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ABSTRACT 

The objective of this research is to explore the perceptions of rural Samburu women 

in Kenya with regard to HIV/AIDS in terms of their knowledge, attitudes, beliefs and 

opinions; to examine several HIV/AIDS awareness channels that have been used to 

communicate HIV/AIDS messages to the Samburu women to determine how 

effective they have been in effecting behaviour change.This study is an example of 

how a communication audit can be carried out on a certain sub-group of a 

community in order  to suggest a tailor-made communication strategy in an effort to 

stop the spread of HIV among the Samburu women. This study is also a confirmation 

that the prevention strategies that have been in use to communicate to Samburu 

women have been inadequate and need to be revised to address the knowledge 

gaps that exist.  

 

The study is located within a relatively new field of health communication where 

health messages are evaluated to determine whether target audiences are receiving 

these messages and changing their behaviour in order to live healthier lives.  This 

area of study is also supported by behaviour change models such as the Health 

Belief Model (HBM), the Social Cognitive Theory (SCT), Diffusion of Innovations 

Theory, Cultural Models, and Strategic Communication. 

 

A qualitative study was undertaken in 2008 by way of ten focus group discussions 

with Samburu women and eleven in-depth interviews with professionals who ran 

HIV/AIDS programmes in the Samburu district.   The focus groups were constituted 

by means of convenience sampling whereas the snowball strategy was utilised for 

the selection of participants for in-depth interviews. 

 

The questioning route for the focus group discussions for the Samburu women was 

guided by five themes namely:  knowledge levels of the women; cultural aspects that 

made the women vulnerable to HIV/AIDS; beliefs about HIV/AIDS; attitudes towards 

HIV/AIDS; and the different channels of communication used to convey HIV/AIDS 

messages.  The interview schedule for the professionals consisted of open-ended 

questions and face-to-face interviews were carried out using this schedule. 



  

 

7 

 

The methodology of this study was guided by the UNAIDS framework of 

communication which argues that contextual factors such as government policy, 

cultural and spiritual factors,  gender relations and social- economic status should be 

considered when interventions are developed because people do not automatically 

change behaviour after receiving information.  The importance of cultural and gender 

sensitive messages is emphasised.   Targeting each segment of a community with 

appropriate messages is critical and builds on the latest school of thought that one 

should know their epidemic and the appropriate response.  This study also takes into 

cognisance the fact that there is a paradigm shift in the way HIV/AIDS interventions 

are designed and implemented to more contextualised, culture sensitive and gender 

sensitive messages.   

 

The study revealed that: (1) The Samburu women have insufficient information about 

HIV/AIDS to protect themselves; (2) cultural practices and rites make the Samburu 

women vulnerable to HIV/AIDS infection; (3) major HIV/AIDS prevention tools such 

as the condom are not acceptable to the Samburu women because it interferes with 

conception; (4) the Samburu women believe that HIV/AIDS is a curse and that as 

long as one follows the cultural obligations of the community they are safe from 

HIV/AIDS infection; (5) the inferior social status of the Samburu women prevents 

them from making any informed decisions about their sexuality.  Gender norms that 

prescribe an unequal and more passive role in sexual decision making exacerbate 

the spread of HIV/AIDS; (6)  most of the information the Samburu women receive is 

verbal; the videos and tapes that have been used to pass on information have been 

misinterpreted to give an impression that HIV/AIDS is a disease of the young people, 

town dwellers and the educated; (7) while the latest health demographic studies 

indicate that the radio is the most suitable channel to send HIV messages to the 

general public, the Samburu women have a limited access to the radio because it is 

owned and controlled by the head of the family.  

 

The overall findings of the study indicate that the national strategy with its focus on 

HIV programmes that focus on prevention messages that concentrate on three 

aspects of behaviour: using condoms, limiting the number of sexual partners or 

staying faithful to one partner and delaying sexual début for young persons is in total 
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contradiction with the Samburu culture and therefore has little chance of succeeding. 

Although the national policy has worked in many communities in Kenya, there are 

regions where the prevalence rates are higher than others.  This means that 

particular communities need to be studied and researched on so that culturally 

sensitive/relevant strategies that take into account the unique regional drivers of the 

epidemic may be developed.  

 

It is hoped that the information and the suggestions, which are contained in this 

thesis, will assist government health workers, non-governmental organisations and 

faith-based organisations to tailor their communication strategies to suit the Samburu 

women as well as the Samburu community in general. 

 

The data in this study also serves to strengthen the position of the communication 

theory that posits that culturally sensitive and gender sensitive communication 

interventions are crucial and that communities should spearhead the behaviour 

change interventions that they themselves as a community have developed and 

accepted.   
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CHAPTER 1 

 

INTRODUCTION 

 

     

1.1   INTRODUCTION 

 

The objective of this research was to explore the perceptions of rural Samburu 

women in Kenya with regard to HIV/AIDS in terms of their knowledge, attitudes, 

beliefs and opinions; and to examine several HIV/AIDS awareness channels that 

have been used to communicate HIV/AIDS messages to the Samburu women to 

determine how effective they have been in effecting behaviour change.  

 

1.1.1        Background to the study 

 

According to the Kenya Demographic and Health Survey (KDHS) more than 99 

percent of Kenyans are aware of the AIDS pandemic (KDHS 2010: 22).  The  

predominant mode of  HIV transmission in Kenya is through heterosexual sex where 

most new infections (44 percent) occur within a union or regular partnership, 

followed in magnitude by prenatal transmission in which the mother passes the virus 

to a child during pregnancy, delivery and breastfeeding (National AIDS and STDs 

Control Programme 2009: 31, 198).  

 

Ninety  percent of Kenyan men and women are aware that the chances of getting the 

AIDS virus can be reduced by limiting sex to one faithful partner (KDHS 2010: 22). 

Seventy-five percent of women and 81 percent of men know that using condoms can 

reduce the risk of contracting the HIV virus (KDHS 2010: 23).  HIV prevalence is 

eight percent among women age 15-49 and four percent among men of the same 

age group, the peak prevalence among women is age 40-44 (14 percent) while 

prevalence among men is highest at age 35-39 (10 percent).  This is considerably 

lower than that of women, while the national prevalence is at 7.4 percent (National 

AIDS Control Council 2009: 24; Kenya Indicator Survey 2009: 235). 
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north-eastern section of the Rift Valley Province just south of Lake Turkana. 

Administratively, the district is divided into six divisions namely Lorroki, Baragoi, 

Wamba, Waso, Nyiro and Kirisia.  The total area of the district is approximately 

21,126.5 square kilometres (Samburu Report 2008:  23).  The Samburu language is 

one of the Nilo-Hamitic languages of Kenya.  The Samburu are herders of cattle, 

goats and sheep in an area that has little rainfall or good vegetation.  They are 

therefore nomadic in their lifestyle, setting settlements of 5-10 families for about five 

weeks and moving on to other grazing lands (Daystar 1982:  9). 

 

The Samburu are closely related to the Maasai and, like the Maasai, depend on milk, 

meat and blood for their livelihood.   In recent years the population has increased 

and the quality of pasture has declined because of overgrazing.   This has made the 

traditional economy and the traditional social political structure weak although these 

institutions are still strong and have more influence over traditional Samburu than the 

new cash economy and imposed government structures (Daystar 1982: 1).  It has 

been noted that just like the Maasai, they have resisted much of the change and 

development directed towards them because they have not seen its benefits.  When 

change is clearly perceived to be to their advantage, they are not reluctant to make 

the needed change as shown by their acceptance of modern medicine and their 

present attitude towards education.   The literacy levels of both men and women (5-7 

percent) continue to be low and the school dropout rates are estimated at 80 percent 

due to early marriages for females and moranism (circumcision of young boys to 

become warriors) for males (Samburu District development plan 1997- 2001: 48).  

Sixty- eight percent males and thirty- two percent females enrol in secondary school 

(Samburu development plan1997- 2001:  49) The Samburu district has a poverty 

index of 50.9 percent and is ranked the second poorest district in Kenya (Samburu 

District development plan 2002- 2008: 25). 

 

The Samburu culture has three important institutions, namely marriage; age-set; and 

elderhood and moranhood (young, circumcised unmarried men who function as 

warriors in the community).  The institution of marriage is important because this is 

where the issue of women and gender is most concentrated.  The Samburu must 

marry outside their clan and outside their age-set.  An age set is composed of all the 
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Another limitation was the presence of the researcher during the focus group 

discussions whereby the respondents might have been self-conscious of the 

responses they gave.  The use of the eleven in-depth interviews with the health and 

other professionals to corroborate the information proved to be very useful to this 

study since the professionals had worked for a longer period and had a wider reach 

with the women because they interacted with the Samburu women in all the divisions 

of Samburu district.  

 

The research approach - a qualitative study - was limited in that a small number of 

respondents were interviewed; therefore, this information cannot be applied to the 

whole Samburu community.  The essence of the qualitative study, however, was to 

unravel the deeper insights rather than produce quantifiable items of behaviour.  

   

1.7            SUMMARY 

 

Although the majority of Kenyans are aware of HIV/AIDS, there are pockets of  

Kenyan society such as the Samburu women who do not have sufficient knowledge 

about HIV/AIDS to make informed decisions about protecting themselves from 

HIV/AIDS.  This is because the culture within which they live makes them vulnerable 

to HIV.  The Samburu women live in a remote region that has challenges in terms of 

access to health services, information and infrastructure.  This study is an attempt to 

investigate the various factors that make the Samburu women vulnerable to 

HIV/AIDS and to examine the types of HIV messages disseminated to them, with a 

view to informing culturally-sensitive effective communication.  

 

1. 8                OUTLINE OF CHAPTERS 

 

The rest of the thesis is organised as follows: 

 

Chapter Two highlights the major factors that make women vulnerable to HIV/AIDS. 

HIV/AIDS has been called the feminine disease because the majority of people living 

with HIV/AIDS are women and 60 percent of them live in Africa (UNAIDS 2009: 21). 

Studies have shown that the spread and transmission of HIV/AIDS is not a random 
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weaknesses and their applicability in the context of the rural Samburu women of 

Kenya. 

 

Chapter Four outlines the conceptual framework of the research based on the 

premise that culture is central to the planning, implementation and evaluation of 

health communication and health promotion programmes.  The centrality of 

traditional and cultural factors for effective strategies is located within a discussion of 

the UNAIDS framework of communication which is based on a combination of 

relevant theories and models that focus on the contexts (cultural, socio-economic, 

status of women, government law and policy and spirituality) rather than solely on 

the individual.  

 

Chapter Five describes the methodology used in this study and the procedures 

followed during data collection and analysis. 

 

 Chapter Six presents the findings of the qualitative field research as well as the 

qualitative survey research data gathered from the focus group discussions and the 

in-depth interviews to answer the research question.  Data from the study was 

analysed qualitatively using descriptive and interpretive techniques based on the 

content analysis technique.  

 

Chapter Seven, guided by the four main objectives of the study, presents the 

discussion, summary of findings and draws the final conclusions as well as the 

recommendations of this study. 
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they are in trouble.  The expectation is that they should not be knowledgeable 

(UNAIDS 2006a: 11).  

 

Children are also viewed as a source of labour for the family and also a source of 

security for the parents in their old age.  Weiss and Gupta note that to provide 

women exclusively with HIV prevention methods that contradict the fertility norm of 

most societies is to provide women with no options at all (1993: 176).  A childless 

woman faces the risk of rejection from her husband, family and kin.  The choice of 

women is in a dilemma because it is the choice between disease prevention and 

fulfilment of their reproductive role and also how to handle the mother-to-child 

prevention of HIV (Dawit 1993: 176; Mills & Anarfi 2002: 326).  

 

Women are known to bear the brunt of HIV transmission even when it is universally 

known that it is men who are likely to have multiple partners (Eka 2000: 123).  

Mothers tend to suffer blame and stigma when their infants or young adults become 

HIV infected.  Many women do not want to be tested because of the stigma and the 

difficulties they would face such as partner rejection and psychological stress as a 

result of the diagnosis. Eka points out that men and women experience stigma 

differently (2000: 123).  In most cultures women are usually seen as the infectors as 

opposed to men who may be HIV positive and not diagnosed yet.  The woman may 

have been discovered to have HIV before the man because of antenatal clinics, 

where mothers to be are tested for HIV (UNAIDS 2004:  68). 

 

Wyatt argues that culturally responsive HIV educational material should identify 

relevant aspects of a particular culture in order to communicate with members of that 

cultural group. The materials should meet the following standards: the use of 

accurate information about a cultural group including the appropriate use of cultural 

images, language and depiction of values, activities and people; appreciate and 

utilise culture in a manner which accomplishes its primary health goals (1989:  447). 

The use of cultural elements in creating and structuring prevention messages is 

intended to overcome perceived barriers to communication to minority communities 

(1989: 449).  This is referred to as cultural competency, which entails the critical 
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traditional, the colonial and post-colonial laws that further disenfranchise the African 

woman who is not fully represented in the national policy debates and decision 

making.  The customary, religious and statutory laws exacerbate the already existing 

inequalities in regards to issues such as widow inheritance, widow sexual cleansing 

and property ownership (Struensee 2004: 1). 

 

Although governments have signed and ratified a number of international laws and 

treaties, to eliminate all forms of discrimination against women, the impact of these 

laws have yet to be felt at the grassroots level.  Inheritance laws make it easy for 

men to take advantage of women.  It is very common for women who after being 

widowed by AIDS, lose their property to relatives and also find themselves 

abandoned by their families.  The widow has to take care of her children in addition 

to buying drugs to manage her HIV status (if she is infected).   Many countries lack 

specific interventions to address single-female-parent headed households in terms of 

property ownership and inheritance.  Appropriate guidelines for marriage, separation, 

divorce, and ownership of property are also lacking (National AIDS Control Council 

2002: 4). 

 

 Civil and customary laws deny women the right to own and inherit land or property. 

It is evident that there is a lack of strategy that addresses implementation of 

equitable inheritance rights (National AIDS Control Council 2002: 4).  The fact that 

men pay dowry upon marriage strengthens their hold over women and property 

because the woman is seen as a commodity that has been purchased although 

paying dowry is also seen as a way of linking two families.  This type of thinking has 

lead to the lack of adequate consideration of policy and legal issues concerning 

sexual rights of women and girls (National AIDS Control Council 2002: 5; UNAIDS 

2006: 286).  Customary law is often interpreted in ways that effectively deny women 

fundamental rights to own or even access property.  Women remain legal dwarfs 

upon marriage (UNAIDS 2004b: 33; National AIDS Control Council 2005: 4). 

 

The fact that women can be left destitute can leave women prey to sexual 

exploitation and violence (UNAIDS 2004a: 7).  Many widows turn to prostitution to 
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The use of condoms has not gained much popularity in rural areas either (Maore 

2004: 32; Futures Group 2005: 19).  Strategies such as condoms are unrealistic in 

rural areas, where people do not have the money to buy them (Boahene 1996: 610; 

Cohen 2004: 13).  The condom strategy in many parts of the world faces problems 

such as high cost, poor quality, limited availability, inconsistent use and improper use 

which impair the implementation of this important AIDS prevention strategy. 

Improved condom design, procurement and distribution are essential (Heise & Elias 

1995: 936).  Condom use in families poses a challenge to women who have been 

encouraged to ask their partners to use condoms.  The first misconception has been 

that women can help their partners use condoms yet women do not have equal 

status to men for them to prescribe what they want as far as sexual matters are 

concerned (Heise & Elias 1995:  937; Gupta 2000:  5). 

 

 Vulnerable groups, such as young women and men, cannot access condoms easily 

because the thinking is that they should not be using them in the first place.  The fact 

that it is the young people who are contracting HIV by the millions every day is an 

indicator that they are sexually active and are not using preventive technologies.  It is 

interesting to note that the Catholic Church has allowed the use of condoms only this 

year (2010) while HIV/AIDS has been spreading for the last 30 years.  

 

The advocacy of condom use has created its own bedroom politics.  Dawit points out 

that many educational programmes that target women give them information about 

AIDS, supply them with a few condoms, and send them on their way; they do not 

address the essence of the problem.  Simply distributing condoms whether to 

women or men is a dead-end approach that ignores the dynamics within a given 

relationship (1993: 164).  Women have been asked to negotiate sexual relations and 

that this negotiation will ameliorate a large part of the problem of transmission of HIV 

and many other diseases.  Unfortunately, the concept of negotiation assumes 

dialogue and barter, exchange and compromise and discourse.  Negotiation of safer 

sexual relations presupposes equality between parties, be it social or economic; it 

presupposes the ability to negotiate in the first place (Dawit 1993: 164).  Women are 

disadvantaged because they require male co-operation and this places women in 

danger of exposure to risky sex (Amaro 1995: 437). 
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will need tools to breach the culture of silence that surrounds issues of sexuality, and 

they will need the power to resist abusive and exploitative sex (UNAIDS 2004b: 13).  
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persuasion and change but the new models of communication call for participatory 

approaches where the receivers are participants in the communication intervention 

efforts (Melkote 2001: 242).  

 

Muturi points out that in rural areas, effective communication is more than just 

disseminating health messages using the mass media or asking people to follow 

medical regimes.  It goes further and deals with issues and interventions that involve 

participation and empowerment of proper decision making (2005: 78).   The 

participatory communication approach calls for more involvement of the intended 

audience. This is particularly pertinent for women-centred strategies.  Muturi 

observes from her research on HIV/AIDS in Kenya that client or audience centred 

communication strategies, especially when targeting rural populations; determine the 

kind of research methodology to be used to gather information and special attention 

should be directed towards women (2005: 78).  The lack of participation in decision 

making in sexual and reproductive health matters that is observed in African women 

due to socio-cultural and economic factors has given rise to several reproductive 

health challenges such as unwanted pregnancies, STDs, HIV ,sexual and domestic 

violence (2005: 79).   

 

Participatory communication calls for the integration of multimedia with interpersonal 

communication and it involves the target audience.  This is especially relevant to the 

Samburu women because if the mass media alone was used they would hardly get 

any messages because a large number of them are illiterate while other sources of 

information such as the radio are male dominated. 

 

3. 4  STRATEGIC COMMUNICATION 

 

The strategic communication approach in heath communication is the new thinking 

that aims at replacing the one-way doctor-patient approach.  This approach has 

been used extensively to design, implement and evaluate family-planning 

programmes.  This approach advocates the involvement of policy makers, clients, 

public, and healthcare providers in any health communication interventions.  This 

approach also recognises the fact that to explain behaviour change one needs to 
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strategies can be quite detailed, defining population subgroups by a mix of 

demographic, behavioural, psychological, geographic, and risk-factor characteristics 

(91, 96,106).  Culture can also be an important audience-segmentation variable.   

 

Strategic communication also recommends that a suitable theory should be identified 

and incorporated into the communication intervention for a target audience (McKee 

et al 2004: 31; Piotrow & Kincaid 2001: 251). 

 

 Strategic positioning should be used to determine the best approach to motivate an 

audience to change or adopt a specific behaviour.  Piotrow and Kincaid (2001) in 

(McKee et al 2004: 36) maintain that strategic positioning establishes in the minds of 

the audience an image of the desired behaviour that helps them remember it, learn 

about it, and advocate it.  Positioning creates a memorable cue for the audience as 

to why they should adopt a given behaviour.  It shapes the development of 

messages and the selection of channels.  In addition, it ensures that messages are 

consistent and that each communication effort reinforces other activities for a 

cumulative effect (2004: 36). 

 

Strategic communication advocates the adoption of the entertainment-education 

approach.  This is based on the fact that audiences  usually turn to what is 

entertaining as opposed to other forms of information dissemination (McKee et al 

2004: 37; Piotrow & Kincaid 2001: 253). 

 

Communication programmes should be carefully designed implemented and 

maintain high quality standards.  Communication material should be also be 

pretested for appeal, understanding and cultural acceptability.   They should also be 

developed using participatory techniques and be community owned programmes 

(McKee et al 2004: 37).  Community-based events offer greater opportunities for 

participation and interaction.  It has been established that people learn more when 

they actively participate as opposed to getting information passively.  Programmes 

no longer operate on a one-way communication system but now use two-way or 

multidirectional communication (McKee et al 2004: 40).  
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The use of multiple mutually reinforcing channels is also recommended where 

various communication channels are usually adopted and are required to send 

mutually reinforcing messages.  This could be the use of mass media, community 

mobilisation and interpersonal communication and counselling (McKee et al 2004: 

38; Kreuter & McClure 2004:  4 41).  Client-centred programmes should be designed 

to cater for the interests of clients and not those who are designing the programmes 

or the sponsors of those programmes.  The communication strategies designed 

should be based on research and pretested to have increased client participation in 

allowing the clients to choose their own methods, or treatment or even set priorities 

for health services (Piotrow & Kincaid 2001:  252; Kreuter & McClure 2004:  441).  

 

The communication interventions should speak directly to the needs and interests of 

the audience and the gravity of the need to heed to the messages should be 

established as being beneficial (McKee et al 2004: 38; Piotrow & Kincaid 2001: 252). 

Strategic communication should also link people to the services they promote and 

evaluated in terms of their effectiveness in achieving a given impact.  (For example, 

there is a point in advocating the use of condoms without making them available to 

those who may want to use them.  Strategic communication has been used 

intensively in international family planning and is recommended as a viable option in 

designing, implementing HIV/AIDS intervention programmes.   

 

3. 5  HIV/AIDS MODELS AND HEALTH MODELS 

 

 This section discusses and highlights important aspects of behaviour-based theories 

that can be used with culturally based models used to design programmes and 

interventions that prevent HIV/AIDS and may be applicable in the study of the 

Samburu women. 

 

Although the behaviour-based theories spearhead the fight for HIV/AIDS, it is now 

being observed though that these theories were useful and relevant for certain 

communities specifically, the western world.  It has been observed that HIV 

interventions should go beyond just providing basic knowledge because basic 

knowledge does not change behaviour (Bandura 1994: 25). 
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assurance and enhances self-efficacy of the person being communicated to.  The 

model must be similar in age, sex, and status and in a similar type of situation.  

Modeling also advocates for role-playing and corrective feedback.  Modeling as a 

strategy has been used extensively in the media in many countries in television 

campaigns to provide knowledge about HIV/AIDS by Population Communication 

Services (PCS) to reach young adults and adolescents (Melkote & Steeves 2002: 

133).  The Tu me Chill (To Abstain) campaign in the Kenyan media has been 

encouraging abstinence and postponing sexual intercourse among young people.  

Prominent people in the music arena have been used as models worth emulating 

especially in promoting the use of condoms.  

 

Another important concept in SCT is behavioural capability; this means that if a 

person is to perform a particular behaviour he /she must know what the behaviour is 

and how to perform it (skill).  This concept distinguishes between learning and 

performance in that a task can be learnt and not performed and that performance 

presumes learning (Baranowski et al 2002: 171; Glanz & Rimer 1997: 24).  There 

have been cases where people have lacked knowledge of some disease and 

therefore not changed their behaviour.  But there are cases where people have 

knowledge of some disease but they do not want to change their behaviour.  

 

Acquiring knowledge alone about the modes of HIV transmission and effective self-

protective methods is not enough as a preventive measure because there are other 

major factors that do hinder behaviour change such as interpersonal relations, socio-

cultural, religious and economic factors (Bandura 1994: 44).  

 

 

 3. 5. 3. 1  Social cognitive theory and women 

 

Women face problems with this approach in that even if they are self-determined to 

protect themselves from HIV/AIDS infection they are not able to control and 

determine whether their partners will use protective condoms (Ulin 1992: 63).  Poor 

women and those of low status are mostly at risk because of their emotional and 

economic dependence, the influence of coercive threat and because of sub-cultural 
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Understanding the social influences that shape sexual relationships for 

example, among the Samburu women, is critical in developing and 

implementing tailored and more effective programmes (Umeh 1997: 121).  

 

 The social and gender-related constraints are rarely addressed in social 

psychological theories that guide the design and delivery of many risk- 

reduction interventions (Umeh 1997: 124).  They assume that all individuals 

make decisions of their own free will, but whether or not a woman is 

protected from HIV is determined by her male partner and that each 

individual makes their own preventive health decisions rationally (Singhal & 

Rogers 2003: 212).  

 

 Psychological models like the Health Belief Model, Theory of Reasoned 

Action and Social Cognitive Action have been used but they fail to consider 

the social contextual issues of gender, class and ethnicity (Michal-Johnson 

& Bowen 1992: 159; Wingood & DiClemente 1997: 124; Mckee et al 2004: 

41).  

 

 Reliance on models whose assumption is based on individualistic, rational 

choices determining behaviour.  They assume for example that all 

individuals are capable of controlling their context.  Studies have indicated 

that many women do not have such rights over themselves (Wingood & 

DiClemente 1997: 124).  

 

 These models fail to acknowledge socio-economic factors as influencing 

safer sex practices particularly for women.  The issue of economic factors 

must be given greater consideration (Wingood & DiClemente1997: 125; 

Irwin et al 2003: 21).  It has been observed that women continue to suffer 

because they receive low education therefore making them dependent on 

their male partners and also the fact that they receive poor health attention.  

 

 The other limitation of these models is the failure to acknowledge gender 

as an independent variable influencing safer sex practices.  Wingood & 
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sensitive to these differences.  A case in point is a study that was done 

among the Luo of Kenya on AIDS and it was found out that people 

responded to the AIDS pandemic in their own ways and attempts to have 

them use condoms were not successful (Singhal & Rogers 2003: 220).  

Condom use in this community has had to be popularised to make it more 

attractive and acceptable as a preventive method and it is only young men 

who have complied to its use (Blair, Ojakaa, Ochola, & Gogi 1997: 56).  

 

This then means that HIV/AIDS interventions and education should be delivered in a 

manner that respects cultural differences inherent in rural settings; that cultural 

beliefs of a community influence health attitudes, practices, and responses to the 

health delivery system (McDaniel 1997: 173-174).   More observations from fieldwork 

in Nyanza in Kenya indicate that in order to improve the effectiveness of HIV 

prevention programmes it is imperative that better targeted messages, ones that 

address the fears and beliefs of the population be developed and that reliance on 

standardised generic messages must be discontinued.  These messages should 

emphasise risk, responsibility and control factors and these messages must be 

conveyed by credible sources (Blair et al 1997: 56).  

 

 Airhihembuwa and other researchers point out that many health projects in 

Africa operate on the assumption that information can reach the population 

through the media (1995: 19).  But it has been noted that the media may bring 

about awareness but not behaviour change.  It has also been noted that once 

a programme prepares billboards, uses radio or television to convey 

messages that its mission has been accomplished.  A case in point is when 

one enters Maralal town, which is the main town in Samburu district; there is a 

very big billboard that talks about HIV/AIDS.  The message is very clear but 

who is it meant for? Maybe the school going children and those who are 

literate, but the Samburu district has been documented as one of the areas 

with very low literacy levels.  It has become quite clear that knowledge about 

a disease is not synonymous with behaviour change and therefore the media 

is not enough as a tool for behaviour change. 
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media) and settings (e.g. churches, schools) are most appropriate for delivery of 

messages and programmes (Resnicow et al 1999: 11; Institute of Medicine 2002:  

242).  

 

Surface structure therefore refers to the extent to which interventions meet the target 

population where they are at, how well they fit within their culture and experience.  It 

is also achieved through expert and community review as well as with involvement of 

the target population in the intervention development process (Resnicow et al 1999: 

12).   

 

The deep structure dimension is not as easily achievable as the surface structure.  

Deep structure reflects how cultural, social, psychological, environmental, 

governmental and historical factors influence health behaviours (Resnicow et al 

1999: 12).  It also tries to understand how members of the target group perceive the 

cause, course and treatment of illness as well as how they perceive the determinants 

of a specific health behaviour (Resnicow et al 2002: 494; Institute of Medicine 2002: 

242).  Surface structure is a prerequisite for feasibility whereas the deep structure 

establishes the efficacy or impact of a programme (Resnicow et al 1999: 12).   

 

Bayer also looks at cultural sensitivity in three different ways; the semantic, 

instrumental and the principled aspects.  The semantic aspect underscores the 

importance of conveying AIDS preventive messages in a form that makes the 

content understandable, which uses the linguistic and stylistic characteristic through 

which the message is addressed (Bayer 1994: 896).  Failure to understand the 

complex ways in which language and culture filter prevention messages is a recipe 

for failure in HIV/AIDS prevention.  The HIV messages should be packaged in a way 

that is appropriate for diverse target audiences (Bayer 1994: 896; Airhihenbuwa 

1999: 267-8).  Soola acknowledges the fact that the language component is 

important and that one need not describe HIV in the scientific jargon otherwise the 

message will not be received (1991: 37).  

 

The second conception of cultural sensitivity is the instrumental aspect.  This 

concept underscores the importance of understanding the cultural context of sexual 
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It can be argued, however, that behaviour based theories should not be discarded 

completely because they contain elements that can be applied to cultural models 

such as the use of opinion leaders, networking, the role of peers and many other 

elements that may be relevant in the fight against HIV/AIDS.      

 

This chapter recognises the fact that there is a paradigm shift in the way HIV/AIDS 

interventions are designed and implemented.  Factors such as gender relations, 

socio-economic status, political will, religion and culture determine the success or 

failure of HIV/AIDS interventions.  These are the very factors that most of the 

behaviour change theories and models ignored or treated as peripheral aspects 

(Amaro 1995: 439).   

 

 This study advocates culturally-based models that have relevant components in the 

study of the Samburu women such as the PEN-3 Model and the UNAIDS Framework 

of Communication.  The PEN-3 Model advocates cultural sensitivity and  community 

participation and the UNAIDS Framework of Communication advocates interventions 

that are based on the context within which HIV/AIDS occurs and spreads, 

interpersonal communication, the role of gender,  the use of oral communication and 

language elasticity.  The UNAIDS Framework, as the conceptual framework of this 

study, is set out in the next chapter.   
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The framework as shown in Figure 4.1 identifies five domains that are considered in 

the study of any community.  These domains are (1) the role of the government in 

terms of policy and law (2) Cultural factors whether positive, unique or negative that 

may promote or hinder prevention and care practices.  (3) Spiritual factors that may 

hinder or promote the translation of prevention messages into positive health actions 

(4) Gender relations  that define the status of women in relation to men in society 

and the community and the influence on sexual negotiation and decision making.  (5) 

Socio- economic status, collective and individual income that may allow or prevent 

adequate intervention (UNAIDS 1999c: 29-30).  These domains are interrelated 

Figure 4.1 : House - to - Home Metaphor (UNAIDS 1999c: 86)  
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although each has a different impact on preventive health behaviours (UNAIDS 

1999c: 30).  The framework focuses on the context, although the individual as such 

is not rejected but is viewed rather as a product of the context.  For interventions to 

be meaningful, therefore, they should consider several of these domains.  The 

framework could also draw important and relevant elements from other theories and 

models (UNAIDS 1999c: 30).  The domains mentioned above are discussed below.   

 

4. 2. 1. 1 Government policy and laws 

 

Government policy and the laws of a nation play a critical role in programmes aimed 

at the controlling of HIV/AIDS (Kippax & Race 2003: 8).  Governments can either 

promote or hinder efforts to reach the goals of HIV/AIDS prevention, care and 

support.  Some countries like Senegal have successfully curbed the spread of 

HIV/AIDS because they acknowledged the existence of HIV among its people from 

the time the disease first broke out (Diop 2000: 113).  Another country that has also 

been successful in the control of HIV is Uganda.  The HIV mortality levels had risen 

so fast that the country had to do something as a matter of urgency (Diop 2000: 

116).  There have been cases where government interventions have been prepared   

according to the rules of the funding organisations and thereby ignoring the social 

and political fabric of the said community, and finally rendering the interventions 

irrelevant to those they have been designed for (Airhihenbuwa, Makinwa & Obregon 

1998:  326; Guttman1997:  96).  

  

In Kenya the AIDS pandemic was fuelled by several factors.  Lack of political will to 

develop interventions  to stop the spread AIDS was a major social problem in the 

80s and 90s; considerable opposition to supplying information to Kenyan 

adolescents by policy makers in the fear that if information on sexuality and condom 

use would encourage premarital sexual activity; religious groups also totally ignored 

AIDS or accused those with AIDS of immoral and deviant behaviour (Black, 1997 in 

Agha 2003: 750; AIDS Analysis Africa 1997: 2); the Kenyan Parliament shelved 

discussions to introduce sex education to schools after demonstrations against sex 

education by anti-abortion groups and the Catholic Church in Nairobi (Kigotho, 1997:  

1152).  
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4. 3  EFFECTIVE COMMUNICATION INTERVENTIONS 
 

The communications framework advocates for the identification of target audiences 

and addressing their specific needs.  Targeting each segment of the community with 

appropriate messages is critical for reaching a population with diverse modes of 

knowledge production and acquisition.  In the case of this study women have been 

identified as a segment that will be researched on.  In addition, it is important to note 

that cultures vary in their reliance on new knowledge as a motive for behavioural 

change.  The strength of associations between and among knowledge, attitudes, and 

practices, also differs from one culture to another.  Understanding these cultural 

variations is essential for communication interventions. The traditional assumption 

that knowledge automatically leads to behaviour change, is no longer acceptable 

UNAIDS 1999c:  71-72).  

 

The communications framework advocates interventions that are based on the 

context in which HIV/AIDS occurs, spreads, and assails communities, countries, and 

regions.  It also recognises the importance of interpersonal communication and the 

informational power of the mass media, which should be guided by cultural and 

gender sensitivity in their application.  The use of oral communication and language 

elasticity is advocated.  Language elasticity entails using cultural expressions such 

as adages, allegories or metaphors that are relevant and suitable for each target 

group.  The uniqueness of each target group is recognised and addressed (UNAIDS 

1999c: 69-70, 82).  

 

Community-based interventions should be designed and the role of opinion leaders 

is also advocated.  The community should be involved in the planning, design and 

the whole process of developing interventions otherwise interventions can be 

rejected on the basis that they are not owned by the community (UNAIDS 1999c: 

84).  McKee, Bertrand and Becker-Benton summarise the principle of the UNAIDS 

communication framework thus: 

 

 Sustainability of social change is more likely if the individuals and 

communities most affected own the process and content of 

communication.  
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 Communication for social change should empower, be horizontal (versus 

top-down), give a voice to the previously unheard members of the 

community, and be biased towards local content and ownership.  

 Communities should be agents of their own change.  

 Emphasis should shift from persuasion and the transmission of information 

from outside technical experts to dialogue, debate, and negotiation on 

issues that resonate with members of the community.  

 Emphasis on outcomes should be beyond individual behaviour to social 

norms, policies, culture, and the supporting environment (2004:  43).  

 

4. 4  SUMMARY 

 

The UNAIDS framework which has been adapted for this study of Samburu women 

in Kenya outlines the major domains that need to be considered in developing 

communication interventions, which are culture, spirituality, gender relations and 

socio-economic status.   Different communities are guided by different values, beliefs 

and attitudes that are part of their socialisation.  Communication interventions that 

are planned, designed and implemented should be targeted at different subgroups of 

a given community because each group is unique in its own way and has different 

communication needs.  Communication interventions should be community owned.   
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CHAPTER  5 

 

 

RESEARCH METHODOLOGY 

 

5. 1                INTRODUCTION 

 

 

This chapter consists of a methodological research design which applies to this 

study.  The chapter discusses qualitative research and then goes on to describe the 

two research designs, namely qualitative field research and qualitative survey 

research, which have been employed for this study.  The two qualitative data 

collection methods employed in this study, namely the focus group discussion and 

the in-depth interview as a form of triangulation are then outlined.  The chapter goes 

on to describe how the study was carried out, giving the rationale for the way the 

target audience was identified, sampled, and how the interviews were conducted in 

terms of number and location.  The chapter also outlines the advantages and 

limitations of the two data collection methods, the development of the questioning 

route, an interview guide and the pretesting of the two data collection methods.   The 

chapter concludes with a description of the procedures that were followed during 

data collection and how data was analysed.   

 

5. 2  RESEARCH DESIGN 

 

This research lent itself to a qualitative study, which was exploratory in nature.  This 

part of the chapter will therefore highlight some of the salient characteristics of the 

qualitative paradigm relevant to this study.  The research sought to study the 
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The researcher conducted eleven in-depth interviews with the professionals selected 

by means of the snowball sampling strategy.   

 

5. 3. 4  Development of the interview guide 

 

The interview guide (Appendix vi) was prepared according to the objectives of the 

study and served the purpose of triangulation to confirm and corroborate the views of 

the Samburu women who had been interviewed earlier.  In addition, the interview 

guide also discusses the communication barriers, cultural barriers and educational 

challenges that the professionals experienced while undertaking the HIV/AIDS 

prevention and awareness programmes.  

 

The researcher herself conducted the interviews.  Respondents were interviewed in 

one-on-one meetings held by appointment in offices at the respective organisations.  

Each session took between two and two-and-a-half hours.   

 

5. 3. 4. 1 Pre-testing of the interview guide 

 

 Three pilot interviews were carried out with NGO workers involved with HIV/AIDS 

programmes in Nyahururu town and changes with regard to clarity of the questions 

were done.  The researcher was also able to assess whether the questions asked 

were commensurate with the objectives of the study.  

 

 The researcher first asked the respondents for their consent to be interviewed on 

behalf of their organisations and the majority of them consented.  The researcher 

interviewed the respondents in English since all the respondents were fluent in 

English.  The first part of the interview guide contained a brief introduction to the 

study.  This was followed by biographical questions to start off the interview (Miller & 

Crabtree 2004: 191).  This was then followed by open-ended questions that 

introduced the research themes.  The open-ended questions forced the respondents 

to think through their own responses without being led to answer questions in a 
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alienation of the Samburu women because they have identified HIV/AIDS with 

modern educated people, young people or people from other communities.    

 

6. 2 PROFILE OF FOCUS GROUP MEMBERS 

 

Ten focus groups were conducted with an average of eight women per group.  A 

total of 85 women were involved in the focus group discussions.  Of the 85 women 

involved in the focus group discussions, 72 had not received any formal schooling 

and none had attended secondary school.  The majority of the women interviewed 

were married and although on the bio-data form there was a slot for widows, none 

indicated that they were widowed.  The estimated ages of the women were evenly 

distributed between 14 and over 55 years.  The groups consisted of women of 

different age groups and the younger women gave the older women a chance to 

contribute to the focus group discussions first and they had to be requested to 

participate as is culturally expected.  The interviews took place in two divisions of the 

Samburu District, which is Kirisia and Lorroki.  All the women lived in the manyattas.   

 

The biographical information of the women who participated in the focus group 

discussion is summarised in the tables below.  

 

Marital status  

Table 6. 1: Marital status of women in the FGDs 

Marital status                                                                          Number 

Married                                    78 

Widowed                                     0 

Single                                     7 

Total                                   85 

 

  

Because most births take place at home and are not recorded (mainly due to 

illiteracy), the note taker tried to estimate the age of the women.  It is easier to 

estimate the ages of the younger women and older women but more difficult to 

estimate the ages of the middle-aged women who made up the majority of the 
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Table  6. 3: Years of schooling of women in the FGDs.  

Education  

Level of schooling Number 

None 72 

Lower primary (Std 1- 4) 8 

Upper primary (Std 5- 8) 4 

Secondary (F1- 4) 0 

Above  secondary (college/university) 0 

Adult education 1 

Total 85 

 

6. 3                PROFILE OF IN-DEPTH INTERVIEWEES 

 

Eleven in-depth interviews were conducted with members of NGOs (Non-

governmental organisations, FBOs (Faith-based organisations) and Government of 

Kenya (GOK) workers who are involved in HIV/AIDS programmes in the Samburu 

District.  All the members who were interviewed had received tertiary education.  

Four of the eleven interviewees were not members of the Samburu community.  Out 

of the eleven interviewees only three were female.  Most of the organisations did not 

have a specific programme for women but they did cover the whole community, and 

the organisations that were health providers did interact with women more because 

of the antenatal clinics and other health issues.  

 

A profile of the in-depth interviewees is shown below: 

Table  6.  4: Age groups of in-depth interviewees  

Age group Number 

20-30 years 3 

31-41 years 5 

42-52 years 1 

53-65 years 2 

Total 11 
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various organisations that serve the interests of the donors or the government 

agencies.  HIV/AIDS is seen as a cross cutting issue that is not only confined to 

health agencies but is also taken up by other agencies.  Most of the organisations 

have their main domains of interest but have also included HIV/AID programmes.  

World Vision, for example, is a faith-based organisation that has agricultural projects 

in the Samburu District but also has a HIV/AIDS programme.  

  

Table 6. 6: Designation of in-depth interviewees and years of experience on the 

job 

Designation Years of experience 

District AIDS/STI Co-ordinator 10 

Constituency AIDS Council 10 

District Field Facilitator 1 

Programme Manager 30 

Nursing Officer 2 

Field Programme Co-ordinator 4 

Church Minister 15 

Health Co-ordinator 8 

Health, HIV/AIDS Co-ordinator 3 

Programme Co-ordinator  6 

HIV Project, Arid Lands Resource 

Management 

8 

 

The study juxtaposes the perceptions and views of the Samburu women about AIDS 

with the views of the workers who have HIV/AIDs programmes in the Samburu 

District.  Both the in-depth interviews and the focus groups dealt with identical 

themes and the use of the two data collection tools is a form of triangulation.  When 

conducting the FDGs, the term biita was used by the Samburu women to refer to 

AIDS.   

 

The FGD sessions and in-depth interviews dealt with the following themes:  

 The knowledge level of Samburu women regarding AIDS 

 Cultural aspects that make women vulnerable to AIDS 
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range from beliefs that outsiders had infiltrated their community and brought AIDS, to 

beliefs that AIDS was brought by monkeys.  Those who have had relations with 

outsiders were also blamed for bringing the disease to the community.  The women 

also felt that while they knew how to treat other sexually transmitted diseases but 

AIDS did not have a cure.   

 

Interviews with NGO and government workers confirmed that while Samburu women 

were aware that there was a disease known as AIDS, their knowledge level was very 

low and many misconceptions existed.  This was ascribed to various factors such as 

illiteracy and culture:  

 

In Samburu, due to their culture, they are generally a closed 
community, that before you reach them, you have to go through the 
cultural gatekeepers and so they do not know much about HIV/AIDS 
due to the closed nature of the community (NGO worker, age 20-30, 
male, Maralal).   
 

It was also observed that where one lived also determined whether one had access 

to information or not: 

 

It depends on places people who live near towns and generally those 
who live in settled areas have more access to information than 
communities living in dry areas and they are very mobile, so among 
communities that have more access to information, the level is a bit 
high (NGO worker, age   42-52, male, Maralal).  
 

It was also noted that in some areas people were aware of HIV/AIDS, but were doing 

very little to prevent it: 

 

I could say some areas have information but they are not putting into 
practice what they know but in the interior women really need to be 
empowered to know what their rights are and their rights concerning 
sexuality (FBO, age  31-41, female, Maralal).  
 

A male researcher who works for a FBO who wanted to find out more about the 

views of women regarding AIDS tells of his experience: 

 





























  

 

172 

 

 
Interviewer: He will take his infection to his new bride? 
 
Yes! (GOK worker, age 31-41, male, Maralal).  

 

The Samburu woman is at risk of HIV infection because she lacks the power to make 

an independent decision regarding her own sexuality and her own life.   The Samburu 

woman has a subordinate status in the community.  It is evident from the information 

above that societal factors such as inequality and discrimination of the Samburu woman 

expose her to risk and vulnerability to HIV/AIDS.   

 

 If you tell the women that there is a hyena that eats goats at night, they will 
struggle and not sleep well because the hyena will come and eat the goats but if 
you tell them there is a disease that is killing people, as long as that person is 
not sick, that illness is not an issue to this person because there are many issues 
that people deal with especially drought, frequent droughts, lack of food and 
water, lack of pasture for the dying animals and the so called cattle rustling  
(FBO worker, age 53-65, Maralal).   

 

HIV/AIDS is not seen as an immediate danger or serious threat because the 

repercussions are not immediate and they are more concerned with more immediate 

issues such as food and water for the families.  

 

6. 4. 8  The ABC approach 

 

The ABC approach (discussed in detail in Chapter three) is promoted by the 

government of Kenya.   The researcher argues that this approach is inappropriate for 

this community for a number of reasons.  Firstly, most of the people are polygamous 

and the community accepts this.  Secondly, there are a number of challenges to the 

issue of abstinence.  For example, school children are encouraged to abstain but the 

challenge was expressed by an in-depth interviewee as follows: 

 

 The people you are calling school children are mature people, they are 
young adults, they are young adults of 15, 17,18,19,20 and they are in 
primary school.  So, they have already undergone initiation and they 
are sexually active and you cannot tell them to stop because they are 
in school.  Abstinence is not viable because these children have been 
brought up in a sexual mode.  They go to night dancing and the 
morans are there to train them.  Girls that are between 10-12 years are 
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their blood will be detected by the doctor). And they assume a clean bill 
of health (NGO worker, age 31-41, female, Maralal).  
 

 

It is clear from the above sentiments that VCT as a concept is not well understood 

and is not accepted because of the fear, stigma and discrimination that it creates for 

the community.  Women may be reluctant to be tested because of the stigma, blame, 

difficulties they would face such as partner rejection, violence and psychological 

stress as a result of the diagnosis (Esu-Williams 2000: 123).  It was evident from the 

study that the typical Samburu woman had a subordinate position compared to the 

man; the fact that she could be HIV positive would further socially marginalise her.  

 

The concept of testing was not clear to the women as pointed out by a health worker 

because they perceive that going for testing means going for a comprehensive 

medical check up,  yet the VCT centres only test for HIV.  To de-stigmatize the 

concept of VCT, integrative testing is preferable where those who are tested are not 

segregated from other patients, so that they are not identified and consequently 

alienated from the rest of the community.  The health officials reported that in 

Samburu District as a whole, that the VCT concept had several shortcomings like 

lack of enough trained counsellors, limited number of VCT sites and acceptability of 

the VCT concept itself as well as the poor road network (Samburu Report 2008: 8).  

 

6. 4. 10   Knowledge level of Samburu women regarding Anti-RetroviralTherapy 

(ART), care and management of HIV/AIDS 

 

The researcher also sought information from the NGO and government workers 

about what Samburu women knew about Anti-Retroviral Therapy (ART).  They 

observed that the levels of knowledge were very low especially in the interior parts of 

Samburu District where information seldom reached.  The taking of ARVs is also 

shrouded with a lot of misconceptions.  The women as well as the men did not 

believe that one could take medicine for the rest of their lives.  Medicine was only to 

be taken when one was unwell, if one felt well there was no need for taking any 

medication.  This made the adherence to ARVS problematic because one would only 
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The diagram above shows how the spread of HIV/AIDS can be activated and 

sustained by the sindani network and how a whole society can be in danger of being 

infected with HIV/AIDS.  As much as the women insist that they must have a sindani, 

the way in which they describe the sindani shows that this is a risky relationship.  

When they were asked whether the women can use preventive methods with the 

sindani and whether they discuss HIV/AIDS with the sindani, they had the following 

comments:  

 

They also help spread the disease.  They are the worst.  They move 
with even nine people at once then go ahead and lie to each one of 
them (FGD, middle-aged, woman, Lekuru).  
 

 

The older women accuse the younger women who have the secret lovers of risking 

the entire family.  

 

Ask the young women because for us we have grown old and so we do 
not have lovers (FGD, elderly woman, Lemisigiyo).  
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Figure 6. 1: Sexual network 
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The sindani scenario is not just confined to the people in the manyatta only, it 

traverses the whole community.  

 

The educated ones have more sindanis than others, l remember one of 
the key persons, a high school teacher and her husband was a senior 
person in the government.  sindanism is a tradition and you both 
belong to the same community whether you went to school or not, you 
belong to this community and this woman is permitted by the 
community (NGO worker, age 31-41, female, Maralal).  

 

Sindanism is so accepted that: 

 

Na hata ukienda kustaki that your husband ako na sindani 
utachekelewa na kuchapwa kwa sababu ni lazima.  Na hata mzee 
akicomplain atachekelewa kwa sababu ni lazima.  (Even if you accuse 
your husband to the elders about him having a secret lover, they will 
laugh at you and give you a beating.  If on the other hand the husband 
complains, he is laughed at because this is a must) (NGO worker, Age 
53-65 female, Maralal).    

 

The sindani phenomenon in the Samburu community is one of the most difficult 

customs to contend with, especially with regard to the fight against HIV/AIDS.  The 

women see the sindani phenomenon as the only freedom they enjoy since they have 

no right to choose their spouses or to decide on anything regarding their lives.  This 

is the only opportunity they have a right to choose and they will fight tooth and nail to 

retain this right no matter how risky.   The sentiment expressed by the young women 

in the focus group discussions was that they would rather die or be infected by 

HIV/AIDS than to do away with the sindani.  

 

It will not be easy to influence the Samburu community to stop practicing their deep 

rooted cultural practices that were functional when there was no threat of such 

diseases such as HIV but a community based intervention must be developed.  

 

 

 

 

 

 






















































































































































































































































































