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ABSTRACT This paper, through a review of literature, aims to critically discuss the factors that have made
African countries so vulnerable to HIV/AIDS. The following findings were found to contribute to their vulnerability:
immense and protracted poverty, migration, state of gender inequalities, the pace of HIV/AIDs response, the
nature and type of the virus, the state of health infrastructure, the perceptions surrounding sex and sexuality in
many African societies, patriarchy and cultural power dynamics. The following mitigation factors have been
recommended: Strengthening poverty alleviation programs; sustained and effective sexual behavioural change;
diluting cultures and effectuating a paradigm shift of the patriarchal mindset to be gender neutral. The paper
recommends more vigorous research into the dynamics fuelling HIV/AIDS in different countries.

INTRODUCTION

Perhaps more vigorous research is lacking
in regions such as Africa. The fact that close to
80 percent of HIV/AIDS cases finds refuge in
Africa is scaring considering the fact than Afri-
ca only constitutes about a tenth of the global
population (UNAID 2007; UNAIDS/WHO 2005;
Kang’ethe 2010a). Another question worth pon-
dering is the fact that the factors that have been
validated to cause or fuel HIV/AIDS in African
countries such as poverty, patriarchy, stigma and
gender inequalities are also much prevalent in
other regions of the world such as Asian coun-
tries (UNAIDS 2001; Kang’ethe 2010a,b). For
example, countries such as India in Asia are
known for poverty. This begs the question why
is Africa south of Sahara so vulnerable to HIV/
AIDS. This makes it imperative, therefore, to look
into specific or regional specific factors that
could be fueling the epidemic. This also raises
the question whether the dynamics or fuelling
factors could be carrying different weights for
different regions. For example, perhaps the pa-
triarchy practiced in India could be different in
terms of securing the rights of women, while the
situation in Africa could probably be presenting
a different scenario. This paper, therefore, looks
into possible fueling factors of HIV/AIDS among
the African countries

Problem Statement

Close to three decades since the first case of
HIV/AIDS was discovered in 1981, HIV/AIDS is
unrelenting, remains and continues to occupy a
very important agenda in the minds, meetings,

debates and discourses of development in many
countries of the world, but more so in Africa.
With literature indicating that close to 80 per-
cent of the people living with HIV/AIDS find
refuge in Africa South of Sahara, it is imperative
that these countries engage in debates, discours-
es, evaluation, implementation and planning
meetings, all driving to reduce and mitigate the
unrelenting state of the epidemic. This researcher
considers it pertinent to discuss and debate the
possible underpinning factors and their dynam-
ics with the hope of possibly coming with sug-
gestions and recommendations that could pos-
sibly change the direction of the epidemic.

METHODOLOGY

The paper has used a review of literature
methodology and has immensely benefitted from
United Nations publications, journals, books on
HIV/AIDS and gender; as well as from the expe-
rience of this researchers who is a HIV/AIDS /
gender expert. It has succinctly debated and
formed discourses to explain why the fuelling
factors are probably still too strong to explain
the state of African countries’ vulnerability to
HIV/AIDS.

OBSERVATIONS  AND DISCUSSION

Factors Informing Unrelenting Higher HIV/
AIDS Prevalence in Some African Countries

Poverty

Although poverty levels in developing coun-
tries are relenting, albeit at a very low rate, as
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countries embrace the tenets of development,
modernization, Eurocentrism and globalization,
it remains a stark naked fact that poverty contin-
ues to be one of the fundamental tools driving
the epidemic (Barnett and Whiteside 2006). To
this end, several empirical research undertaking
have validated an inextricable relationship be-
tween poverty and the prevalence of HIV/AIDS
(Kang’ethe 2012a). However, as globalization and
modernization picks momentum, there is im-
provement in livelihood with poverty changing
from absolute to relative terms. While absolute
poverty connotes lack of basic necessities of
life such as food, shelter, and being in a pathetic
state of livelihood in general, one experiencing
the state of relative poverty may be getting ba-
sic needs, but when compared to the national or
global average, he/she may still be in a state of
lack (Notten and Neubourg 2011). Apparently
and unacceptably, the state of poverty in Africa
appears to linger longer than the theories of de-
velopment expected (Todaro and Smith 2006).

However, African countries feel misused and
misguided by the western countries in that the
Structural Adjustment Programs (SAP) that de-
veloping countries were persuaded to follow by
the western world especially under the auspices
of the World Bank did not work. In fact the pro-
grams left some developing countries poorer
than they were. However, although this research-
er agrees and regrets the situation, scholarly
thinking may demand looking at the issue from
various viewpoints. Firstly, although the west-
ern world offered the blue print and advisory
services, the drivers were the African citizens
themselves (Mulinge and Mufune 2003). Per-
haps bad political environment, corruption, ca-
pacities and the goodwill to effectuate the de-
mands of the SAP; and poor work ethics, are
factors that needs to be factored when evaluat-
ing the mal performance of the Structural Ad-
justment Programs. Poverty, therefore, never re-
lented. Massive unemployment, underemploy-
ment, despondency and hopelessness have been
the best terms to explain the situation of many
countries in Africa, with some countries’ level of
unemployment rising to over 50 percent. Accord-
ing to South African’s 2010 third quarter Labour
Force Survey, 42 percent of the young people
under the age of 30 were unemployed compared
with less than 17 percent of the adults (Sunday
Times 2012). Kenya presents almost the same
state of affairs because statistics from the gov-

ernment of Kenya in 2011 indicated that Ken-
ya’s unemployment rate stood at 40 per cent,
while youth unemployment was 64 percent (Gov-
ernment of Kenya 2011).

The situation has encouraged other factors
such as rural–urban migration, serious housing
challenges and governments’ inability to plan
housing and provide social services and requi-
site amenities. Other social ills such as prostitu-
tion have increased not only in bigger cities and
towns, but also in peri-urban settings and rural
settings. The environment described has also
favoured the proliferation of diseases such as
HIV/AIDS and other sexually transmitted dis-
eases (Barnett and Whiteside 2006) . These fac-
tors coupled with inadequate information ma-
chinery, poor health infrastructure could largely
explain why HIV/AIDS has lingered longer than
expected.

    Poverty has many horrendous and pinch-
ing effects. It drives the attitudes to risk taking
behaviours. To people struggling to meet their
immediate needs such as food and shelter, avoid-
ing a disease which might not materialize for
years (long gestation period) can be low on the
list of their life agendas. Apparently and in this
researcher’s perspective, to the very poor and
desperate people eking out for the most basic
needs of life such as food and shelter, HIV/AIDS
is viewed a disease of tomorrow. They therefore
concentrate their energies to putting the food
on the table, their risk taking behavior notwith-
standing. Viewed from another angle, people
may feel that putting food on the table is more
urgent than thinking of mitigating the effects of
HIV/AIDS (Kang’ethe 2012b). This finds evi-
dence in a research undertaken in Botswana in
which some people living with HIV/AIDS  indi-
cated that prevention of HIV/AIDS took second
place, while they had to do prostitution to se-
cure food for their families and themselves
(Kang’ethe 2012b).

Migration

Migration phenomenon is a reaction to, or is
effectuated by poverty; the need to modernize,
the pursuit for newer lifestyles, and an interest
to globalize. To say the least, migration is one of
the facilitator and a result of globalization. It
spurs social and economic development
(Kang’ethe 2014a). It is a recipe of factors such
as urbanization, industrialization and poverty.
Poverty forces more and more people to leave
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their families and migrate in search of work. Per-
manent and seasonal migration to urban and in-
dustrial centres or to other countries is increas-
ing with the result of disrupting social and fam-
ily patterns. This has implications for the spread
of HIV. However, it’s good to point out that the
issue of migration and studies pertaining to the
phenomenon have a gender dimension in that
most of them investigate male migration. This
researcher considers it pertinent that this skewed
gender dimension in migration is addressed by
having the effects of women also investigated.
This is important so that HIV/AIDS phenome-
non can be relieved of skewed gender interpre-
tation. It is also significant considering the fact
that HIV/AIDS infections in many countries dis-
play a characteristic of feminization of HIV/AIDS
where many women than men are infected with
HIV/AIDS (Kang’ethe 2014b).

Immense literature holds that there is a pos-
itive relationship between migration and HIV/
AIDS transmission for both the males and fe-
males. Majorly, HIV/AIDS spreads between the
urban areas, and from urban to rural areas, via
corridors of population movement (Glynn et al.
2001; Jochelso et al. 1991). However, it is impor-
tant to identify the type of migration because its
dynamics may also inform the level of infections.
For example in South Africa, women tend to mi-
grate shorter distances to informal settlements
and regional towns, and retain ties to their rural
areas; while men tend to migrate longer distanc-
es to urban areas and are less likely to return to
the households of origin. The same climate ap-
plies to migration patterns in Botswana where
women migrate to the farms (mashimo-in set-
swana) and cattle posts (merakeng-in setswa-
na) while men besides going to cattle posts (mer-
akeng-in setswana) can migrate to other coun-
tries. This pattern was especially very common
with Batswana men migrating to work in the South
African mines (miepong- in setswana). This, to
some extent can explain the gender differences
informing exposure to sexual risk taking behav-
iours, with men being more prone to higher sex-
ual risk taking behaviours (Camlin et al. 2007).
With literature also confirming men to be more
promiscuous than women generally, especially
in patriarchal societies such as South Africa and
Botswana, then men are more likely than women
to be prone to higher sexual risk taking behav-
iours (Patton 1990). Since with increased urban-
ization, industrialization, westernization and gen-

erally globalization, migration is bound to in-
crease, it is pertinent that issues of prevention
are strongly addressed. This calls for a HIV/
AIDS structure in which individual prevention
agendas takes centre stage.

Gender Inequalities

Gender refers to the tasks that societies have
allotted to either men or women, or ones that the
society believes should be executed by or be-
longs to either men or women (Lekoko 2009).
Gender inequalities is a result of societal struc-
tural arrangements, either by design or by de-
fault, which have propelled or positioned men in
a vantage position to enjoy resources, opportu-
nities, leadership, more than their female coun-
terparts. This, it is believed has been motivated
and prompted by patriarchal societal set up and
disposition (Lekoko 2009). To this effect, most
patriarchal societies have seen men getting bet-
ter paid jobs than women, men enjoying leader-
ship positions and recognition as well as prefer-
ential treatment in virtually all the structures of
the society (UNDP 1995; Kang’ethe 2009). Gen-
der inequalities, therefore, is also a result of
skewed gender treatment. For example in many
African countries such as South Africa and
Botswana, men enjoy more power, leadership
roles, take well paid jobs compared to their fe-
male counterparts. The effect of patriarchy ap-
pears to have an indoctrinating effect in that
issues that aggravate the state of gender ine-
qualities appears to be in the minds of both men
and women right from childhood. The mindset,
therefore, dictates the niches of both genders,
that is, it determines where a woman, or a man
feels he/she should be, the preferred occupa-
tion, and even how to behave. These are gender
dynamics that continue to stifle the achievement
of women equality with men as well as their em-
powerment generally (UNDP 2008). It is there-
fore pertinent that gender neutral education be
structured and mainstreamed in schools to chil-
dren while they are still young. This will give
hope to the fact that when children’s mind,
whether boys or girls, perceive life in a gender
neutral and gender understanding ways, then
women empowerment process and gender equal-
ity mat take roots, albeit slowly.

The effects of gender inequalities and its ef-
fect to HIV/AIDS are striking. Due to the fact
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that many women are economically disempow-
ered, or even if economically empowered, still
socially disempowered, their capacities to ne-
gotiate for safe sex have usually faced an ardu-
ous and an uphill task. Never the less, it is the
phenomenon of gender inequalities that moti-
vates increased acts of gender based violence
especially rocking both South Africa and
Botswana (UNDP 2008; Gender Link 2012). These
aspects that gender inequalities gives effects
continue to negatively influence not only the
achievement of an HIV/AIDS free generation  in
both Botswana and South Africa, but also dims
these countries’ scores in the globally driven
millennium Development Goals whose stock tak-
ing is year 2015 (UNDP 2004, 2008). The effect of
gender and gender inequalities has a huge bear-
ing towards HIV/AIDS infections. In most coun-
tries of the developing world, HIV/AIDS infec-
tions portray the state of feminization of HIV/
AIDS. This is a situation in which more women
than men are infected by HIV/AIDS (Kang’ethe
2014b). Infact the male: female ratio of infection
is usually 1: 1.2. This is also exacerbated by the
fact that some empirical research have validated
that men are five times more promiscuous than
women; and also that men are perfect transmit-
ters of violence (Bennet 1992;  Patton 1990).

The Pace of Response to HIV/AIDS

Though the pace of response is not a clini-
cal factor, but a social factor, it is a strong factor
that determines, and could still be determining
the efficiency and effectiveness of HIV/AIDS
response in many countries ravaged by AIDS
(Barnett and Whiteside 2002; Treatment Action
Campaign 2007; Ramphele 2008).  As HIV/AIDS
epidemic continues to spread its tentacles to
virtually all the age segments in societies, the
time factor between the onset of the disease and
time of administration of the life prolonging drugs
is critical. This is because if not addressed, the
time of development to AIDS and eventual death
is short, usually between 3-10 years (Barret-Grant
et al. 2001). However, without access to life elon-
gating ARVS, people die within the first five years
after infection (Barret-Grant et al. 2001). Perhaps
this is why many people in South Africa were
believed to have succumbed to HIV/AIDS dur-
ing the time of Mbeki Presidency. Many critics
indicate that the government response was slow,
directionless and riddled with controversies that

HIV virus does not cause AIDS. This was later
proved to be a pseudoscience. A pseudoscience
is a faulty ideology that has no adequate scien-
tific validity (Kang’ethe 2014c). The world was
immensely shocked by Mbeki’s assertion and
faulty scientific contention that HIV does not
cause AIDS. As one of the most learned sons of
Africa, and a President of one of the strongest
economy in African continent, perhaps many
people including his Health Minister, Tshabala-
la Msimang agreed with the ideology (Kang’ethe
2014c). She is on record advising people to rely
on vegetables such as carrots, beetroots to mit-
igate the effects of HIV/AIDS (Barret-Grant et
al. 2001).

Despite policy and ideological disposition
surrounding HIV/AIDS response, the pace of
response is also multifaceted in that it is deter-
mined by countries’ socio-economic statuses,
people’s cultural belief systems, and other spir-
itual based factors. For example, with countries
whose some people embrace deep cultures es-
pecially associated with medication, such pop-
ulation tend to take long to dislocate themselves
from the culturally grounded beliefs in medica-
tion, and accepting that most of their cultural
practitioners, who may have from time immemo-
rial played a significant role in their medical and
diagnostic health seeking behaviours, are not
adequately placed to handle HIV/AIDS and its
related complications (Kang’ethe 2014d).

The Nature of the Virus

Perhaps the biggest difference between HIV/
AIDS and other diseases such as tuberculosis,
malaria, diarrhoea, is that the latter are either air-
borne or waterborne, meaning that their epide-
miological route has to take place either in the
air or in the water; while HIV/AIDS is a sexually
transmitted disease. This makes the disease at
the centre of life. This is because sex is a basic
physiological human need according to
Maslow’s hierarchy of needs (Maguire 2002).
This is perhaps why some religious bodies such
as Judeo-Christianity equate sex with life giving
process, or a procreation process (Kang’ethe
and Rhakudu 2010). This means that the virus
usually affects people who are sexually active
(15-49) years. While airborne or waterborne dis-
eases can be mitigated by positively changing
the environments, such as hygiene and possi-
bly annihilating some of the disease causing
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microorganisms, unfortunately HIV/AIDS is a
sexually driven disease. This implies that every-
one who undertakes to get involved in the pro-
cess of procreation has to embrace the risk irre-
spective of the prevention effectiveness in one’s
disposition. Sex, therefore, becomes an inevita-
ble phenomenon in people’s lives (Bennet 1992).
Additionally, the longer incubation period of HIV/
AIDS, whether one uses life elongating ARVS
or not is a critical factor that determines the po-
tency and capacity to infect others. Worse more,
during the disease incubation, one may not show
symptoms or even realize them if one does not
have a culture of health seeking behavior (Ben-
net 1992). The long incubation, therefore, makes
the issue of response an un urgent one. Al-
though this quality of HIV/AIDS affects people
of all races and regions, the type of virus, sub-
type 2 that affects people in Africa South of Sa-
hara is believed to be more virulent than other
subtypes or categories. Also, the issue of pre-
vention among the African populations, perhaps
due to cultures and poor information dissemina-
tion could be stifling the process of conceiving
effective and prevention campaign. This state is
also exacerbated by a poor health infrastructure
to manage the campaign and also treatment
mechanisms (Barret-Grant et al. 2001; WHO
2002).

Perceptions of Sex in Most African Societies

To say the least, sex in most societies of Af-
rica is surrounded by controversies, myths, ta-
boos and mores (Kang’ethe 2014d). This is a
very important phenomenon in determining peo-
ple’s vulnerability. In most societies which are
still modernizing at a snail’s pace, or are moving
at a lagged out process, sex remains a sacred
and sacrilege area (Kang’ethe and Rhakudu
2010). This means that the control and interven-
tion of the disease epidemiology may be stifled.
This has made the campaign against HIV/AIDS
an arduous and an uphill task. Perhaps this is
why making formidable HIV/AIDS campaign en-
deavours is determined by how well the cam-
paign architects, policy makers and other HIV/
AIDS friendly groups are able to handle the is-
sue of cultures. The realization that culture is
the mirror of the society, informing the do’s and
don’ts of a particular society could help
strengthen the strategies, or the interventional
approaches (Kang’ethe 2009).  These practitio-

ners described above need to understand the
requisite efforts to dismantle the cultural bond-
ing if people are to leave some of the retrogres-
sive faith systems that continue to provide a
fertile ground for the proliferation of HIV/AIDS.

However, perhaps also considering reposi-
tioning, reconsidering and rejuvenating some
aspects of culture associated with sex and sexu-
ality could also be a panacea towards HIV/AIDS
response (Kang’ethe 2014e). For example re-
claiming the Zulu virginity testing could hope-
fully encourage young women to avoid sex dur-
ing their teenage years. Since this is one of the
riskiest age in terms of vulnerability, first due to
the fact that their sexual organs may not be ade-
quately developed, and therefore prone to in-
creased wear and tear; and their knowledge
about HIV/AIDS epidemiological path is still not
adequately developed, then avoiding sex at this
age will strongly strengthen the HIV/AIDS re-
sponse (Kang’ethe 2014 d,e). In recent times,
the western countries have been advocating for
males from countries hardest hit by the epidem-
ic to consider undergoing the rite of circumci-
sion as a strategy to mitigate the effects of  HIV/
AIDS. This has been informed by empirical val-
idation that males who get circumcised are 60
percent resilient to HIV/AIDS (Peltzer et al. 2007;
Kang’ethe and Gutsa 2015). This has seen many
circumcision campaigns being funded by west-
ern countries targeting HIV/AIDS ravaged coun-
tries such as Zimbabwe, Botswana, Swaziland
and South Africa, etc. The campaign has also
targeted countries like Kenya where a bulk of its
population does not culturally practice male cir-
cumcision. On a positive score, some countries
such as Botswana and Kenya are doing well as
far as the campaign on male circumcision is con-
cerned (Kang’ethe 2013).

The State of Health Infrastructure

To say the least, timely treatment of diseas-
es such as the sexually treated diseases (STDs)/
sexually treated Infections (STIs) contribute
hugely to the prevalence of HIV/AIDS. The rea-
sons are both clinical and physiological. Clini-
cally, untreated cases of HIV/AIDS weaken the
body and also lowers the immunity against oth-
er related diseases. The body parts are also ex-
posed to other disease micro-organisms. This,
therefore, means that healing may take longer.
Physiologically, untreated cases of STDs/STIs
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make the sexual body parts weaker and prone to
the wear and tear during the sexual process. Ul-
ceration, therefore, becomes very possible al-
lowing the virus to easily find its way into the
blood stream. Untreated cases of STDs, there-
fore, facilitate the transmission of HIV and may
hasten the development of AIDS. Because of
the fact that most countries of the developing
part of the world are still struggling to increase
the number of health facilities especially dealing
with STIs, or to bolster their health infrastruc-
tural facilities (WHO 2002), there are so many
cases of untreated cases of STI’s. Inadequate
knowledge of the relationship between untreat-
ed cases of STIs and HIV/AIDS also poses a
challenge to prevention. The situation is seri-
ous with women who may stay with sexually
treated diseases for a longer period without sus-
picion that they are infected. A woman may just
be experiencing some itches around the genita-
lia and may think it’s a just a normal phenome-
non. The fact that a woman’s sexual organs are
inside the body unlike the male sexual organs
that are almost outside the body compounds
the challenge (Maundeni and Mookodi 2009).

Patriarchy and Cultural Power Dynamics

Several researchers have linked HIV/AIDS
prevalence with the concept of patriarchy and
cultural power dynamics in several countries of
the developing part of the world. Perhaps the
hugest impact of patriarchy to women preven-
tion methodologies is the fact that it disempow-
ers them economically, socially, psychological-
ly and intellectually (Kang’ethe 2009; Lekoko
2009). Patriarchy has an indoctrinating effect in
that women embrace and believe in it. This to a
huge extent means that women are not adequate-
ly placed to negotiate for safer sex methodolo-
gies and therefore become prone to HIV/AIDS
infections. It is this state of patriarchy that in
many countries of the developing part of the
world could largely explain the state of feminiza-
tion of poverty and also feminization of HIV/
AIDS (Kang’ethe 2014b). Since patriarchy does
not seem to respect the rights of the younger
girls in terms of their sexual rights, in many soci-
eties, it is condoning marriages of the minors to
men who are old enough to be the grandfathers
of the girl to be married. This is very common
among the pastoral communities of Kenya such
as the Maasai, the Pokot and the Rendili

(Kang’ethe 2013). This explains a situation in
which a young woman is exposed to sex before
her genitalia are strong or ready for the task.
This also could easily allow viral transmission
with ease. This is because of the increased prob-
ability of bruises in the vagina during inter-
course. Some of the patriarchal societies have
also culturally maintained the practice of female
genital mutilation (Wodenmicael 2009). Since the
process is usually carried out without the ob-
servation of scientific ethos such as ensuring
anesthesia and using only one cutting instru-
ment for each initiate, this gives birth to oppor-
tunities for viral epidemiology with ease.

FACTORS MITIGATING  THE  EFFECTS
OF  HIGHER  HIV/AIDS  PREVALENCES

Strengthening Poverty Alleviation Programs

Since poverty has been pinned as the single
most factors driving the epidemic, it is incum-
bent upon resource constrained countries to
plan, replan, reformulate and strategize newer
approaches of tackling poverty. Since the Struc-
tural Adjustment Programs (SAP) of the 1980’s
did not succeed in tackling poverty, this re-
searcher advises resource constrained countries
to look for economic solutions in their back-
grounds. This would mean identifying indige-
nous ways and methodologies to approach econ-
omization of their resources. Exploring indige-
nous resources and coming up with people driv-
en and people friendly approaches could be in
this researcher’s contention, a panacea
(Kang’ethe 2011; Osei-T Hwedie and Rankopo
2008; Alexander 2009; Mulinge and Mufune
2003).

Sustained and Effective Sexual Behavioural
Change

All the HIV/AIDS campaign should invest
heavily in behavior change. The pathetic state
of the affairs of the campaign is that a lot of
money is used to address the symptoms and
effects of the HIV/AIDS. This indicates that the
campaign has not been well formulated and con-
ceptualized. Perhaps the countries that are not
doing well need to borrow a leaf from countries
such as Uganda that invested heavily in pre-
vention (Kang’ethe 2014c). However, because
ARUS  are giving people a new slate of life even
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when one is infected, it is important to also in-
vest heavily in anti-stigma campaigns. This is to
ensure people living with the HIV/AIDS enjoy
positive living. This researcher takes this forum
to urge South African government to continue
investing heavily in the campaign to address
stigma. This is because stigma, according to the
wise words of former Botswana President, Fes-
tus Mogae is the hugest stumbling block to-
wards prevention, care and support (UNDP
2004).

Diluting Cultures and Weakening the
Patriarchal Mindset

Countries that are patriarchal needs to mobi-
lize and urge its citizens to undergo a paradigm
shift and become culture neutral, gender neutral
and human rights sensitive. This is to allow
women empowerment and emancipate them from
oppression and suppression emanating from
cultural and patriarchal mindset of especially men
and also the serving social institutions
(Kang’ethe 2010a). This may require ample good-
will from the government and other human rights
and gender friendly bodies such as the NGOs.
The government and these bodies need to con-
sider a thorough cost benefit analysis of the
impacts of cultures and the developmental gaps
that they are responsible for by stifling wom-
en’s emanicipatory prowess.

CONCLUSION

The fact that 70-80 percent of the HIV/AIDS
cases find refuge in Africa South of Sahara is
not only heartbreaking to governments of these
countries, but also to HIV/AIDS practitioners
such as this researcher. However, countries
should seriously continue to engage in inter-
ventions to change the environment that makes
the HIV/AIDS epidemiology a fast one. Re-
searchers have a responsibility of investigating
and reinvestigating the different dynamics re-
sponsible for this epidemiological terrain, even
after governments through the assistance of in-
ternational bodies and countries continued to
financially fund most of the HIV/AIDS cam-
paigns. Since poverty, gender inequalities, state
of health infrastructure have been pinned as
major driving factors fuelling the HIV/AIDS ep-
idemiology, it’s is high time that more money is

directed to addressing these challenges. Col-
laboration between the government and other
stakeholders such as the NGOs is critical.

REFERENCES

Alexander EM 2003. Making a difference through peo-
ple’s participation in poverty alleviation in Botswa-
na. In: M Mulinge, P Mufune (Eds.): Debt Relief
Initiatives and Poverty Alleviation: Lessons from
Africa. Pretoria: African Institute of South Africa,
pp. 296-311.

Bennet O 1992. The Hidden Cost of AIDS- The Chal-
lenge of HIV to Development. London, Paris and
Washington: Panos Dossier.

Barnett T, Whiteside A 2002. AIDS in the Twenty-First
Century- Disease and Globalization. Hampshire:
Palgrave Macmillan.

Barrett-Grant K, Fine D, Heywood M,  Strode A (Eds.)
2001. HIV/AIDS and the Law: A Resource Manu-
al. 2nd Edition. The AIDS Law Project and The
AIDS Legal Network. Johannesburg, South Africa:
University of the Witwatersrand.

Gender Links 2012. The Gender-based Violence Indi-
cators Study Botswana. From <http://www. gender-
links. org.za/paper/the-gender-based-violence-indi-
cators-studybotswana-2012-03-28>

Glynn JR, Ponnighaus J, Crampin AC, Sibande F, Sicha-
li L et al. 2001. The Development of the HIV Epi-
demic in Karonga District, Malawi. Aids 15: 2025
02029.doi:10.1097/00002030-200110190-00016

Government of Kenya (GOK) 2011. Central bureau of
Statistics- Unemployment. Nairobi: Central Bureau
of Statistics Figures.

Jochelson K, Mothibeli M, Leger JP 1991. Human im-
munodeficiency virus and migrant labour in South
Africa. Int J Health Serv, 21:157-173.doi: 10.2190/
11uE-L88J-46hN-HR)K

Kang’ethe SM 2009. Inadequate male involvement in
health issues: The cause of gender skewed HIV and
AIDS situations in Botswana. In: T Maundeni, BZ
Osei-Hwedie, E Mukaamambo, PG Ntseane (Eds.):
Male Involvement in Sexual and Reproductive
Health. Prevention of Violence and  HIV/AIDS in
Botswana. Cape Town: Made Plain Communica-
tions, pp. 7-27.

Kang’ethe SM 2010a. The perfidious experiences of
men as palliative caregivers of people living with
HIV/AIDS and other terminal illnesses in Botswa-
na. Indian Journal  of Palliative Care, 16(3): 159-
164.

Kang’ethe SM 2010b. The perfidy of stigma experi-
enced by the palliative community homebased care
(CHBC) caregivers in Botswana. Indian Journal of
Palliative Care, 16(1): 29-35.

Kang’ethe SM 2011. Evidences of indigenous knowl-
edge systems driving care giving in care programmes
in Botswana. Fort Hare Papers, 18:  5-15.

Kang’ethe SM 2012a.  HIV/AIDS in Botswana: Taking
stock of the performance of MDG 6.  Fort Hare
Papers, 19(2): 150-164.

Kang’ethe SM 2012b. Attitudes of PLWA and other
selected communities in Tsabong  towards opera-
tionalizing bio-medical and traditional therapies in



196 S. M. KANG’ETHE

tandem to face the AIDS epidemic. Social Work/
Maatskaplike, 46(1): 55-69.

Kang’ethe SM 2013. The panacea and perfidy of cul-
tural rites of circumcision in African countries: Ex-
amples from Kenya, Botswana and South Africa.
EASSRR Journal, XXIX(1): 107-123.

Kang’ethe SM 2014a. Panacea and perfidy of global-
ization as an engine of social development in de-
veloping countries. J Hum Ecol, 47(2): 193-200.

Kang’ethe SM 2014b. Exploring feminization of HIV/
AIDS and Millennium Development Goals (MDGs)
with examples from Botswana and South Africa.
Journal of Human Ecology, (In Press).

Kang’ethe SM 2014c. An examination of HIV cam-
paign in South Africa towards eliminating stigmati-
zation. Journal of Human Ecology, (In Press).

Kang’ethe SM 2014d. The panacea and perfidy of cul-
ture as a platform of behavior change with exam-
ples from Botswana and South Africa. Mediterra-
nean Journal of Social Sciences, 5(14): 504-510.

Kang’ethe SM 2014e. Repositioning, reclaiming and
rejuvenating the niche of traditional practitioners
in the face of modernization in selected African
Countries. Studies on Ethno-Medicine, (In Press).

Kang’ethe SM, Rhakudu M 2010.Religious Education
Book for Form 2. Gaborone: Heinemann Publish-
ers.

Kang’ethe SM, Gutsa Takudzwa 2015. Exploring the
stumbling blocks on the way to a  successful male
circumcision campaign in Zimbabwe. J Hum Ecol,
19(1-2): 71-76.

Lekoko RN 2009. A generation in jeopardy: Sexually
active women in partriarchal settings and HIV and
AIDS. In: T Maundeni, BZ Osei-Hwedie, E Mu-
kaamambo, PG Ntseane (Eds.): Male Involvement
in Sexual and Reproductive Health. Prevention of
Violence and  HIV/AIDS in Botswana. Cape Town:
Made Plain Communications, pp. 91-104.

Maguire L 2002. Clinical Social Work: Beyond Gener-
alist Practice with Individuals, Groups and Fami-
lies. Australia, Canada. Mexico. Singapore: Brooks/
Cole. Thomson Learning.

Maundeni T, Mookodi BG 2009. Social Cultural Fac-
tors that place males at risk of infection in Botswa-
na. In: T Maundeni, BZ Osei-Hwedie, E Mu-
kaamambo, PG Ntseane (Eds.): Male Involvement
in Sexual and Reproductive Health. Prevention of
Violence and  HIV/AIDS in Botswana. Cape Town:
Made Plain Communications, pp. 29-44.

Mulinge MM, Mufune P  2003. Debt Relief Initiatives
and Poverty Alleviation: Lessons From Africa. Cape
Town: African Institute of South Africa.

Notten G, Neubourg CD 2011. Monitoring absolute and
relative poverty: “Not enough” is not the same as

“much less”. The Review of Income and Wealth,
57(2): 242-269. DOI: 10.1111/j 1475-4991. 2011.
00443.X.

Osei-Hwedie K, Rankopo M 2008. Developing cultur-
ally relevant social work education in  Africa: The
case for Botswana. In: M Gray, J Coates, MY Bird
(Eds.): Indigenous Social Work Around the World.
Cornwall: Ashgate, pp. 203-219.

Patton C 1990. Last Served: Gendering the HIV/AIDS
Pandemic. London: Taylor and Francis Publishers,
pp. 29-40.

Peltzer K, Niang CI,  Muula AS, Bowa K, Okeke L et al.
2007. Male circumcision, gender, and HIV preven-
tion in sub-Saharan Africa: A (social science) re-
search agenda. Journal of Social Aspects of HIV/
AIDS, 4(3): 658-667.

Ramphele M 2008. Laying Ghosts to Rest: Dilemmas
of the Transformation in South Africa. Cape Town:
Tafelberg.

Sunday Times 2012. Power To The Youth, Shape A
Better Tomorrow. June 10, P.11, South Africa.

TAC (Treatment Action Campaign) 2007. ‘Govern-
ment Leadership on HIV/AIDS Irrevocably Defeats
Denialism! Implement a New Credible Plan with
Clear Targets!’ From <http://www.tac.org.za/
AIDSDEnialismIsDead.html.> (Retrieved on 22
February 2007).

Todaro P, Smith SC 2006. Economic Development. 9th

Edition. New York: Pearson-Addison Wesley.
UNAIDS 2001. India: HIV and AIDS-related Discrim-

ination, Stigmatization and Denial. August. Gene-
va, Switzerland.

UNAIDS/WHO 2005. AIDS Epidemic Update. Decem-
ber. Geneva, Switzerland.

UNAIDS 2007. UNAIDS at Country Level. Supporting
Countries as They Move Towards Universal Access.
Geneva, Switzerland.

UNDP 1995. Human Development Report. New York:
UNDP.

UNDP 2004. Botswana Millennium Development Goals
Status Report 2004: Achievements,Future Chal-
lenges and Choices.

UNDP 2008.  Situation Analysis on Gender Based Vio-
lence in Botswana. Draft. University of Botswana,
Gaborone, Botswana.

WHO 2002. Community Home-based Care in Re-
source- Limited Settings. A Framework for Action.
20 Avenue Appia, 1221 Geneva 27, Switzerland.

Woldemicael  G  2009. Female genital cutting in con-
temporary Eriteria: Determinants, future prospects,
and strategies for eradication. Eastern Africa So-
cial Science Research Review, 25(2): 1-29.


