow and disbelief. All of the women noted that learning 

one's positive status was very painful and most expressed that, "{ thought it was the 

end of my fife". 

The period since first knowledge of HIV status ranged from five months to six years. Six 

of the women had known their status a year ago; four two years back; three women 
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learned their status three years ago. One of the women learned her status five months 

back and another woman learned her HIV positive status six years ago, the longest 

period of all the interviewees. 

3.5 Perceived cause of HIV infection 

I tried to obtain information indirectly from the women regarding how they believe they 

contracted HIV. With the exception of one woman who believed that she had 

contracted the virus through unsterialized medical equipments when she undertook 

surgical operation , the majority of the interviewees said they acquired the infection 

through sexual intercou rse. Most of them indicated that their husbands' or boyfriends 

are the source of their infection. The following statements illustrate the women's 

perceived causes of HIV infection: 

I was virgin before I married this man I never had sexual intercourse with other men except 
him. I know I got it from him. 

(S, ]4, divorced) 

flenaw for sure thaI I got the Virus from my husband. He used 10 go oul with different women. I 
heard/rom afriend thai he hod a relationship with a sex worker who has died a little before his 
death. Since I was dependent on him and hod three children fa look after, I didn '( want our 
relationship to brealc.. 

(G, 34, Widowed) 

My husband used /0 be a truck driver and he was to be away from home most of the time and I 
usually fear that he might gel sleep with workers and when he got sick., I knew (hal it was AIDS. 
We both (esled posifive and therefore I knew for sure thai I got itfrom him 

(K, 38. Widowed) 

Few years ago my husband got sick but he couldn 't get recovered. His behavior was also 
started to change. One day he called me and told me thai he wonted to tell me a very secret 
and bad news. He kneeled down and told me that he is found to be H1V-positive. He cried 
saying that he is guilry afinfecting me with the virus. 

(D, 35, Married) 

27 



Two of the interviewee's fe lt responsible for being infected with the virus. One of them 

used to be a sex worker and the other one had multiple sexual partners. One young 

woman said she believed that she has got the virus from a person who raped her a few 

years ago. 

The socioeconomic conditions of the interviewees reconfirm the wider social, sexual 

and economic vulnerability of women (see Annex 1). Economic need, lack of job 

opportunities, poor access to education and training and cultural expectations of female 

submissiveness and male dominance combine to prevent women from actively making 

choices and decisions about their lives particularly with regard to limiting sexual risks 

and protecting their and their families' health. As Barnett and Whiteside noted, "It is 

estimated that 60-80% of African women with HIV have had only one partner but were 

infected because they were not in a position to negotiate safe sex or prevent their 

partners from having additional sexual contacts" ( Barnett and Whiteside, 2002 p. 185). 

3,6 Health Status 

Although many of the interviewees learned their status one andlor two years ago, for 

most the disease began earlier and most indicated symptoms related to it beginning 

such as diarrhea, coughing, loss of appetite, weight loss, skin problems, Herpes Zoster 

and TB. But at the time of the interview, most women looked fairly healthy though there 

were some with signs and symptoms of the disease. One of the interviewees was at the 

stage of full blown AIDS. The stage in which an HIV positive woman finds herself may 

influence coping ability. 
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However, the traumatic event of being diagnosed with HIV/AIDS, dose not only brings 

health complications and an imminent death to the infected person. Yet beyond the 

pains and cost of the disease itself are the social meanings of AIDS. To know you have 

AIDS is to be constantly aware that you have more than just a disease; it is to embark 

upon a profound symbolic reordering of your life. It is important to recognize that a 

person with AIDS confronts not only bodily diseases but also potential guilt, potential 

stigma, potential secrecy and potential self blame (Plummer, 1988; Alonzo & Reynolds, 

1995; Annania, 2000). 

Due to fear of stigma and discrimination, individuals therefore, must struggle with 

issues concerning the meaning and consequences of their HIV status in terms of 

managing its potential discovery and orchestrating its disclosure to partners, family, and 

friends and to the community (Alonzo and Reynolds, 1995; Annania, 2000). As 

Gallman (1963) noted as with any secret, and especially a stigmatizing and discrediting 

one, the individual must engage in "information management" the primary question 

become: "To display or not to display: to tell or not to tell ; to let on or not to let on; to lie 

or not to lie; and in each case, to whom, how, when and where" (Gallman, 1963, P. 42). 

The following chapter presents degrees of the interviewees' status disclosure and 

discusses the reactions they have experienced . 
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Chapter Four 
Disclosing HIV Status to Others: The Social Dimension of HIV/AIDS 

Research on disease explanatory models such as (Kleinman, 1980) revealed that 

people everywhere make attempts to perceive and attribute meanings to various 

diseases, infer signs and symptoms, grade diseases according to intensity, and label 

and categorize them as curable/incurable and contagious/non contiguous. 

Throughout human history, illnesses that are contagious, incurable and those related to 

sexual organs have given rise to feelings of fear, dread and shame in society. They 

have seNed to stigmatize the infected and created labels and categorize for them 

(Gilmore and SomeNille, 1994). Like leprosy, TB and Syphilis, AIDS has also joined the 

ranks of such dreaded diseases. AIDS which is understood socially as being both 

sexual and life threatening is likely to be socially disruptive in the extreme (So~tag , 

1991 , Barnett and Blaikie, 1992). 

Stigma is a social construction which dramatically affects the life experiences of the 

individuals infected and affected by HIV/AIDS. At its most basic level stigma, from 

Goffman's (1963) perspective, is a powerful discrediting and tainting social label that 

radically changes the way individuals view themselves and are viewed as persons. 

When individuals fail to meet normative expectations because of attributes that are 

different and/or undesirable, they are reduced from accepted people to discounted 

ones. Thus, the discrepancy between what is desired and what is actual, 'spoils' the 

social identity, isolating the individual from self, as well as , societal acceptance 

(Goffman, 1963). 
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Since its recognition in 1981, the Human Immunodeficiency virus (HIV) has aroused 

deep human responses. In the United States, where the HIV epidemic emerged among 

gay men and intravenous drug users, a persistently negative societal response has 

played and continues to play a critical role in the experiences of individuals infected 

with the virus (Alonzo & Reynolds, 1995). In some developing countdes, where the 

primary transmission mechanism of HIV is heterosexual intercourse, HIV/AIDS is s<'en 

as a "woman's disease" because of its perception as a sexually transmitted disease 

and its association with sex workers who are regarded as the reservoir of STD and HIV 

infection (Songwathana and Manderson, 1998). The metaphoric use of language in 

AIDS is a powerful indication of the stigma attached to it (Sontag, 1989). At least seven 

metaphors have been used in interpreting the meaning of AIDS (Gilmore and 

Somerville, 1994); 

1) AIDS as death - not only biological but social and sexual as well, and depicted often by images 

of skulls and bones. 

2) AIDS as punishment- for immoral and sinful behavior like homosexuality and commercial sex. 

3) AIDS as crime- the HIV infected are perceived as criminals and "guilty~ o( harming their 

"innocent· victims. 

4) AIDS as war-It is interpreted as an enemy or an invader to be fought with war like zeal and 

preparedness 

5) AIDS as otherness - it is seen as a problem of "them" and not ·us" and a distinction is made 

between the infected" and the ·uninfected "the ·sick" and the "weI/' 

6) AIDS as ho"or - HIV infection is interpreted as an abject, terrorizing invader 0, jemon and those 

infected are demonized. 

7) AJDS as villam _ the infected are perceived as villains for creating the epidemic and those not 

infected are seen as heroes. 
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In Ethiopia, several researches provide evidence of the usage of such metaphors and 

the presence of high level of stigma against people infected and affected by HIVIAIDS 

(UNAIDS 1997; Annania, 2000; Lindtjorn 2001 ; Shinn 2001; Alemu 2001). Kloos and 

Damen (2000) noted that, stigma, denial and fear of disclosure due to discrimination 

among HIV/AIDS affected persons continue to fuel the epidemic and remain a serious 

obstacle to any control efforts in Ethiopia and other African countries. In the following 

sections, degrees of the interviewees HIV status disclosure is presented with the aim of 

examining their relationships with their partners, families, and friends and with the 

community. 

4.1 Degrees of HIV Status Disclosure 

Disclosing the news of positive HIV status to someone is a very hard and difficult 

decision since it could affect the relationship and social activities of the infected and 

affected persons. By considering the essential processes through which the women 

personalize the illness; the dilemmas encountered in interpersonal relations; the 

upcoming sections explore the extent to which the interviewed women revealed their 

HIV status to partners, family members, friends and the community. 

The degree of openness to partner, family, relatives, friends and community varied 

individually but can be roughly classified as absolute secrecy, selective openness or full 

openness. From the interviewees, nine of them selectively disclosed their status to 

partners, some family members, close relatives and/or close friends. The remaining six 

interviewees kept their status absolutely secret. None of the interviewees wanted to 

reveal their HIV status in their community for fear of discrimination and stigmatization. It 

is, of course, the possible reactions women anticipated and the perceived social 
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support that largely influenced the women's status disclosure as will become clear in 

the following sections. By anticipating potential reactions from those people whom she 

would reveal her status an HIV-positive woman must choose whether and when and 

whom to tell. 

4.2 Anticipated Reactions 

Due to fear of stigmatization and diSCrimination none of the interviewees wanted to 

reveal their HIV status to the wider community, and with an attempt to determine 

potential reactions and degrees of acceptance, the majority of the women tried to 

evaluate the possible reactions they would face if they reveal their status. The 

followings statements of some of the interviewees are in witness thereof: 

After I knew my status, I sometimes discuss some general things about HIVIAIDS with my 
friends and neighbors when we drink coffee or when we are together. I Iry 10 evaluate their 
attitudes. Of course, none of them knew that I am HIV positive. I am very much cautious 
regarding what they say. Once. during coffee hours in my house. 'One of my friends said "Don '/ 
change my cup. These days it IS hard to use anything logether due 10 IhlS bad disease ". 
Alrhough she didn " know about my stalus it hurt me very much and J thought thai she and 
other members of the community would stigmati:e and discriminate me and my family if they 
know my status. Thus I have decided to remain unnoticed 

(M. Married. 30) 

One night, f~ days after I learned my HIV positive status, my family was together In the house 
and a TV program about PLWHA was running and we were all watching it. And my older sister 
said, ..... in order to stop the further spread of HI V, it would have been good to kill those HIV 
positive people. These people are responsible for infecting others" I was seriously shocJced by 
her cruel decision and I have promised to my self nOlto reveal my status 10 anyone even to my 
close relatives. to say (he least 

(W. widowed. 28). 

After I lenew my status. I always attenllvely follow any diSCUSSIon, gOSSip or anything about 
HIV/AIDS when my friends and neighbors discuss or talJc about II. Mostly, I hear that if some 
one dIes or is seriously sick in our locality people gossip thai he/she is HJV positive or died of 
AIDS. and they try (0 blame and condemn (he person and I fear that I would also be 
stigmatized and rejected. Therefore. I decided not to rr:veal to anyone in the community. 

(Y. 33. widowed) 

Different studies of knowledge, attitudes and behavior concerning HIV/AIDS have been 

conducted and most often these studies indicate that knowledge about HIV/AIDS h.as 
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increased though unevenly. However, behavioral change to avoid contracting AIDS 

appeared relatively low. A finding knowledge does not necessary relate to behavior 

(Kebele et al. 2000; Taffa 1998). 

In the focus group discussion held with the women, they indicated that it is difficult to 

tell others because most people know little about HIVIAIDS. They commented that 

although the knowledge and attitude of the society towards HIV/AIDS and PLWHA 

changed through the years there is still continuing stigmatization and discrimination 

against people living with HIV/AIDS. Therefore they stressed that it is unwise to reveal 

one's positive status to the community. This made the strength of fear of discrimination 

and stigmatization clear. One of the women put the following remark: 

My neighbors do nol clearly understand ahout the disease. I don '[ blame them/or this because 
I myselfknow much ahoullt after I have learned my H/V status a year ago. I used to gossip and 
chat with my friends as someone became seriously sick or gOI thinner that he/she has AIDS. 
Therefore. if I reveal my status they would nal react positively and they wouldn 't come around 
me. Of course, I knew that my husband died of A IDS but (he people In my locality knew he died 
afTH. And you know that there is a close relationship between TB and AIDS, and if some one 
died of TB people suspect that he/she died of A IDS. In order to ovoid this suspicion I told my 
neighbors and my relatives Ihal my husband didn " die al TS but with pOison Ihal some people 
gave him. 

(K, widowed 38, husband died of AIDS) 

Most of them expected negative responses because they had seen it happening to 

other HIV-positive persons or heard about it from others. Most of the women were also 

advised by the counselors not to reveal their status to the wider community except to 

those people whom the women had strong trust and would get practical and emotional 

support. Many of them also made it clear that they did not want to reveal their status 

since 'it would not help' because others could not provide them with material and 

financial assistance: as the following statements of the women illustrate: 
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I do ~Ol want '~ reveal my stOIUS 10 anybody except to IhOle whom IITUSI they could assist me practically. II IS of no use to tell even 10 close relatives 01' friends f01' they could not help you practically except feeling sorry for you. 

(8. widowed. 26) 

I and my husband told our HIV positive Slalus only to afcw of his relallVes whom we trlLilthey would assisl us in praclicallerms. My parenls and my relalives are aU pOOl' and they could do nothingfor me and I decided nOllo teJl Ihem 

(D. Ma,.,.ied 35. Husband HIV positive) 

I have "0 body that I can rely on and aslc for help. My brothel' is very poor, dally laborer whose income is nOI even suffiCient for him and his own family We do nor visit each olher frequenrly. My parents are /Ivi"g in the countryside and they are extremely poor who even loolc for assistance from us. I am reaJly alone and have no strong relationship with any body. Therefore, since there is no one whom J could reveal my slatw and expect help, I have Upt my status ahsolurely confidential although I am very much siclc und the symptoms clearly indicates my illness. If I openly reveal my Slatw to any hody in the community, Ihey would de..splSf! me and chase me away like other HIV-posllive persons who exposed their status. 

(A, married, 13, with full blown AIDS) 

Anticipated negative reactions and disbelief in other people's ability except those 

people whom the women believe they would get assistance indicated that there is still 

strong fear of negative reactions although most of the "'omen have pointed out the 

presence of some change in attitudes of the people towards HIV/AIDS and PLWHA. In 

the focus group discussion, it was indicated that instead of stimulating and encouraging 

each other to reveal one's positive status, the women seemed to influence each other 

with negative stories and probable negative responses from others. All these factors 

suggest that a woman must have a great belief and trust in others to have confidence 

and reveal her status. 

Some of the women who have children did not want to disclose their status in their 

community because they fear that their children would be stigmatized and 

discriminated. They fear and think more for their children than for themselves as the 

following statements of the women made it clear: 
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I am already mfected. I do not care much about myself whether people know or not about my 
sta~us. However, I care much for my children whom I really love and who are my hopes and my 
relief I do not wanl them to be sllgma/i=ed and discriminated just because their mother has 
HIV. They have done nothing wrong and I always toke great core not to show any Sign of or 
reveal my status to the community for their sake 

(G, widowed 34, mother of three children) 

We have six children whom we are looking after Five of them are under our core. It is only our 
first son who has his own income. I and my husband worry more about Ollr children than 
ourselves. We don 'I wanl to reveal our status to the commumty because we have children not 
yet grown up and we do nol want them to suffer from discrimination and stigmall:!ation by the 
community member. We do not walll anyone 10 point its finger and to gossip around our 
children thaI they are children of HI V pOSitive parents. We don't want them 10 live in shamefor 
us and we wanlthem 10 live freely. 

(D, married, 35, mOlher of six children) 

Some women also thought that others should not be suffered for the news of their HIV 

positive status (for knowing their status). They preferred to keep it for themselves or for 

some selected persons, and not to reveal for others i.e. for mothers not because of fear 

of stigmatization and discrimination but because not to hurt and infiict pain on them. 

The following statements of the women can be illustrative on this point: 

I don '[ wanl to tell my HlV slatus 10 my mother whom !Iove '!ery much and I know she adores 
me I live with her and with my younger sister after my husband died two years ago. She cares 
for me very much. I don 'I want to lell my HIV posi!i\'e status to her and make her suffer and 
worry for me. 

(W. 28, widowed) 

!lold my slatus to my older sister, her husband, and to their doughIer who is also my friend. 
However, although I sometimes live with my mother who is old. I didn't rell her aboul my status 
and I will never tell her because she ;s old enough and has to die peacefully without worrying 
for me and I don 'f want to hurt her 

(F, Single, 29) 

In summary, a number of factors made the women conceal their status. Fear of being 

rejected by family, friends and the community. Some also expected discrimination 

because they had seen it happening to others or heard about it. However, the fear may 

have been greater than the actuality and most never tried to talk with important others 

about their status. Discrimination was the main reason but most women did not want to 

reveal their status because they thought it would not help since others would not be 
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able to assist them mainly with financial, material and practical support. Against this 

background, it must be emphasized that a woman must have a great belief and trust in 

others to have confidence to reveal her status and expect help. 

4.3 Reactions Experienced 

Individuals exist in networks of relationships, the social network is central to the 

process of human growth, development and crisis intervention. A social network may 

consist of a person's family, friends, neighbors, relatives, employer, teacher welfare 

worker, physician, lawyer anyone with whom a person has regular social intercourse 

(Hoff, 1995). 

We are conceived and born mto a social cantexl We grow and develop among 
other people. We experience crises around events in our social milieu. People 
around us friends, family, the community help or hinder us throllgh crises (Hoff, 
1995. P.133). 

Different individuals have different networks. As mentioned in the previous sec-~ions 

while six women kept their status absolutely confidential, nine of the interviewees were 

open about to some degree. They revealed their status to one or more relatives or very 

rarely close friends whom they had strong trust and confidence. This section gives a 

detailed account of the personal stories of these women regarding their status 

disclosure; that is for whom, why in what circumstances as well as the reactions of 

those persons who had learned the positive status of the women as described in the 

women's own words. By doing so, the section also highlights each of the woman's 

background and why and how she took the HIV test. 
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Case 1 

W is a young woman whose age is 28. She was born in Addis and attended education 

up to grade 9. Before she got married, she worked as a cleaner and a cashier in 

different hotels. She then married an EPRDF soldier in 1990 E.C. They used to live i" a 

privately rented house. After they lived for two years, her husband got sick and his 

illness was found to be TB but he couldn't get recovered although he took all the 

medications that the doctors prescribed. She then started to suspect him as being HIV 

positive because of some symptoms she noticed. He died after giving her some clue 

regarding his HIV positive status. 

After he spent several days in the hospital, he told me whatlhe doctors have told him. He said, "The doclors have requested my consent 10 lake my blood/or HIV test but they warned me not fell my wife" and he lold me his agreement and he war tested. However, he and the doctors didn', tell me about the result He died in August 6 1992 shortly after the blood test and J strongly suspect that he had died of AIDS 

After her husband's death, she returned to her mother's house since she had no job 

and income of her own to live by. For two years, she led a very difficult life since she 

suspected that her husband had died of AIDS and she was worried about her status. 

However, she didn't dare to be tested until situation dictated her when she started to 

recognize some symptoms of the disease. 

Two years after Ihe dealh of my husband, I slorted to have some symptoms like persistent cough and diarrhea. I also lost a Significant amount of weight and my mother used to tell me that lhe reason thol I was in a bad physical and mental condition was because of 'he sorrow of my husband's death and she odvlsed me to forget it. and to take care of my heolth. But as / strongly suspect il wasn't the case as my mother thought and after a long and difficult process to convince myself to be tested. I decided and took the test in April /994 and / found that I was HIV- positive. I then took another test just to confirm and there too the result was found 10 be 
the same. 

After she learned her positive status, she kept her result absolutely secret for 

sometime. But later decided to tell to her older sister's husband anticipating that since 

38 



he is educated he could understand the problem, and that she thought he Vfould 

provide her with some kind of moral and practical assistance. She told him but didn't 

get the anticipated positive response and she deeply regrets and always curses the day 

that she told him her result. She expressed her feelings in the following words: 

After I Jcnew my status I kepI i( to myself for some months but loler I decided to tell (0 my older 
sister 's husband who was educated believing that he would assist me moraliy andjinancially. 
However, after I lold him, leI alone asSISting me, he never saw me aimost/or the last tWQ years. 
I also s topped going 10 their house. I Q. ways regret lor revealing my result for him and I 
decided not 10 tell anyone since I gal no assistance and sympathy from the person whom I 
believed I would get. I thanked him only for one thing Ihat he didn '( tell my slalllS 10 my sister 
and (a olhers. 

The positive or negative reactions a woman had experienced from the people whom 

she trusted most and revealed her status playa significant role in disclosing her status 

for others or confiding it to her own. As it is evident in the upcoming cases it also 

influences the women's coping ability and in coming to terms with an HIV-posltive 

status. 

Case 2, 

K was a widow whose husband has died of AIDS. She was born in Gondar and she 

was 38 years of age. She came to Addis when she was 12 to live with her aunt. She 

attended education up to grade 7. She then left her aunt's house because she was not 

happy with the way her aunt treated her. She served in different houses as a 

housemaid and then married a man. According to her marital history, she married three 

husbands one after the other. She lived with her last husband for six years. He was a 

truck driver. And in 1994 he got sick and the illness was diagnosed as tuberculosis 

(TB) from which he couldn't recover. She said the following regarding the relationship 

they had and the testing: 
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I and my husband had no children bUI we had very good relallollShip. W~ care f or each OIher. One day, I ,old him Ihol he was sicle and the Doctor said his Illness was TB bUI he could noI recover f rom his illness soon. Finally, I asked him that hOlh of us should be tested for HIV I told him I would also be tested with him because I wanled him 10 htrlle couragefor 'he tesl. He agreed and in September 30. / 995 E.C Mo-e loole Ihe test ot Zewditu hospllal and our resul, was found 10 be positive. We leept our HIV-positive status completely a secret and he died two months after the news. 

I am living in a communily where most people are poor and less cducaled. I don ', wan' to reveal my stalus there. I lenow thaI they will stigmali:e and discriminate me. Most of my relatives are flving in the countryside and it would be a/no use to tel/ them except hurting them and maleing them worry for me 

The only person with whom I have trust. strong bond and relationship is my aum who is economically better off. She used to advu"e and help me practically many years before I learned my HIV-positlve status. I was really camlnced of the pOSitive reaction she would show me if I reveal my status to her. and I told her about the cause of my husband's death and my HIV­positive status_ She felt very sorry f or me when I told her bur promised to help me in any way possible. 

She really reacted positively and with empathy. She collected money f rom her children and f rom other relatives lor me With the reason that "Her husband has died and she has no income to live by and there is also no one who could help her" And she collected 800 bITr for me. In many countless occasions. she helped me In everything po.fSible but above aI/ the moral support and the relief I got for sharing the news 0/ my positive status helped me emotional/y. I always go to her house and spend the day there. 

Although most of the women revealed their status to someone with the aim of getting 

practical support ; financial and material some of them like the woman In case 2, 

indicated that sharing the news of one's status with others also help psychologically 

and emotionally. 

Case 3 
T was born in Gojjam. She was 29. She came to Add is while she was a child to live 

with her older sister and to attend education. She lived with her sister and has 

competed grade 12 in 1987 E C. After completing high school, she was working in a 

private organization and she was introduced with a man who later married her in 1990 

E.C. He was a merchant and they were living in a house rented from a private owner. 

After they got married, he opened for her a small shop and a beauty salon. They had 

two children . After almost four years in marriage, her husband got seriously sick and 

died. 
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I was confused regarding the cause of my husband's illness and death. I had recognized some symptoms of his illness /ilce coughing, diarrhea, weight loss. And I started 10 suspect his ,linus being AIDS. But I couldn 't beh(!1'e it would be the case. This was because we got married by talcing blood test for HIV and we were found to' be HIV-negalives. Besides we were very much religious and we trust each other. My husband has died when I was two months and fifteen day.f pregnaTll of our second child Six months after my husband has died, I gave b",h to my seCflnd child {They had two chi/riTen, a girl and a boy who are three and half, and fWO years age respectively}. 

Regarding how she learned about her status; 

My second child gets repeatedly siclcjustfew months after he was born I suspected that there is something wrong and the nurses advised me to have the baby tested and I(S res,.[t became positive. I then (oole the test In November /995 and the result wosfound to be fhe same. Ilold the whole story to my husband's mother in order to lake care of my three yeors baby girl after I died / told her that the cause of her son (my husband's) death was AIDS. My husband's morher is really a good woman Shefelt \'ery much sad about me and my HIV positive child She really reacted positively. She assISts me in anything possible especially in coming to my house and caring/or the children She brings soap,/ood (and other things) to lhe 'children andfor me and helps me in washing the children's c/athes, in preparing food etc and in accompanying me when I regll/arly visit different clinics/or my baby's treatment, I know that my child who is HIV posillve will die soon. By now he is seriously siclc. {She was crying while saying this]. I hope Ihal, my jirsl child is negative, she looks heallhy and I don't see any symptom but I feared to get her lested 

I also laid my slatus 10 my religious friends in order to proy for me and my child They come 10 my house every Sunday and proy for us. They are giving me hope and moral support thai God wilt soon cure me and my child Although my older siSler is here In Addis, I don 't want to tell her because we have no good relationship. We are difJerent in religion. She is an Orthodox Christian and'f am a Protestant And I used 10 be an Orthodox but converted into Protestant But she was againsl my deCISIon, Besides she wasn't happy when I gal married with my husband because he was a PrOlestant. There/ore, now I do not want to tell her since ~Je have no 
good relationship. My parenlS and my other siblings are liVing In Ihe countryside and we do nOI have much comm unicallon and it is a/no use to tell them. 

Case 4 

S is a very shy young woman of 24 years Of. age. She was born and raised in Addis 

Ababa and completed grade 12, and took catering and food preparation training . She 

was living with her mother and with her three siblings before getting married 1993 E.C. 

She and her husband were living in a Kebe/e house which her husband used to live 

before he married her. Her husband was a driver in one insurance company. She 

learned her HIV positive status in November, 1995 E.C. She describes the whole story 

as follows: 
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Be/ore I married him, I never had any sexual intercourse. He IS the only man whom I know sexually and I was virgin when we go/ married. We were married with a church ceremony {With 'Kurbon'] because I am very much religious. After we gal married, he olways:uks me to bear him a child bUI I duagreed and told him that, if we need to have children, we maut gel tesled for HIY bUI he rifused So I went alone and 1001t the test and I wos found 10 be HIV positive. I couldn't believe the result and I was extremely nervous and told him Ihe ri!Sult very angrily and thrown the certificale at his/ace. Surprisingly, Ihe news did not bother him. Rather he tried to cool me down. I was expecting that he would also be very sad for Ihe news, and he would also run for a blood test to know his status. He just laid me thai " ... being HIV pruilive doesn't mean the end of Ihe world: il is possible 10 live with il for so long. Many people are living with il. What is Important is 10 love and care for each other" And I aslced him whether he knew his status before bUI he sOld he doesn't want to know. From all his reactions, I convinced myself that he Icnew his result before we got married I just gave everything to God and started to live with him. Bul as days passed by hiS behavior slarted to change. He slopped givl11g me the monthly house expense and started to Ihout and yell al me and he began 10 nag me always andfinally chased me out from the house. Although It is him, who brought the virus to me, he treated me very harshly. I got really annoyed with his reactions and told to my older brother about my HIV status and the relalionsF.ip I had wilh my husband 

I told him becalUe he is a counselor In a high school and he was always good for me. I also needed practical and moral assistance from him since I was chased away by my husband and slated to live wllh my mother My brother was really very sad and gave me brotht.rly advice and promised me thai he would assist me and urged me not to worry but to cure/or my health He is really very much helpful for me. He cares for me more than I deserve. He always and advises me nol to worry and he visils me regularly although he Itves separately in his own house hawng his ownfamlly. Wilh the support of him, I told to the kebele administrator secretly about how and why my husband chased me from the house. And Since I am a lawful wife, I claimed 10 have the house divided in to two for me and for my husband. After a month 0/ negotialion between the Icebele administrator. me and my ex husband the house was divided into two and I slarted to live a very peaceful life. 
• 

With the financial support I got from my brother, I bought basic equipment and utensils and slarted to live a very peace fill life My younger sister whom I told my result lalely for the salce of her own protectIOn usually comes home and we spend the night together. We chat, eat, and sleep together but I care much to protect Ihem. I do nol use a bleed or a needle w/lh Ihem. My close friends also visit me but they do not know my HIV positive status. I did not also reveal my status to my mother Since it will hurt her very much. 

Case 5 
F is 29 years of age. She was born in Akaki. She came to Addis in 1973 with her 

family. She sometimes lives with her mother and sometimes lives with her older sister. 

She completed grade 12 and took computer and photography training. She has never 

been employed and couldn't get job. As a result, with the advice and financial 

assistance of her older sister in 1990, she decided to go to Jeddah and work there with 

her sister's daughter. As a pre-requisite for obtaining a visa, both of them (she and her 

sister's daughter) took HIV tests. It used to take a week to receive the result at that time 

and when she went there with her sister's daughter to collect the result her code 
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number wasn't there and she was told to come in the afternoon and to talk to the 

doctor. While her sister's daughter was HIV- negative, she tested positive and was 

devastated. She never dreamt that this would be the case. She felt that her life had 

fallen apart and any hopes she had of working, getting married and having children 

were gone as the following statements of her illustrate: 

When I weill 10 collect the result, I was confident enough that it would be negallve. I JUSl had only a boy friend Ihal {trust very mIlch I never had se:tual parlners except him and Ihal was the reman which made me have more ccmfidence a/being HIV negative. When !Iook the result, my cousin was there and I was crymg. when she asked me what is wrong with me, I told her about my status and she 100 crIed. II was my sister, who gave us Ihe money for Ihe blood tcst, so she was expecting our result. I I~ as confused, embarrassed and feared I n tpl/ my result to my l'ister. I decided not to tell her and wanted to give her a false rcason that the result was not yel finalized and postponed/or the coming week. 

I went home and slept bUI / wa.r crying the whole day When my sister came back after working hours the first thmg she asked was about our result, and her daughter !Old her that it has been postponed for the coming week but my sister was nol convinced and asked her daughter the whereabouts of me. And she told her thai I slept because I had a headache. She came to the bed room and called me. I was covered with the blanket but she removed it from my face. My eyes were red. the color of my face faded She then immedialely noticed that Ihere was somelhing wrong with me and asked me whal has happened I couldn 'I control myself and burst into lears without uuering a word My sister got confused and asked her daughter 10 tell her what was happening. She too slarted 10 cry and I mllrmured the words Ihatl got AIDS. 

Immedialely the color of my sisters face was turned to Pell and shouted "What are you talking aboul, I couldn't believe this, how come? ,. And she started to cry, and yelled at me thai, "How could you get infected unless you were going out with many men? II means that I didn'l know you allhough you live with me. " she was yellmg and shouting at me and throwing very bad words and she blamed me that I have disgraced the name of our family. I gal very much annoyed thai she almost labeled me as promisCllous and angrily shouted at her Ihal I am nat a woman Ihal she is talking abollt. And I told her Ihal I had a boy friend and didn'l sleep wilh many men as she said It was in the middle of thiS Situation Ihal her husband arrived and saw that all of us were crying and he wanted to know the cause immedialely. He asked my sister (his wife) whal has happened She laid him about my resull. He was very much sad and storied 10 cool down all olus. He is a very educated well behaved man and he told us thai, "Any body can be caughl wilh HIV and it doesn't always imply that being HIV positive means the person is promiscuous or has bad behavior. It is flOI only the problem of one person or oneJtlmily", he said. "It is knocking every one's door. " So he lOld my sisler and me that one should nol argue on a maUer which has passed. bUI to look for a solll/iotl. ThaI night he told us many things about HIV/AIDS and tried to cool down us. He privately advised me nolto worry, but to care for me and for my health. He told me many stories regarding the possibility of living longer with HIV if one cares for her/him self. He promised to assist me in any thing he can. But he 
warned us nOllO tell olhers, even to my mother. 

Although, atfirst, my sister tried to accuse and blame mefor disgracmg our family name, with the advice of her husband she soon became helpful and caring. E'tIery body in the house, my sister, and my sISter 's husband and their daughter are very much positive for me. We eat logether, talk and laugh as usual. Although, sometimes I five with them and sometimes with my mother, they always ask me to lIVe with them where I get most oflhe caring. Mostly Ilorgellhat I am HIV positive because of their good approach, sympathy and treatment. After some frve years, I have slarled to have diarrhea, skin problems, and lost weight durmg which time I 
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ocJcnowledged that the t,me of my death has approached. I also thoughl that anybody could easily identify me 0$ HIV-positive. I then ,aid myselJthall don't hove 10 suffer since I will nOl be cured and decided to commll suicide. I then went to my mOlher's house for 0 week since I couldn 't make it in my sister's house One midnight I woke up and closed the door Inside and artempted suicide but I was rescued by my mOlher 's house servant. My mother and her servant do not know aboul my status. My siSler and her husband heard about my attempt and came In my mother 's house and since I was seriously sic/c, they took me 10 Menelilr. II hospital lind I spent two months Ihere. And they were around me day and ",ght. 

Wilh Ihe money that my sisler's husband gives me every month, I begon 10 take the antiretroviral (ARV) Ireatment. I have storIed to recover physically and emolionally. Besides my sister's husband brought me 10 Mekdim Elhiopia where I found many H/V-positi\'e persons who are in similar, better and worse condition Ihan me. I am convinced thaI one could hve long wilh HIV especially if the reactions of others are positive. Thanh 10 the support and the posilive reactions thaI my families provided me. They did everything they could. Without their support, sympathy and positive response I 'l4-nuld have killed myselJso early. 

Case 6 

J Was born in Dessie. She was 18 years of age, who is the youngest of all the w~men 

that I interviewed. She came to Addis in 1983 after her parents divorced. Her father 

brought her to live with his sister. She lived with her aunt for some years but then left 

and worked in two houses as a housemaid. 

After my father left me wilh my aunt. I slarted 10 live there happily. Bul when I grew up I recognized thaI my aunt wosn 't trealmg me equally with her children who were of almOSI the same age wilh me I didn 'I go 10 school bUI her children were going. I used 10 work the whole day al/lhe worles of Ihe house while her children were playing. Then, I starred to complam and our relationship turned to be bad Although I did" 'I know much aboul Addis. I decided 10 be employed in someone's house and earn money. I did that with a help of our neighbor housemaid withoullhe knowledge of my aunl 

She worked in two houses for some months but was not satisfied with their treatment. 

And then with the help of a broker, she got job in a hotel as a waitress but ended up 

there being a sex worker. 

The broker told me Ihat he gal Job for me ill a waitress in a hOlel where only food IS served However, after I went there and worked for two days as a waitress, the owner ordered me 10 serve in the bar during the night. A If of the gIrls who were working in the bar were sex workers. llhen started to do "business" [Ihe term used by sex-workers 10 refer 10 sleeping wilh clients with some amount of money]. It was in Ihis way thai I ended up as being a sex-wor/cer 
and thenfinally to be infecled with Hlv' 
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While working there she got pregnant and undertook abortion. After the abortion, she 

got seriously sick and became physically weak. And with the advice of a nurse she took 

HIV-test in 1993 and learned her positive status. In her own words: 

After lookmg my physical condition, fhe nurse asked me ahoul my living condilion and my work. I told her that I wOTIc as a waitress in a hotel. Then she requested my cansenllO gel tested and I agreed The result was positive. I didn 'f know what 10 do. J have no where to go. A/though I htTI'e a brother he is economically very weak. I know that he could,, ', help me thus I did not want 10 go there. I also couldn '[ go back to Ihe hOlel since I was siclc. and couldn " worA:. Having heard my entire story the nurse (elt very sad and offered me to live with her. At that time she {lhe nurse] was smgle and was In:mg alone She advised me nollo be worried and lold me thaI Marry Joy [the organi=ation where the nurse was working} would a.Ui!l me in medication and other finanCial support. Although I was very sad with the news of being H/V positive. I was happy upon the nurse's very pasillve reactions. 

I lived with her for six momhs alld when she got married I told her thaI I should go out and rent a house with air/end of mine (a sex worAer) whom flold my result. With Ihe 90 birr that Marry Joy prOVides me on monthly basis I rented a house and started to live with my friend Although at the begmnmg f had a good relationship with my friend she started to complain that f could transmit HIV to her smce we share household utensils. And wifhout my consent, she told the owner of the house about my HIV positive status and the owner started to stigmatize and discriminate me. Usually after I used of the toilet she washes it. And lance heard her warning her children saying that, "Do not go to her house and do not eol whalever she gives you and do not go to the loilet after she used It "I then decided /0 live alone by going to somewhere else where no body knows about me. and rellled a house in the outskirts of Addis around 'Asko" with 40 birr and starred /0 live there. It was at this time that I decided to tell to my older brother One night. I went to his house and told him privately aboul my HIV Positive sta fUS. He cried a lot saying that" You are my only sister I am gomg to loose you by thiS bad disease . .. He blamed the disintegration of our family and himself for not carrymgfor me and bringing me up properly. He told his wife about me in my presence. They were really sad about the news and as usual we ate. drunk and talked together and they told me to visit them regularly. And they promised me to do anything they could for me f am very much satisfied with their moral support though economically I knew that they could do nothing for me. 

l have also revealed mystarus to somefriends of mine whom llenow recently but IteU them that I got the virus from a boy friend who deserted me after he discovered my HIV pasilive status They are all very friendly. and very positive towards me. They spent most of the time with me. Two of my friends are livmg with their parents and they told their parents aboul me and Ihey help me practical/yo I enJOY going to ,heir houses I play, eal, talk., and laugh with them. Our friendship and their posilive reaction extended to the point that I somel/mes wear their clothes and they also wear it again Becol/se of these positive reactions. I do not think mostly as having 
HiV 

Case 7 

M is 30 years of age. She was born in Wollo. Due to the drought, her uncle took her 

to Jimma in 1977 E.C, and there, she attended school up to grade 6. Then she married 

to a man who was a merchant. She then came to Addis Ababa in 1985 with him and 
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they became a parent to one child . A year after they came to Addis, her husband died 

of a car accident and she started to live on her own with her only child and engaged in 

petty trading . She used to live in a private rented house. In 1994 E.C she married a 

man who was at that time a taxi assistant and now a taxi driver. 

After my first husband died, J was living with my only child and was strugglmg to earn an income that would cover the house rem, food and other expenses of me and my child In 1994 E.C, I got married 10 a young man who was my neighbor. We started 10 live logether. A year and three months after I married him. I gIlt sick. and went to Marry Joy. and the doc/or told me that 1/ was TB I started to take the medi 'allan. However; I couldn 'f lake rest and take care of my health since I hod to earn money 10 live by. My second husband usually gal drunk and smokes he didn 'f give me enough money on a monthly basis The hord work in addition to the sickness made me physically very weak and I lost Significant amOllnt of welghl and finally it threw me on bed II was at fhis lime that the home care pruviders of Mary Juy ,:ame to my house and saw the situation and asked me to hm'e a blood test for HIV if I agreed. I agreed and went to Marry Joy and Ilested positive I couldn't believe it and toolc other blood test in Teklehaymanot Clinic. There too, the result was the same_ 

!then told my husband aboul my HIV positive status. !lcnow that there is nothing! could do after il happened so it IS beller to live peaceflllly with my husband and with my daughter who is now 10 years old My husband agreed to talce a blood test and he was also found /0 be HIV positive. He used to drink and smoke but since then he has stopped laking them and began to care much for himself andfor me. We have now a veT)' good relationship He also got his third grade driving license and is working now as a taxi driver 

1 also revealed my and my husband's HIV status to an old woman whom 1 consider as my mother. I know thIS woman In 1985, the first lime I came to Addis She was my neighbor, She has a good heart for me and for my child especially after the death of my previous husband. When I am usually away f rom my house, she and her family take care of my child and dlle to this my child and the old woman have bUIlt strong bond and they call each other 'mama" and "my child" Whenever I need somethmg, the first person I nm to is this old woman. It is she who made my social re/alionship In the community veT)' active. I became a member ofwomen's 'iddir', We have really a very good relationship and she IS the only person of whom ! fell my secret. Although I know that it will hurl her very much I have decided /0 reveal my II! V positive sla/us to her for Ihe sake of my daughter who has already lost her falher and who wilt also lose her mother and will become an orphan. When I told her, she was veT)' much sad and Cried holding me tight and said. "you are not a women to deserve this "[HI V'" She encouraged and ad\llsed me to take core of me and my and said, "God will cure you, go to churches and always take holy water. " Her encouragement and advice besides her real promise to be on my side as usual really helped me in accepllng the sltualion I faced I also laid her that she is the only woman With whom I shared my reSlilt. She warned me nol to reveal my status 10 anyone in our 
locality_ 

Her practical support and sympathy became even greater after I revealed my stalus 10 her. She regularly VISits us and brings sugar, soap. and other things, We drink coffee logether as usual. She helps me in the house work when I get sick. She prepares food, and washes Ollr clothes. I do not have words to express her practical support and sympathy. She is really the gift of God 
for me and for my child. 

Regarding my relatives, my parents have died; two of my brothers live in Ihe cOllnlryside and we have no contact. One of my older sisters IS livmg here in Addis having her ownfamily and a job. She is not so much supportive for me and we don't have a strong relationship. I visit her occasionally before I knew my slatus Al first I decided nOI to tell my sisler aboul Ine news of 
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my HIY proillve status as she did nothing for me in the wake of the crisis. However. some monlkr after I learned my status, I decided 10 tell her In the belief rhal as she is my sisler In ~/ood ,she would feel the problem that I faced and could help me in any way possible, especially 
In takmg care of my chi/d. It is true Ihal when you are desperate and do nOi !now what to do, you lurn to any body for a help let alone to your close relatives 

I went to her house ond ,old her, but she dldn " feel very sad as I expected. She Just laid me to visit her regularly, although il Wa.f me who needs 10 be vistted. I just wenl back 10 my house hoping thai she would come soon. and decided 1301 10 go to her house unless she came 10 me. Until now, for about eight months since I told her, she has never come and asked me and I did 1301 also go to see her. I feel reaJly guilty of revealing 10 her. 

Case 8 

N was born in Kebridahar. She was 23. She came to Addis when she was five, and 
started to live with her grandmother who was living alone She has one brother and two 
sisters but she didn't grow up with them. She had no formal education. In 1991 E.C just 
after the death of her grandmother she married a man and they started to live in a 
privately rented house. In 1993, two years before she knew her HIV status, they got 
divorced, and started to live on her own in a house which she rented from private 
owner. In order to earn a living, she was working as a daily laborer earning 6 Birr a day. 

One of her younger sisters was working in Beirut and she wanted to take her to Beirut 
and send her some money for the process. 

When my sister sent me money for the process, J took the blood test and found out that I am HIV- positive I don 'I know how it could be. Of course, I had 0 very severe Slomach ache and frequently visit clinics and hospitals and once undertook a miner ,mrgery. ImmedlOtely after the news of my result, I got seriously sick of TB. Until this lime, I \lias living alone on my own When I got seriously sick and unable to work, I went back to my family 10 live there, My family knew that I was a TB patient but they may suspect aboul my status since they know that I had 10 take a blood test for HIV 10 go 10 Belnll But I told them that I didn't yet take the tes' because I have to recover from my illness before I starllhe process. 

The moment I went back to my family, I noticed that my siblings have no good altitude to me. It was only my mother who was sympathetic with me. Although my siblings didn'l know for sure my HIV poSitive status, they have started to stigmatize and discriminate me with the reason that I am a TB patient Therefore, since I could transmll it to them, they openly told me not to eat 
with them, use any of their Ulensils and not to lOuch leI alone wear my sister's cloth. I was a/so made to sleep on the floor just on the corner of the house. Although my brQJher is educaJed (having a degree) he IS theftrst one who reacted negatively to me. II is he who provides money for the family expense. My father had died long ago and my moth.er has no. job. Thoug~ m?, mother was very sympothetic to me she had ta obey and respect hIS order since the famIly IS dependent on him Therefore, she didn '[ say anything againsl their negative reactions tQWards 
me. Of course, she didn't MOW that I am HLV-positive. 
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Due to their reactions. I decided not to reveal my status to my siblings. If lhey know my status, I was sure that they would chase me away but I believed that my mather would do something and reacl positively if she knows and I decided to ,ell her And when I laid her, she cf'led and lelt sad and advised me to rely on God. II is really very good to taJle to someone who can al least sympathize with you. 

The situation gal very bad when once my sIster discovered my HIV poslltve slatus Since I had no educat ion and I couldn'l read and write all my medical prescrip,ions, I wanted a prescription to buy medication and I asked my sister to read the prescriptions lor me so that I could recognize and identify it Along with Ihe prescriptions, my sister lound my HIV positive certificate and I saw her face turning infO pale and dropped the paper on the j1oor. I knew that she discovered my status and I laid her by crying. However, instead olleeling sad lor me, she shouted at me thai. "you have almost Icilled all olus, you should have told us your HIV·posilive Slalus so that we could protecl ourselves" And I told her Ihot the reason lor not reveling my status was because I lacked Ihe courage However my sister replied, "It would have been good to fear it [HIV} first rather than brmg it here by wondering around" I really fell very sad/or her negative reaction and even wonted to die immediotely_ I have decided to commit suicide and cried the whole day. When my mOlher came she lound me crying and asked me the reason. I told her every thing and said that I wanted to die immediately rather than b~;ng Ireoted negatIVely by one's own Immediate family member. 

Although my mother angrily told my sister 1I0t to treat me like this and not to tell my brother about my HIV posillve status, I was very much tOllched with my sister 's severe reaction and promised to myself not ro reveal to OilY one I thought that if my immediate lamily members, my siblmgs treated me like this, I can easily guess how the reaclion would be much worse from others Now, I go away from our village and spend most oJ the time in different churches and come at mght only to sleep. I do not want 10 meet anybody; my siblings and others from our locality. I badly need to have my own house of whatever bad quality it could be Bul I have nothing to eat let alone to pay for a rent That is why I am suffering aI/this much in the lamily 

Although I have decided and even once allempted to commit suicide, with rhe help 01 God. I am alive. But as you can see me I am sicle. physically weale. and lonely. I have no hope andfuture. I have no one who could assist me financially and malerially. The only persOIl I ask for help is an HI V positive woman whom I know at Marry Joy. Ir is only with her Ihal I talk and ask for a little amoun! 01 money. She is very much helpful. 

When judgment and aVOidance replace understanding and assistance, the resulting 

fear, prejudice, and ignorance can add insult to injury for individuals who are in cri.:s. 

Case 9 

o was born in Chaha She is from the Gurage ethnic group. She was 35 years of age 

and a mother of six children. She came to Addis in 1983 with her husband. She has no 

fonnal education. Her husband used to be a tailor and they had relatively a good 

income and living condition. They live in a house which they have rented from private 
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owner with a monthly payment of 180 Birr. She has no income of her own; her major 

occupation was and still is caring for the children and the house work. 

It has been a little over a year since she learned her HIV status. She took the test 

because her husband got sick for increasingly long periods and couldn't recover. Due 

to this, the doctors advised him to have HIV test, which he did without telling her. It 

was after he knew his status that the doctors advised him to share his result with his 

wife and also to convince her to have a blood test. The whole story presented in her 

own words as follows: 

FellI years ago, my husband became sIck. He had a problem with his skin. Hefrequently visits 
hospifals and clinics and he also goes to Iraditional healers bUI he couldn', get recovered. His 
beh{l\Jior also started to change. He started to complain/or every Ihing, and he couldn't have Q 

good sleep. One day, when our children were OUf 0/ the house, he told me that he wanted to tell 
me a secret and bad news and told me he is HIV pasilive. He was crying, kneeling down on the 
ground and holding my legs and was asking my forgiveness saying thai, '" killed yOIl Qnd our 
children. I am guilty. I know that you know no man excepr me, you are Joyal 10 me but J 
be/rayed you" And he told me thaI the Doctors advised him tell to me and also to get me 
tested. Upon his request J took the test Immediately and found out that J am also posi/ive. J was 
really shocked with the news, It disturbed me nat Just for my life but for my children's future, 
And since they are very young and couldn't accommodate this kind of heart breaking news at 
first we didn '/ want to tell Ollr status and make them sliffer. However ...... ith the advice of the 
counselors we told the firslthree of them in order to pralect themselves and provide care for us 
when we gel sick.. Besides. since my husband is unable /0 work. one of our sons took over my 
husband's work and earns an Income for Ihefamily. When we told them, they were shocked and 
felt very sad and cried a lot, especially our daughter couldn't stop crying and she is still very 
much worried. We told them that they should keep this news for themselves and strongly 
advised them not to worry much for us. Since rhen Ihey care much for uS and we live happily 
with our children. One of our sons took my husband's job and works hard alld il is he who 
earns a livingfor us, 

My husband's brothers also know about our HIV positive status They (Ire living in 
Shashemene. He went there and fOld twa afhis brOlhers abolltus. They are economically in a 
good position and Ihey are helping us since then Alfirst Ihey gave him 500 birr and promised 
him that they would visll us frequenlly. They visit liS in IIIrns at least once in a month and give 
us some amount of money or buy for us 'IeIf' or anything lhat IS essential for liS. When my 
husband was healthy, it was him who visited and helped ,hem since they become independent 
and se/freliant. Since we are living jn a house ,hal we rented from privale owner paying the 
rent became difficult apart from Ihe ather expenses for eight family members. We badly need to 
gel support from anywhere, especially from his close relatives whom we believe would extend 
helping hands. And thanks to God they have reacted positively. They [her husband's brother) 
ore our security for our children especially for the younger ones. They hove now started to buy 
clothes and educational materials for the children. They are really helping us a lot. 

The other person to whom J fOld about our status is his uncle's wife. We had a very good 
relationship in the good times. Especially I and she respect each other. One day I had a dream 
that she had discovered my H/V positive status andfelt sorry on me because I didn't tell her. 
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In Ihe morning I told my husband Ihal I am gomg to tell her since I couldn'l hold Ihis as a secret from her any longer, Thus, I wenllhere and told her, She was extremely sad for me and for my children and blamed men as a whole thai they bring the VIrus 10 their innrYenl wives who Ienow nothing except Iheir house and their children She promised to help me in anyway she could and immediately senl for us 50 Ieillo of 'tejJ' She comes 10 our house regularly and assists us practically. 

II is only for his close relatives that we revealed our status because economically they are in a beller position than my relalives Hence, they could assist usfinancially and materially, All my relatives are in the countryside and they are poor. II is of no use to tell them They may feel sorry for us but they couldn'l help practically. For the salce of our children, and our social activity and as we are liVing in a house rented from private. we are extremely careful nOI to reveal and not 10 show any indIcation of our HIV pOSllrve status to the community. 

Interpretation and AnalYSis of Cases 

The reactions and behaviors of relatives, close friends, neighbors andlor other people 

whom the women told their status are described through the women's own eyes. And 

as can be observed from their description, in most cases people to whom the women 

did reveal their status had apparently not discriminated in the way or to the extent that 

women have anticipated. Few described experiences of "ome degrees of stigma from 

house sharers or owners. One of the women experienced severe stigma from close 

relatives. These women are in a desperate physical and psychological condition as the 

result of the negative reactions they experienced . When judgment and avoidance 

replace understanding and assistance, the resulting fear, prejudice, and ignorance can 

add insult to injury for individuals in crisis (Hoff, 1995). Case 8's experience can be 

illustrative of this point. 

Most women however noted with gratitude, the support they received from family 

members, friends and neighbors. They described getting support, sympathy and care 

from most people to whom they have revealed their status. The positive reaction the 

women experienced is life enhancing and helped most of them considerably in coming 

to terms with HIV/AIDS. However, the fact that none of the women wanted to reveal 

so 



their status to the community shows that there is strong fear of stigmatization and 

discrimination. 

Willingness to reveal one's HIV status and obtaining emotional and practical support 

seems to depend on strong relationship with others (strong social network). Further, 

telling one's status can be seen as a process; at first to confined it to one self and as 

time goes to think over it with questions of whether to reveat or not, for whom, when 

and how. A woman often told someone for the first time when there was no choice 

when she could no longer cope economically or psychologically or someone suspected. 

Also some did as a precaution, to have a caretaker for their children. 

When HIV positive, people fear rejection and those in their environment fear infection, 

people may avoid talking to each other. This has usually been explained as an effect of 

former negative AIDS prevention campaigns in the media. The lack of education and 

the fear inducting approach used in the first campaigns in Ethiopia stressing the 

incurability of HIV/AIDS and its transmission by promiscuous behavior seem to have 

been influential The widespread perception tnat being HIV positive is the equivalent of 

a death sentence in the absence of affordable drugs keeps many persons from being 

tested and those tested positive kept their status absolutely confidential as a result. 

The most remarkable observation was that although there were differences in status 

disclosure, fear of stigma and discrimination meant that none of the women was fully 

open ( largely kept silent )about their HIV status. Yet self - disclosure is a prerequisite 

for community awareness of the threat of AIDS and to prevent further transmission. 

Stigma, denial and fear of disclosure due to discrimination among HIV/AIDS-affected 
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persons continue to fuel the epidemic and remain a serious impediment to any control 

efforts in Ethiopia and other African countries (Kloos et al. 2000; Annania, 2000). 

Fear of stigma caused women to hide the cause of their suffering, and this secrecy 

seemed to confirm the existence of severe discrimination. Though discrimination should 

not be underestimated , this anxiety appeared exaggerated. Rejection or abandonment 

by relatives or others whom the women told about their status however, not often 

occurred. Fear of stigmatization seemed greater than the reality. 

Though most women preferred to conceal their status for fear of stigma and 

discrimination, concealing deprived from getting emotional , social and economic 

support. Secrecy towards relatives and others can result in great loneliness, thus 

making coping even more difficult. As it is evident in the previous chapters, most of 

those women who have revealed their status were obta1ning practical and emotional 

support which helped them to cope better with the consequences of HIVIAIDS. 

Serer and Ray (1993) noted that fear, stress and depression, isolation and feeling 

unable to manage a situation affect every one, especially people who are ill, feel they 

have no control or may become ill at any time. Women may be particularly susce;i tible 

to stress and depression, or at least seek help for these more often than men. Fear of 

rejection often leaves women afraid to tell anyone or seek help. As a result , many feel 

isolated and alone. 
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Chapter Five 
Consequences of Being HIV Positive 

HIVIAIDS is having an enormous impact on individuals, households, communities and 

societies at large. It has changed the lives of individuals, ruined their health , and 

caused their deaths, left survivors to mourn. It is changing not only individual lives but 

also the trajectories of whole societies (Barnett and Whiteside, 2002) . 

Individuals who are infected always confront an impact on their health . In most cases 

they face an impact on the resources they have And the impact of individual ill health 

and death depends on who the individuals are, their place in society and the resources 

they, their households, communities and societies have. "The reality for individuals is 

that, as with their chance of being infected, the impact of the disease will depend on 

their circumstances and the resources they can command "(Barnett and Whitc,ide, 

2002, P.183). 

Variation in individual impact was starkly illustrated by Judge Edwin Cameron in a 

speech to the 3rd International conference on HIV I AIDS. Cameron described how, 

although he fell severely ill , his access to good health care and drugs enabled him to 

pursue a vigorous, healthy and productive life; 

I can take these tablets, because on the salary J earn as a judge, I am able to 
afford their cost --- /n lhis I exist as a Jiving embodiment a/the iniquay of drug 
availability and access in A/rica ... My presence here embodies the injustices of 
AIDS in Africa because, on a conlinenl which 290 million Africans survive on 
less than one us dollar a day I can afford monthly medication costs of about us 
$ 400 per month. Amidst the poverty of Africa, I stand before you because I am 
able to purchase health and vigor. I am here because I can afford to pay for life 
itself (Cameron, 2000) as quoted/rom Barnell and Whiteside. 1002 p. /83) 

Initial states of individual health, nourishment nutritional states, degrees of physical 

exhaustion, mental state, work conditions, residentia l location all influence susceptibmty 
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to HIV infection ( Farmer, 1996; Cohen; et al. , 1999). With specific relation to 

HIVIAIDS, how the disease progresses and its outcome is also an expression of social 

and economic inequality (Chaisson et aI., 1995). life expectancy after HIV infection is 

associated with diet, environment, and state of mind, housing and a host of other 

factors that are usually related with income. 

The generally low socioeconomic position of women accords HIV/AIDS a profound 

impact. Women, especially in developing countries suffer most from the epidemic. In 

addition to increased risk of infection and vulnerability and greater difficulty in taking 

preventive measures, inequities in the positions of men and women make the 

psychological economic and social burdens of the disease greater for women than for 

men in similar situations. Also the social and economic conditions in which they must 

cope with the epidemic are potentially severe (de Bruyn, 1992; UNAIDS, 1999). 

5.1 Socioeconomic Consequences 
Some research works done on the socioeconomic consequences HIV/AIDS for 

individuals and households stress that AIDS affects the age group which is not only 

sexually but also economically most active . In general, the producer/consumer ratio in 

afflicted and affected households changes unfavorably (Barnett and Blaikie, 1992; 

Barnett and Whiteside, 2002). 

There are direct consequences for households due to medical expenses and loss of 

income as patients and those caring for them become less productive or lose jobs. This 

drains family resources, resulting in a lower standard of living, less nutritious food, and 

decrease in life expectancy. Children may have to leave school because fees cannot 
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be paid and their labor is needed. AIDS robs children of their parents, elderly are 

deprived their children's care and of a decent burial, families face extinction as young 

people die childless, and fear of infection strains relationships ( Barnett and Blaikie, 

1992; Barnett and Whiteside, 2002). How individuals and households survive depends 

on their resources; labor, cash reserves, income generating activities and skills. Social 

resources, mainly networks of material and emotional support, may become mure 

important (Schussler 1992; Hoff, 1995). 

Having no educational background beyond primary and in some cases secondary 

education, most women are virtually excluded from formal sector employment. As 

Barnett and Blaikie (1992) have noted, women are therefore often self-employed 

vending food or beer or engaged in physically hard work despite their ill health. 

As described in the socioeconomic background of the interviewees, the majorities have 

lower educational background, have no formal occupation and most are economically 

dependent on their husbands (see Annex 1). As a result, most women faced direct 

socioeconomic consequences when their husbands became ill and died, and when 

they got sick and unable to work. Direct impacts were generally a loss of income and 

basic shelter. Moreover, some had children to care for. 

Women are ItkeJy to be disproportionately affected by HIVIAIDS when a male 
head of household Jaffs III. The burden of caring for children orphaned as a 
result of the pandemiC is bore chiefly by women Loss 0/ mcome from a male 
income-earner may compel women and children to seek other sources of 
income, pUlling them of risk a/sexual exploitalion. 

(UNAIDS, 1999. p.J) 

An illness or death reduces household income, not only because the affected 

individuals can't work but also because illness increases expenditure on medical care 
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food and so on. This economic consequence gets worse when a husband (who is 

mostly the only breadwinner of the family) becomes sick and dies. 

Most of the interviewees whose husband's had died of AIDS strongly noted that, just 

after their husbands' death , their monthly income fell almost by 100% and some 

desperately tried to get some kinds of assistance and help from relatives, associations 

of PLWHA, and from care and support organizations. In the focus group discussion, the 

women indicated that, their major reason in becoming members in the association~ of 

PL WHA and care and support organization was for financial material and medical 

assistance. 

Of the interviewees, six women had been widowed. Of these, three have children to 

care for. Among them two have very sick children due to HIV. Since almost all of these 

widowed women were dependent largely on their husband's income for their and their 

children's living, losing them coupled with their illness caused considerable 

consequences. They were confronted with problems of how to get support for them and 

for their children. Most of them remained impoverished, struggling for the day to day 

survival of themselves and their children. The following narratives of the women 

illustrate the consequences of HIV/AIDS for them: 

My husband was a merchant He had a small shop m Mercato. He also opened/or me a small 
beauty salon. We were living in a house thaI we renled from private owner with monthly 
payment of 180 birr. We have two children who aTe three and half and 2 years of age. My 
husband got Sick for about two years and Visited different hospitals and expensive private 
clinics but he couldn't gel recovered and then died. My husband died when J was pregnant of 
our second child While he was ill, we spend a huge sum of money. Our business activity also 
failed After he died, I was left with very small amount of money. I have 10 pay the monthly 
house renl: I have to care/or my children. On lOp of all these. my second child gets always SIck 
and carmg for him and getting him medical treatment often made fhe situation worse. Things 
became complicated when my child and I found to be HIV pOSitive. I have completely finished 
the savings that I had and is seffing some of the house furniture and my jewelries to pay for the 
house rent and for our daily living as well as for medical expense for me and my child I get 
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no practical assistance /rom any body except from my husband's mother who helps me In the howe worA:. in coring for the children and in brmging some items /ike soap and 5ugor. My parents ore in the countryside and J didn't disclose my slOIW to them since it couldn't help (For a detail, see case j in Chapter IV). Now my living condition is really very bod. Before my husband died, we had a very good income and a very good living condition but now the life I hOlle with my kids is very much different. J am now very much desperate and needs some kinds of financial, material and medical ass/stonce. It is becoming l!lIen difficult for me to gel some thing for the daily expense for me and for my two kuts let alone to pay for the house rent. J am looking for a small house with little amount of payment. I will also continue selling the assets that are left 

rr. 29, Widowed. Has two children and one of them is HIV pos/twe) 

My husband used to work as a teacher In an elementary school and he was eormng about 500 birr per month. We hOlle three children whose age is /6, II and J I hod no job and we were depended only on his income. We ore living in a house lhat we have rentedfrom the kebele and we pay 9 birr momhly. When my husband was alive we had relatively a good IilJing condition. However, when my husband got sick and couldn'l get well we spend much money for his medication. And Just after he died two years ago, our income ceased completely and os a result our life changed I [aced a very difficult problem of geuing income to live by and to care for my three children. J have no relatives who are economically beller off that could assist me. My molher is a poor woman who is vending very small amounl of food items in a local market. I reaJ/y faced a very difficult slllJatlon alld I had nothing to live by? What sha1/ I feed my children. what about their school fees? They are flot yet grown ups that needs to be caredfar Learning my HIV posllive status did not disturb me as such than worrying for how to get an income JUS! to live by. I then started 10 work as a daily laborer in our kebele wilh payment of six birr a day despite my illness. Ollr ilving condition is completely changed 

(G, Widowed. 34, Mother of three cht/dren) 

/t has been three years since my husband got seriously sick and unable 10 worlc. He used to be a tailor and was earning a very good amount o[money for the family. We have six children and [Ne of them are under our care. It is only one of ollr eldest sons who gel some amount of money for the[amily especially after my husband got sic" and unable to worlc. f have no educalion and no Job I am a house wife. (For a detail, see case 10 in Chapter IV). We live in a house that we have rented/rom private and the monthly payment is 140 birr. Our living conditIOn drastically changed because of my husband's sickness. It became difficult to get some money for the eight family members living expense lei alone to pay the house rent II was last year that my husband's couse of illness found to be HIV and I loa learned my HiV poSlllve status. We revealed our slatus 10 very few relatives of my hl/sband in order to get financial and practical assistance_ They cover the house rent and are paying the monthly 'iddir 'membership fee, school fee and clothing for Ollr younger children However, we found it eXlremely hard to depend on some body for longer period. For the daily house expense, our son IS struggling to get money by vending IIsed clothes. I didn't reveal my status to my relat/ves, since they are in 
the countryside and are economically poor 

(D, 35, Married, have six chIldren) 

We [she and her husband] were leading our life with the income that my husband was get~lng by working as a truck driver. I was a house wife and was jusl silting at home since I had no Job. We were living in a house that we have rentedfrom kebele with a monthly payment of IIBbirr. We had no children and my husband's income was enough for us. However, after he died a year ago, J started to lead a very difficult life with almost no income source to live by. We olso 
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spend much money for medicotion since he gOI sick and Ihere was no money left IlhanJc God because we were living in a kebele howe and Ihe payment is nOl expelUive. If we were living in a prrvalely rented house by now I would have been on Ihe slreel since I would not oble 10 cover Ihe house rent By now I am living mainly by sellmg out my Jewelries and housefurnilure's. Of course, I gel some kind of financial and medical assislonce from Melul,m EthIOpia bUI II is nol enough to live on My aunl whom I revealed my status a/so helps me practically. (For oJ delail, see case 1 in Chapler IV) 

(K, 38, Widowed. husband died of AIDS) 

Of the interviewees, two young women went back to their parents. 

Before I gal married, / used to work as .:Ieaner and a cashier in different restaurants, But after I married, I slopped working and became a house'wife. My husband wm a solider and we were living In a house Ihal we had renled from prwOle. We have no children We were leading our life wilh my husband's Income bUljuSI two mOnlhs after he d,ed, I went back to my family to live rhere since I had no income 10 cnver my daily expenses lei alone tu cuver the house rent. It IS really shameful to go back to your family after you have married and started to live. your own life. Now like a smaJJ child. I am dependent on my molher who is vending onion, tomalO, potato and other items in a small local markel. Physically I am weak and cannot engage in hard work because of the illness. I always feel sorry for being dependenl On my mother whIle I should be expecled 10 help her. 

rw. 28. Widowed) 

After I was divorced wllh my husband three years ago, / wm living on my own by working as a daily laborer and was earning 7 birr a day. I was Jiving In a house that I have rented from private on mOnlhly payment of -40 Birr However, a year ago, I gal seriously sick and learned my HIV positive status. I was unable to continue to work as a daily laborer and could nol able 10 earn money for my living. Therefore, I wenl 10 live wilh my family but my siblings treated me very negatively. Although I faced such negative reaclions, I am living there since I have no where else 10 go. And although my molher is sympathetic with me she couldn't do anything practical for me. She herself is dependent my brother who stigmatIzed me mOSI The disease has changed my life extremely. It made me very weak and unable to work. As a result, I went back 
to my family to be dependent and experienced harsh treatmentS. (For a detail, see case 8 in 
Chapter IV), 

(N, 23. Divorced. stigmatized by siblings) 

Although many people face similar socioeconomic problems in Ethiopia, they are more 

substantial for a woman who is HIV positive. Socioeconomic consequences of the 

disease were great for all women but some are highly affected since they get no 

support from relatives, partner, and associations of PLWHA and from care and support 

organizations. The following statement of a young woman elaborates the point: 

I am very much sick. I spent Ihe whole day on my bed Most of the time I get nothing to eal. My husband has no formal job, he wOl"ts as a daily laborer bUI he smokes, always gets drunlr.. and 
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chews 'char. He buys somethmg 10 eat or gives me very small amoullt of mOlley only when he 
wants. I have no words to express my living condition. My life ts more than miserable. I have 
nobody for whom I could reveal my statllS and expect support. My relatives are ill the 
countryside, I only have a brOlher in Addis Ababa but he too U very potN'. even unable to get 
enough money for his own family. I didn't tell him my HIY-posittve since I expect no practical 
support. I have no one who could assist me My partner knows that I am HIV positive but he 
said he doesn't want to know his status_ He always insults and blames mefor being always sick 
and unable 10 gtve birth for him. Since I had gonorrhea for almOSI six years. II made me unable 
to bear a child I am leading a very painfu/life I don't MOW what I did to deserve all these 
pains and sufferings al this young age I MOW thai I am dying. I am counling the few days that I 
am left with I don't wanl 10 disclose my status 10 anyone in the community and aggravale my 
sufferings by being stigmOlized and ostracized 

(H, 2J. Married, with full blown AIDS) I 

In many cases, there was no family member to help. Some women receive one or more 

types of support from one or more relatives and some others get some kind of financial, 

material and medical assistance from associations of PLWHA and from care and 

support organizations. Besides, some couldn't be able to work and earn money for their 

living due to their illness 

As mentioned above, some of the interviewees' husbands died and others relationship 

broke up as a result income from the partner disappeared. Some of the women also 

have children to care for. Women who have HIV-positive children suffer most. Two of 

the women have children who are sick due to HIV. And caring for their sick children, in 

addition to their own illness, and the extra money needed by the women for medical 

treatment worsen their circumstances. With bad economic condition , caring for their 

sick children besides their own illness became unbearable for them. The followings are 

statements of the women regarding their experience: 

I A very desparate young woman who said that she has been raped by a man she didn't know_ She believes that she 
has contracted HIV from him who gave her gonorrhea. 
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I have two children. The YOllngesl one, whose age is two and hal/years. is HIV pas/live, He is 
always sick. I have 10 lake him to hospilals and cllllics lime and again. It is really painful to see 
your own child suffer from HIV My husband has died. I have no Job and income. I have 
finished the money Ihal I saved in Ihe good limes Now I am selling some of Ihe household 
assets for OUr living and for Ihe medical and nutritiolls care of my child 

(T. 29. Widowed) 

I h(I\'e fOllr children. Three of Ihem are from my Jim husband. Their age is 17. 13 and 9 My 
only child from my second husband i..,· aged a Imle over two years. He usually gets sick and 
when hiS blood was tested il was found t,. be HIV positive. I a/ways lake Ihe child 10 clinics and 
hospilals. It is really very difficult. I havt' '10 time to rest. Allhough. I laId my husband about the 
child's and my HI- positive SlalUs he doe.fn'l help me and doesn 'I carefor his own child. Rather 
he blames and insults me. I am alone and know nOlhmg to do, By now I have nothmg lei alone 
for medication but also to feed myself and my children 

(A, 35, Married, mOlher o/fuur children) 

HIV/AIDS potentially threatens women as individuals, mothers and carriers. As 

elsewhere, women in Africa are the main caregivers. It is their responsibility to care for 

the sick, which may include husbands and children infected with HIV. But there m?y be 

no one to care for them at home when they are sick (de Bruyn, 1992). The dangers that 

women face from the AIDS pandemic have been described as a 'triple jeopardy' (Panos 

Institute, 1990). 

5.2 Consequence on reproduction 

HIV/AIDS being predominantly a sexually transmitted disease, the groups at greatest 

risk are those between 15 and 50 years of age, often described as the sexually active 

(Barnett and Whiteside, 2002). As can be referred from the socio·demogrGphic 

background of the interviewees, almost all of them are in their early years of child 

bearing age at the time of the interview; eight in their twenties, six in their thirties and 

one 18 years of age However, although they were in their childbearing age, only six of 

them who had children. Among them, with the exception of two women who had other 

reason for not having children, the remaining seven noted that they had no andlor will 
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not have chitdren due mainly to HIV/AIDS. In the focus group discussion, women 

indicated that they were strongly advised in hospitals and clinics not to get pregnant 

and have a child and those women who already had children were told not to have 

more. 

Women carry greater psychological burdens with the issues of pregnancy and 

parenthood. Seropositive women have been shown to have higher risks of pregnancy-

related complications, such as spontaneous abortions, premature births and prenatal 

mortality; their children, both seropositive and seronegative, may show increased 

morbidity. Where fertility is an important value, women who unwillingly give up 

motherhood must deal with their own unhappiness, the displeasure of their husbands 

and relatives and diminished status within the family and society-at-Iarge (de Bruyn, 

1992). 

In Ethiopia , as in many African countries, having children is important to a woman. 

Women are socially positioned and culturally defined to be fertile and to achieve this 

speedily. Although the childless interviewees wished to have children, due mainly to 

their HIV-positive status , they could not have. Thus they felt very sad and desperate as 

the following statements illustrate: 

Because of the support and sympathy I gel from my family I moslfy forget having HlV bUI I get 
depressed when I think that I couldn't bear at least a child 

(F, 19. had a boyfriend) 
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The wor~'.'hl~g a! having HIV is that you can nor give birth. Jfyou bear a child while you are 
HIV posl/rve It wIll also be HIV positive and soon die. You too will be physIcally weak due to 
pregnancy and care lor caring the sick child I WQj told this in the hospital I am reaJJy very 
much desperate/or not having a child 

(8. 26. Widowed, husband died AIDS) 

I do not mmd to die because human beings die and there is no one who can escape/rom death 
but the worst thmg 0/ dying wlih AIDS is that you die with out giving birth even if you need 

(S, 23. divorced) 

I desperately need to have a child Especially after the doctors have told me that I shouldn 'I get 
pregnant and bear a child due to my HIV-posili\'e status. My friends have children; they spend 
most a/their time with their children They are their hnpes I need 10 have atlcllst a child who 
will remember me after I died. 

(L. 25. Sing/e) 

Most of the women who were childless knew that it was possible for them to get 

pregnant but due to complications it would bring on their health as well as the high 

probability of bearing an HIV-positive child as they were told by medical professionals 

made them not to take risk. 

The impact of HIV/AIDS on individual woman's reproduction has also greater 

implication on household composition, reproduction, size and sustainability. 

Households with adult female infections experience lower birth rate and higher infant 

and child mortality rate. In households where a parent or both parents have AIDS, the 

likelihood is that fewer children will be born and that a significant proportion of those 

who are born will die in infancy or early childhood. Inevitably, this means that the 

personnel of the household are not replaced and that the life way and traditions of that 

household are not carried forward (Barnett and Whiteside, 2002). 
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5.3 Pressure on Marital Relationsh ip 

HIV/AIDS in addition to having a devastating impact on the health. economic and 

psychological well being of infected and affected individuals. its pressure on the social 

re lationships of infected individuals with partners. relatives, friends and the community 

at large is great (UNAIDS 1999; de Bruyn; 1992; Annania; 2000; Melese; 2001; 

Sebsib, 2002). 

Details of the interviewees' social relationships with their families. with friends, and with 

the community at large is described in the previous chapter. My intention in this section 

is to show how HIVIAIDS affected the women's relationship with their husbands. The 

influence of HIV/AIDS on marital and sexual relationships is particularly great. Women 

who have HIV or AIDS risk rejection, abandonment and divorce with loss of an income 

as a consequence. 

Of the four married women at the time of the interview two women's relationship with 

their husband's turned to be very bad due to HIV/AIDS. They reported that their 

husband's usually blamed them for having HIV. One of them noted that the source of 

her HIV infection was her husband. Although these women have found staying with 

their husbands extremely painful, they were living with them because of their 

dependence on their husbands for their living, having no one to turn to and because of 

the problem of housing. The following narratives of two women illustrate how the 

relationship the women had with their husbands were affected because of HIVIAIDS: 

J learned my HIV positive slatus when our child wasfound to be HIV positive. For somellmes, I 
kept quiet. But with the advice a/the counselor, I told my husband about me and our child HI V­
positive status and asked him to have Q blood lesl. AI/his time he shouted at me to keep quiet 
and said he will never be tested Before this news, I can say we had relatively good 
relationship. However, since the day I lold him. his behavior and the relationship we had 
changed dramatically. He slarted to come home lale 01 night being drunk. He shouts and 
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imilitl me. He never cared for Ollr SIck child. He stopped giving me lhe house monthly expense on Q regular basis. Only occasionally he threw very liule amollnt of cask 1 have 'hru children from my previous husband Since their falher has died, they are living with me They have found very difficult 10 live in this kind of ltIlla/ion. One of my eldest daughlers whme age is 17 has left Ihe house recently due to Ihis problem. I don't know for sure where she is, but I SlUpect thaI she works in a hOlel. Allhollgh I and my hllSband are living in Ihe same house we lUe no more a husband and a wife. We do nOI sleep together, we do not eat together and we do not have any good relationship. I am living in that howe wllh my children since I have no where else 10 go and I told the lcebele administration secretly to give me another house or 10 divide the house thaI we are living in to two. 

(A, 35, married, relationshIp very much bad due to HIVIA JDS) 

The relationshIp I have now with my hushand is !Otally differenlfrom Our past relationship due to my illness My husband is an illiterate man. He has no formal job. He earns money by carrying goods in lhe local markel. Although his mcome is extremely small, we had a relatively good relationship before I told him my HIV positive slatus. Of course, even before I knew my HIP positive slatus, J always get SIck because J have gonorrhea and II couldn', get cured When I learned my HIV posilive slatus, J felt very much guilty and sorry/or hi'" because I know thai I got the virus nor from my husband bUlfrom Ihe person who raped me six years ago. And I fell guilty thai I injected my husband. But when J told hIm about my status and asked him 10 have the blood lest, he said he doesn't want and insulled mefor having HIY andfor nol bearing him a child And he always says 10 me, "I do nol need to feed a dying person. You even didn " bear me a child. I jusl let you live here only for the sake of God. .. This reaction always disturbs me more than Ihe disease. And since J am very much sick and have no where 10 go, I amforced 10 live with him I always spent each day on bed and he throws me somelhing 10 ear by saying. "Jus I nOlto be Sinful or cursed in Ihe eyes of God" 

(H, 23, Married, withfull blownAJDS) 

In addition to these women whose relationship with their husbands turned to be bad, 

one of the interviewees got divorced due to HIV/AIDS. When she told her husband that 

she has HIV, he reacted very negatively and chased her away although he was the 

source of her infection (for details see case 4 in chapter IV). 
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Chapter Six 

Coping with HIV I AIDS 

The term 'coping' has been used in various ways by different authors but according to 

Murphy and Moriarty (1976); it is a general term including defense mechanisms, active 

ways of solving problems and methods of handling stress Barnett and Blaikie (' 992) 

explain the process; 

Coping is about the ways In which we all recognize that our normol 
expectQlions of how life is and ought 10 be are adjusted when we realize thaI 
'normality' has, for whatever reasons, switched to 'abnormality'. In 
recognizing that such a (ransllion has occllrred, we search for explanal/ons oj 
the new circumSlOnces in which we find ourselves. we adjust our expectations 
and we search for courses of aClion that will enable us to achieve whatever 
goals are culturally significant/or us These processes require us 10 develop nOf 

only practical strategies for coping. but also language and concepts to deal 
with the ne1V situation 

(Barnell and Staik;e, J992. P.39) 

Many coping mechanisms have been developed by PLWHA to deal with life with 

HIV/AIDS and the stigma that surrounds it. Some of the mechanisms used by the 

women include decisions around disclosure- disclosing where care and support is 

envisaged and not disclosing where stigma is anticipated, joining PLWHA networks, 

religion, counseling, acceptance and some oihers. These coping respor.ses of women 

can be classified into emotion-focused and problem-focused coping (Carver et al. 

1989). 

The general model developed by Carver et al. (1989) regarding individual's ways of 

coping with stress, although not specific to HIV/AIDS appears to be relevant to the 

situation of women who are HIV-positive because of its emphasis on individual coping 

patterns. Carver et al. (1989) distinguished between two general types of coping; 

problem focused-coping and emotion-focused coping. Problem focused-coping aimed 

at problem solving or othelWise doing something to alter the source of stress. Emo!ion-
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focused coping aims at reducing or managing the emotional distress associated with 

(or cued by) the situation. Although most stressors invoke both types of coping, 

problem-focused coping tends to predominate when people feel they car. do something 

about their situation. And emotion-focused coping tends to prevail when the stresSvr is 

experienced as something that must be endured. 

Though Carver et al. present the strategies separately; the interviewees' responses 

show that these mechanisms overlap Most women used more than one type of coping 

at the same time. Of the problem-focused activities Carver et al. list, active coping and 

seeking instrumental and social support were mostly used by the interviewees. Of the 

five aspects of emotion-focused coping listed four; (seeking emotional social support, 

positive reinterpretation, acceptance, and turning to religion) were used by the 

interviewees. Additional forms of emotion-focused coping, which are not described by 

Carver et al. and which were used by the women include, hope for a cure, having 

children, mental disengagement that women used to prevent themselves from thinking 

about HIV/AIDS and social withdrawal (avoiding social interaction) . 

The following sections give examples of separate coping responses used by the 

interviewees. Also HIVI AIDS involve various stages of illness. Coping with AIDS is 

different from coping with HIV. The stage (ranging from HIV infection to full blown 

AIDS) in which a woman finds herself influences her search for a particular coping 

strategy. 
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Problem-focused coping 

Among problem-focused coping strategies, seeking instrumental social support is 

mostly used by the women. As described in chapter IV, women revealed their status 

only to very few others where they anticipated practical and emotional social support. 

Instrumental social support is conceptually different from emotional social support, but 

in practice, they often occurred together 

The case presentations indicated the income sources of the women and shows 

whether and where the women get practical and emotional support in order to help 

them cope with the socioeconomic as well as their physical and psychological 

problems. 

People with HIV/AIDS cannot hope for rapid change in their suffering, especially if they 

live in a developing country. The lack of affordable treatment options influences 

individual's perception of their disease situation and the way they deal with their illness 

(Schussler, 1992). Thus individuals who are infected always confront an impact on their 

health. In most cases they also face an impact on the resources they have, as 

illustrated in the previous chapter (Consequences of Being HIV-Positive). 

An individual's ability to cope with as well as to adapt different coping strategies to 

challenge these multidimensional consequences depend on who the individual is, its 

economic, education and social status as well as its access to good healthcare and 

available social support. 
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In the absence 0/ treatment In/ected individuals can expect to experience period! 0/ illness that increase frequency, seventy and duralion A lew 
individuals may, through a combination of appropriate lifestyle, good numlion 
and good luck. not/all ill. However lor most as CD 4 cell counts decline, so 
does their state a/health (Barnell and Whlleside. 2002 p.IB1). 

Although most women realized there was no cure for AIDS and the cost of retroviral 

drugs is high, they considered the possibilities of a long life with HIV. Some knew 

some things to do in order to stay healthy, especially in relation to food and drink, 

abstaining from andlor minimizing sexual intercourse and changing life styles. This 

knowledge helped some women to cope actively by caring for their general health in 

order to slow the development of full blown-AIDS. 

You can live many years without gelting sick if you properly take care a/your health by talcing nutritious diets. As much as possible, with the liule money I gel, I try 10 have good foods and fruits in order 10 keep my selfheallhy. 

(K. 18. Widowed) 

I used to be a sex worlcer and I got the virus/rom there. Although I had no where to go when I first hear my status, I did not atlemptlo go back to the hotel since the general condition in the hotel: drinkmg, smoking and many olher things would exacerbate my illness. I therefore, Slarled another kind a/life which is exlremely different and better than ,he life I had. 

(S lB. single) 

I know that in order to stay healthy and live longer. one should get nUiritious diel The counselors and others also tell us this, but it is really hard to get something 10 eat/or me and for my children in the usual meal hours let alone gel nutritious diet. 

(G. 14. Widowed. With three children) 

Women in the focus group discussion indicated that although they knew the importance 

of nutritious diets and good living conditions for staying healthy, their economic 

conditions did not allow them to apply such strategies. As a result most women turned 

to emotion-focused coping strategies. 
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Emotion - focused coping 

The women turned to diverse emotion-focused coping strategies. These include: 

Reti gion: - Nearly all women used religion as a primary coping strategy .... resort to 

religion , having faith and devotion to God may be a very adaptive and powerful form of 

coping. Most emphasized that their future was up to God and almost all take holy water 

in order to get cure or improve their health . The use of religion as a primary coping 

strategy by many involves a variety of reasons but may in part have been reinforced 

due to the fact that some people were said to have been cured by turning to relig ion 

and by taking holy water (see Annex 2 and 3) . In some Orthodox churches i.e. in 

'Entoto' SI. Mary Church and in 'Entoto Kidanemehret' Church there are hundreds of 

HIV-positive persons and AIDS patients praying and taking holy water. Some even 

witnessed that they got cured after they prayed and took the holly water for some time. 

Annex 2 and 3 presents witnesses of SOme people who confessed that they got cured 

by turning to religion and by taking holy water. Their story was found in a journal which 

Entoto SI. Mery church published. These people presented HIV status certificates 

which show that they were once HIV-Positive and after some time they found to be 

HIV-negative. As presented in the journal they took the test in accredited testing 

center. It is of course difficult to believe and accept the stories of these individuals in 

scientific terms. Many reasons could be give for false positivity ranging from 

misplacement or sample blood to the problem with the laboratory equipments. But the 

presence of some people who wittiness getting cured and the use of religion served the 

women as a source of emotional support, a way for positive interpretation or 

acceptance. 
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I am a very devoted Orthodox Christian. I always pray, fast and take the holly waler. Even. 
long before I learned my status. , always go to churches. , married my husband with a church 
ceremony. After I learned my II/V positive status, I fully gave my life to God and even became 
more religious 

(S 24, Divorced) 

Few days after 'learned my status. 'went to 'Shenkora Yohannes ' [a very famous church for 
jts holy water healing power} to take holly water and of course 10 get cured. There' got a monk 
and I confessed. He gave me a very splrllual advice Ihat helped me in accepting the Situation' 
faced. My life is on God. II is He who makes plan for me. And' really have great trusl in God 
Ihat he will cure me. 

(B. 26. Widowed) 

I am a protestant. I have colleagues with whom' pray before I knew my and my child's status. , 
told them about myself and my child and asked them to pray for liS. Every Sunday they come 
and pray for us. The pastor says AIDS is a disease which can only be cured through strong 
trust in God and praying And I believe that 

(T. 29, Widowed) 

, usualJy go to church; , pray and take holy water. At home I have holy water which I brought 
from different churches. , drink it or wash my body with it whenever I get depressed or feel sick 
and immediately after I get relief 

(K. J8. Widowed) 

I used 10 be a Muslim. Now after seeing many people getting cured by strong belief in God and 
by laking holy waler, I became a Christian and I really have a very strong belief in God Ihal he 
will cure me. I pray very much in the mornings. in the evenings, to God and Ifeel beller now. 

fA. 18, Single, used to be a sex worker) 

In almost all cases, religion helped women in coming to terms with the situation and 

most emphasized that their future was up to God. 

The other type of emotional-focused coping women use is seeking emotional social 

support: - Most women sought emotional support from others and revealed their 
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status. The sympathy or understanding they obtained helped them to come to terms 

with an HIV status as the following statements of women illustrate: 

When J wasJound 10 be HIV Positive and when my husband chased me away. I wanted to share 
my problem to my brother. And when 110id him, he felt very much sad and gave me a brotherly 
advice. His positive reaction and sympathy for me helped me a greal deal in feeling that I have 
some one whom I can tallc. to 

(S. 24. Divorced) 

I was vel)' much shocked when I firsllearn my fllV-positive Slaws and I badly needed someone 
whom I could lell, I told an old woman who is my neighbor She really was very sad/or me, bUl 
told me that she would help me and my child in any way possible. I really felt very happy with 
her good reactiOllS. 

(M. 30 Married) 

Those women who experienced negative reactions from their relatives or from 

someone to whom they revealed their status anticipating practical and emotional 

support seemed less able to come to terms with HIV/AIDS. And they used negative 

emotional coping that is social withdrawal or avoiding social interaction. 

/1 ;s not the illness rhal disturbs me much, it is ralher the vel)' negative reactions of my siblings 
which made life very hard. I am very much desperate and hopeless. l hated myself. Mostly I 
rhink of killing my self if I am no more useful, thrown by my own family. But I say it is nor good 
in the eyes of God. In order to avoid meeting my siblings and other people, I spent most of my 
time far from our locality and come home lei at night after they slept. 

(N 23, Divorced) 

The reason for this detachment, depression, hopelessness and loss of affection was 

created not only due to their illness and the impending death, but also the negative 

attitude and reactions of others especially close relatives. 

Another important emotion-focused coping strategy which helped most women is the 

knowledge that they are not the only ones infected with HIV At the time of the 
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interview, many women know someone with HIVI AIDS personally. By seeing others in 

the same condition, they felt less lonesome. Before learning their status most women 

knew no one living with the virus. Although some knew their husbands had died of 

AIDS, their knowledge of and attitudes towards HIV/AIDS were very much limiteci and 

often surrounded by misconceptions (See Chapter III). The first time the women 

learned of their HIV positive status, most thought they were the only ones or among a 

very few positive persons and felt it was the end of their life. It is of course one of the 

reasons that most PLWHA kept their status absolutely confidential and most spend 

their time at home or somewhere else having no one to share to their problems. But 

knowing others with the same conditions helped most in coming to terms with 

HIV/AIDS. 

Most women know someone with HIV or AIDS personally; most immediately felt they 

had some thing in common, and were sympathetic. Since most of the women have 

joined association of PLWHA and care and support organizations with the referral of 

the counselors or doctors or with the advice of someone, they noted the opportunities 

this created in knowing others with HIV/AIDS. Seeing others in the same condition , they 

felt less alone. Both in the focus group discussion and in the individual interviews the 

women indicated that the people whom they have strong links, relationships and 

sympathies are other HIV-positive persons. They help each other emotionally and 

practically. Since most of the women revealed their status to few other persons or not 

at all, seeking emotional social support was for the most part directed at other HIV­

positive persons. 
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There was a great deal of interaction between the women and other PLWHA that I 

observed in their associations (Mekdim Ethiopia and Dawn of Hope Ethiopia) and other 

care and support organizations where I accessed the women. Their interaction ranges 

from talking daily to each other and sharing common worries and problems to practical 

support individual PLWHA at the time of severe illness or when one faces critical 

economic problems. In this way, they have created their own networks of practical, but 

for the most part emotional assistance, In which they help each other. 

It's better to tell someone who is HIV-posilive than 10 tell anyone else. because we have one thing in common 

(focus group). 

When [learned my HIV positive status, I almost fainted. I was crying loud notfor me bUlfO,. my children who have lost their lather and who would loose me too. A young woman who was in the clinic came to me and said openly that she too is HIV positive and lold me rhal there are more people Ihling with the vimsfor many years and promised to take me to the association in which she was a member where / CQuid gel some kind of assistance. There. J got many people with HIV I learned that I 'm not the only one. / also get practical, emotiollal and medical assistance from the association. If I haven't been there with the help of that good gIrl, my life 
could become more miserable 

(G. 34, Widowed) 

J have friends who are also HIV positive. We talk about the ViruS on and on and the more we 
talk the more we learn about the virus and the mnre we get used to il. 

(K J8, Widowed) 

AtfirSI. when I learned about my HIV-positive statlls, I kepi il to myself and was re/uctanl to go to assoclalions of PLWHA although the counselor advised me assuming thai what J would get there except being identified by others as being HIV positive However, as lime went on and when I gOllife very hard due to my husband's negative reactions to me. J told my brother and he brought me to Mekdim Ethiopia and Ihere J gal frtends whom J could talk to and share my worry. Although, all of us have good relationship and sympathy to each other, I have three close friends (younger women). We have strong bond and relationship. We usually visit each other. Whenever anyone of us get sick or face difficult problem we assist each other to the best of our capacIty. Most of the times we tallc, laugh and chat IOgether and in this way we are 
accepting our situation. 

(S. 24, Divorced) 
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One 0/ my major problems in living with HIV was finding someone whom to ralk to. At home 
there's no one 10 tell my problem, because It is a secret. Here we are the same so. / am/ree to 
toIle. /t helps me by talking with others. sharing ideas and helping each other. 

(W. 29. Widowed) 

/ have afriend who is also H/V positive wilh whom / share about my problems 

(N, 23, Divorced) 

Initially, most women joined PLWHA associations seeking instrumental social support. 

As mentioned in chapter 3, poorer PLWHA are more willing in joining PLWHA 

associations and in going to care and support organizations apparently due to their 

greater need for material support. According to Ato Zewdu Tadesse president of Dawn 

of Ethiopia: 

It is a/act that there are many HIV positive persons who are in power. educated 
and economically in better positions but they do not come to associations 0/ 
PLWHA or do not visit HIV/AIDS care and support organizations since they do 
not want to be identified as having HIV. /t is those infected and affected persons, 
who are economically very weak. jobless, and homeless who come to us in need of 
support. 

However, in addition to instrumental social support the emotional support they get 

through counseling, training, and through the various interactions between themselves 

and the sympathy they have for each other may even be more important to the women. 

One of the women who had joined Mekdim Ethiopia five years after she lived alone with 

HIV described the situation as follows: 

Since / learned my HIV·Positive status in /990 £.C I have been at home. I never went to 
association of PLWHA and care and support organization because with the practical and 
emotional support / got from my family, I lived/or about six years. AI/these years / knew no 
one who is living with the virus and / thought I am one of the very few individuals who are 
living with the virus. And although my relatives are very much helpful to me, we don '( discuss 
aboUl it. A( the end of last year, / got very much sick and / thought thal the time of my death has 
arrived and I attempted suicide by deciding Ihat I shouldn " have to suffer much from the illness 
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but my attempt failed. After seemg my physical and psychological conditions, a doclor advISed 
my relalives 10 lake me to associations of PLWflA where I sha// get emotional support by 
seeing others who are living with the virus for so long. After I went there Jllst at the begmning 
of this year. my hope and health has improved because I got many people who are living with 
the virus for longer years. 

(F. 29. Single) 

Counseling- The major aspects of the service rendered by the respective associations 

constitute professional HIV/AIDS counseling and psychological support. Women who 

were counseled intensively and especially those women who had been trained in 

counseling and home based care appeared to have come to terms with their HIV-

positive status and coped better than those women with little or no counseling and 

training . 

When lfirstlearned my HIV status, I was devastated. I thought that my life was over I couldn 't 
sleep well. I had no hope. 8 111 with (he counseling I received from Mekdim I came to know the 
possibility of a prolonging life. I lOok a counseling training. I now accepted my status 

(L, 24. Single) 

Having Children- Although, children were a major source of stress for the women 

since they worry for the future of their children who are likely to become AIDS orphans 

within a few years, having children was also perceived as an emotional burden. On the 

other hand, mothers considered children also as a source of emotional support and 

they appeared more concerned about their children than about themselves. Mothers 

longed to see their children grow up and care for themselves. This kept them wanting to 

continue living. 
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My children are my relief Whenever I fell desperate or angry I gel calm when I see or Ihink of 
them. I have left nothing 10 cominue livmg except my children. I forget my HIV-positive status 
when I lalk, laugh and play with Ihem. I always pray 10 God 10 leI me live ullIi! my children 
could live on their own. 

(G, 34. Divorced. With three children) 

We have six children and we are very milch concerned aboul our children than for ourselves. I 
spend most of my time with them. Three of the oldest children knew about our status. They are 
everythingfor us. I get worried whenever I think ofthefuture of 0 111' children. 

(D. 35, Married. With six children) 

Positive reinterpretation-Positive reinterpretation is aimed at managing the emotions 

resulting from distress rather than dealing with the stressor. Seeing one's own relatively 

informed state as an advantage; and seeing positive aspects (Carver et al. 1989). -:-his 

concept was illustrated in the focus group discussion as follows: 

We are better off because we know our status and we know many things about the VIrus. And 
when you know it you care for yourself andfor others too. You stop taking or doing Ihings that 
aggravate your ,IIness. 

(Focus group) 

There are many more people who are HIV positive but who do not know their status and they 
may not care for themselves and for others since they don't know their SlOWS. 

(Focus group) 

Acceptance, most women had accepted their HIV status to a large extent. "What do 

you do once it happened other than accept it?" was a statement used by most women. 

Hope is an emotion focused coping response that is particularly important to those with 

HIV. Many women coped in part through hoping. For most women hope often comes 

from religion by having confidence or devotion to God; finding a purpose for living. Of 

course, it may overlap to some degrees with other strategies. 
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I am now attending class because I believe that with the help of God. the doctors will find a cure for the disease. 

(S, 18, single) 

II is not the end oflhe world. Every one dies. It is not good to think about iI, it is only God wh(l knows when your lime is over. 

(L, 24, smgle) 

This discussion shows that coping with HIVIAIDS appeared to be complex for women . 

They used a combination of emotion-focused and problem-focused coping strategies, 

sometimes using several strategies at once and sometimes shifting among strategies 

over time. 
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Conclusion 

The individual stories of 15 women living with HIV/AIDS clearly show the gravity of the 

socioeconomic consequences of the epidemic on women . As can be referred from the 

socio-demographic background of the interviewees, almost all had low educational 

background, most have migrated to the town in search of a better life, had no formal 

occupation and many of them depended mainly on their husband's income. The 

socioeconomic conditions of the intervIewees reconfirm the wider social sexual and , 

economic vulnerability of women (see Annex 1). With few exceptions, most of the 

women reported a husband or a boyfriend as the source of their infection. 

HIV/AIDS had brought many complexities on their life and expectations. The women's 

socioeconomic conditions had also changed considerably since their diagnosis. 

Separation from or negative relationships with a husband due to HIV status created 

even more financial consequences; those who were widowed also lost income and their 

living conditions worsened. Besides, some had children to care for. Most women 

indicated that their major worry is how to get a living for them and for their children. 

They seem to be less worried about their HIV-positive status. As discussed HIVld,IDS 

affects women as individuals, mothers and careers. HIV/AIDS drained the women's 

resources and some potential sources of income or support remained underutilized due 

to fear of stigmatization and discrimination if they revealed their status and asked help. 

Some tried to obtain support from close relatives but most family members were not 

around since they came from the countryside and their families are living there. 

Besides, most of the women's families were themselves economically weak so that 

they couldn't able to provide economic support. Those women who were absolutely 
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confidential noted that it is of no use to tell fami ly members or others if they couldn't 

help practically. 

When HIV positive, women must cope not only with anxieties and physical symptoms 

but also with the response or expected response of partners, family, friends and the 

community. Mainly due to fear of stigma and discrimination most did not talk about their 

HIV status with close relatives or friends as a result they would have had to bear these 

psychological and the economic consequences completely on their own. This seclecy 

seemed to confirm the existence of severe discrimination . Though discrimination should 

not be underrated, this anxiety appeared exaggerated. Rejection or abandonment by 

relatives or close friends, however, did not often occur. Most women who have 

disclosed their status appreciated the positive reaction and the economic support they 

obtained from relatives. Nevertheless, few of the women had experienced 

discrimination from relatives, house sharers and from others. 

With regard to coping with the socioeconomic and psychological consequences of 

HIVIAIDS, women used various types of coping. These include decisions around 

disclosure-disclosing where care and support is envisaged and not disclosing where 

stigma is anticipated, those women who have strong social network are in a better 

condition because they obtain practical and emotional support from others. 

Becoming members in the self help groups (associations of PLWHA) and care and 

support organizations was another important emotional, material and financial source 

for most women. The respective associations of PLWHA and care and support 

organizations provide information, care and counseling, and material support. The 

value of this approach was that it helped HIV positive women talking and sharing 
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common worries with others and helping each other. They were encouraged to live 

positively which meant caring for yourself and your children, eating healthy food, not 

thinking too much and having a positive altitude towards the disease. This was often 

the first place women had come out with respect to their HIV status, and seeing others 

in the same conditions they felt less alone 

One could see that the most important function of associations of PLWHA and care and 

support organizations IS that in giVing HIV positive persons hope through counseling, 

and a place to talk. Communication with others helped some women to learn and 

accept their disease. 

Although the practical support they obtained was far from enough, women emphasized 

that the material support was very important to achieve acceptance. In fact nost 

women seemed to worry much about daily survival of herself and that of her children 

than concern about her infection. 

The description in this study about the dire consequences of HIV/AIDS on wo,,-,en 

shows the gravity of the problem and calls for efforts to be made by the government, 

NGOs, civil society organizations and by the general population to assist PLWHA in 

general and HIV-positive women in particular. 
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ANNEX 1 Important characteristics of the women 

Case Age Place of Education Marital No Status disclosure 

Reference'*' Birth status Children 

K 38 Gondar Grade 7 widowed - Selective 

G 34 Addis Ababa Grade 8 widowed 3 Absolute 

W 28 Addis Ababa Grade 9 widowed - Selective 

S 24 Addis 12+ training in food divorced - Selective 

Ababa preparation 

F 29 Akaki 12+ computer and single - Selective 

photographing training 

B 26 Ambo Grade 8 widowed Absolute 

T 29 Gojjam Grade 12 widowed 2 Selective 

H 23 Wolkite No formal education married - Absolute 

0 35 Chaha No formal education married 6 Selective 

A 35 Addis Ababa Grade 10 married 4 Absolute 

N 23 Kebridhar No formal education divorced Selective 

M 30 Wollo Grade 6 married 1 Selective 

J 18 Dessie Grade 3 single - Selective 

L 23 Addis Ababa Grade 9 single - Absolute 

y 33 Addis Ababa Grade 4 widowd I 2 Absolute 
----

• The alphabets are substituted the women's name and are used as a reference to identify a particular women through 

out the discussion. 
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