JENNIFER KRISTINE WALLACE
Cultural Conceptualizations of HIV and AIDS Among Female Mexican Immigrants
(Under the Direction of ELOIS ANN BERLIN)

Thisthesis explores the cultural conceptualizations of HIV and AIDS among
women who are immigrants from Mexico and currently living in Athens-Clarke County,
Georgia. Thirty-four women who are immigrants from Mexico were interviewed in
several communities in Athens-Clarke County. Interviews included questions about
conceptualizations of HIV/AIDS and beliefs about gender roles and infidelity. Cultural
conceptualizations about HIV/AIDS and gender were analyzed using content analysis and
cultural models. Analysis of free-list elicitation and multiple response questions included
counting frequencies of items. Findings suggest that study participants have a basic
understanding of currently presented public health messages about HIV and AIDS, but
that they also have divergent beliefs about HIV/AIDS. Furthermore, findings suggest that
beliefs about gender roles may possibly pose barriersto prevention.
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CHAPTER 1
INTRODUCTION

On June 1, 1981, the Centers for Disease Control (CDC) published findings
regarding some of the first cases of an illness that soon became known as AIDS
(Acquired Immunodeficiency Syndrome). This year, on June 1, 2001, the CDC
published areport documenting trends in HIV (Human Immunodeficiency Virus) and
AIDS over the past twenty-years (MMWR). Trends published in this document include
declinesin AIDS incidence and in deaths and increases in the number of people living
with AIDS. Asthe number of people living with HIV and AIDS increases, risk behaviors
carry an increased risk for HIV infection. The CDC reportsthat AIDS still affects mostly
men who have sex with men and racial and ethnic minorities. Still, while the number of
white, non-Hispanic males with AIDS has decreased in the 1990s, the number of
minority females with AIDS has increased. Additionally, while some regions of the
country have seen a decrease in the number of people with AIDS, the South has
experienced the sharpest increase in people with AIDS.

HIV and AIDS disproportionately affect both Hispanics and women living in the
United States. Complex reasons exist for the unequal effect of HIV and AIDS on these
populations, including unequal accessto health care, social roles, cultura beliefs, heath
patterns, and lower socioeconomic status and lower education levels compared to non-
Hispanic whites and males.

Thisthesislooks at the cultural context of HIV and AIDS among adult female
immigrants from Mexico currently living in Athens-Clarke County, Georgia.
Specifically, in researching this topic | have sought to answer gquestions about waysin
which adult female Mexican immigrants in Athens-Clarke County conceptualize HIV and

AIDS and how they conceptualize certain gender characteristics of men and women that



may passbly influence behavior related to HIV risk. In the thesis | document and analyze
opinions, perceptions, and knowledge @ou AIDS definitions and charaderistics and
abou male and female behavior and attributes that were shared with me by agroup d
thirty-four Mexican immigrant women in several communiti es.

Recantly, the Northeast Hedth District in Athens-Clarke County began
spedficdly targeting HIV prevention eff orts in mostly Spanish-spesking communitiesin
the courty. One of the first mgor puldic hedth initiatives to dscussthisissue within
these aommuniti es occurred onthe heels of my reseach for thisthesis. Thus, this hedth
district isin the beginning stages of major outreach eff orts to the Hispanic community. |
hope that this thesis will serve & one of the stepsin understanding the complexity of
commonly held beliefs and knavledge @ou HIV/AIDS in Athens-Clarke Cournty’s
Spani sh-spe&king immigrant community.

Thesis Overview

Thisthesis consists of seven chapters. Chapter 1 isthisintroduction. The second
chapter presents backgroundinformation and areview of relevant literature that will
establi sh the mntext within which the present projed takes place Spedfically, topics
covered in Chapter 2 include demographics of Hispanic immigrants, general hedth
characteristics of Hispanic immigrants, Hispanic women and HIV/AIDS, gender and
HIV/AIDS, risk fadors aff eding Mexican immigrants, cultural conceptuali zations of
HIV/AIDS among Hispanics, and sources of knowledge @ou HIV/AIDS.

Chapter 3 presents the theoreticd framework of this projed and the research
methods that | used to gather information and analyze data. The basic theoreticd
framework of the research is disease e®logy andis supdemented by theory and methods
of cultural models. The chapter also includes a discusson d the locaion d the research
site, adescription d the human subjeds approval needed to conduct the reseach, anda
discusson d my sampling method,interview procedures, the interview instrument and

data analysis.



Chapter 4 presents general charaderistics of the group d women who participated
in this projed. Spedfic information includes age, timein United States and in Athens,
education, marital status, English language abili ty, employment status, primary income,
whether participants have hedth insurance health care providers visited in Athens-Clarke
County, and percentages of women who recaved HIV/AIDS information from their
hedth care providers.

Chapters 5 and 6 pesent the results of my analysis. Chapter 5 explores
responcents’ knowledge and beliefs abou AIDS. The dhapter presents respondents
concern abou AIDS, sources of knowledge, cultural models of AIDS and data from free-
li st elicitation and from multi ple resporse questions. Topics include definitions of HIV
and AIDS, transmisson, risks, prevention, condom use, symptoms, and severity. Chapter
6 presents respordents’ beliefs about gender roles and infidelity and includes discussons
of opinions abou ided versus adua qualiti es of men and women, infidelity, and
resporses to infidelity.

Chapter 7 concludes the thesis. In this chapter | discussthe major findings of my
research. Additionally, | present ideas abou how these findings might contribute to future
prevention efforts and ideas abou passble future research onthetopic of HIV and AIDS

in the Mexican immigrant community.



CHAPTER 2
BACKGROUND AND REVIEW OF LITERATURE

There are currently more Spanish-speaking people in the United States than live
in many Hispanic countries. In 1999, ailmost thirty-two million Hispanics lived in the
U.S., and two-thirds of these were of Mexican descent. The Hispanic population faces
higher rates of unemployment and poverty and lower levels of education than their non-
Hispanic White counterparts. Additionally, they have higher rates of certain diseases
than Whites.

This chapter addresses some of the complex issues concerning the effects of HIV
and AIDS on the Hispanic population in the U.S. and, within this group, female
immigrants from Mexico specifically. Topics include demographics of Hispanic
immigrants, general health characteristics of Hispanic immigrants, Hispanic women and
HIV/AIDS, gender and HIV/AIDS, risk factors affecting Mexican immigrants, cultural
conceptualizations of HIV/AIDS among Hispanics, and sources of knowledge about
HIV/AIDS. Thisinformation will establish a basic understanding of the issues related to
HIV/AIDS faced by Hispanic immigrants, especially those from Mexico, and will help to
place the results of my research in context.

This chapter isasurvey of the literature on HIV/AIDS in Hispanic communities
and includes literature from anthropology and other relevant sources, e.g., public health
and medical sources. Within these bodies of literature, | will focus on Hispanic
immigrants in the United States and specifically female immigrants from Mexico, but |
also will ook at various populations, both Hispanic and Non-Hispanic, living in the
United States and in other parts of the world, as the literature informs the topic of the

thesis.



Demographic Characteristics of Hispanic Immigrantsin the United States

Only Mexico, Argentina, Columbia and Peru have larger Spanish-speaking
popuations than the United States (Singer et a. 1990). According to the U. S. Census
Bureau, the estimated population d Hispanicsin the United States reached 31.7million
in March 199" (Ramirez 2000. Almost two-thirds of this popuation were of Mexican
origin.

Acoording to this census, 27.8 percent of the Hispanic popuation twenty-five
yeas of age and dder had lessthan aninth grade educaion, 56.1 grcent had ahigh
schod diplomaor higher level of education,and 10.9 percent had graduated from
college®. Within the Hispanic popuation, people of Mexican arigin had the lowest
propartion with a high schod diplomaor more educaion (49.7 gercent) and the lowest
propationwith abadelor’s degreeor higher educaion (7.1 percent).

A larger percentage of Hispanics aged sixteen and dder than nonHispanic
Whites of the same age group were unemployed by the dvili an labor force (6.7 percent
versus 3.7 percent). The unemployment rate for both Hispanic men and women was
higher than for non-Hispanic Whites®,

Hispanic families were more likely than nan-Hispanic White familiesto be
headed by afemale househadder with nospouse present. Of all Hispanic househdds, 23.7
percent were maintained by female householders with nospouse®. Famili es maintained
by a single male householder also represented a higher percentage than in non-Hispanic
white families®. Furthermore, Hispanics were dso lesslikely to be married than the

comparison group®.

! This number, which does not include Puerto Rico, represents 11.7 percent of the entire population.

2 At the sametime 4.5 percent of non-Hispanic Whites had lessthan a 9" grade education, 87.7 percent had
ahigh schoal diplomaor higher level of educaion, and 27.7 percent had abadchelor’s degreeor higher level
of educdion.

% For men, 6.0 percent compared to 3.8 percent and for women 7.6 percent compared with 3.3 percent.

* Compared to 13percent of the mmparison group

® 8.2 percent compared with 4.8 percent

®33.9 percent compared with 24.4 percent had never married.



Another important finding is that Hispanics were threetimes more likely than
nonHispanic Whites to be living below poverty level”. Hispanics represented 23.4
percent of the popuation living in powerty while they represented 11.7percent of the
total popuation. Hispanics of Mexican arigin had the seand highest poverty rate anong
all Hispanic groups, with the poverty rate for this groupat 35.4 ercent. (Ramirez 200Q
for more detail ed socioeamnamic status and demographic information, see Bustamante &
al. 1998. AsSinger et a. (1990 note, Hispanicsin the U.S. have watched much of the
rest of the popuation “ participate in an econamic recvery that has fall ed to read them.”
The authorslink powerty and aher unequal condtions, such aslower levels of educaion
and substandard housing, to structural forces such asradsm.

The U. S. Census findings paint to the problem of unequal accessto resources and
other chall enges faced by many Hispanicsin this courtry. Additionally, when
considering information from the U. S. Census, ore must consider the posshili ty that the
data does nat adequately represent the entire popuation d Hispanicslivinginthe U.S.,
espedally undacumented immigrants who may be lesslikely to participate in government
surveys due to fear of deportation. These same people may potentially face even greater
chall enges.

Health Characteristics of Hispanic mmigrants
Several infectious diseases cause excessmorbidity in the Hispanic popuation.
Theseinclude AIDS, chlamydia, cysticercosis, gonococcus, hepatitis A, meningitis,
pneumonia, septicemia, syphili s, tuberculosis, and typhad fever (Guendelman 1998,
Sumaya 1991, Tomes 1997). Chronic ill nesses among low-income Hispanics include
diabetes, hypertension, cardiopuimonary problems, alergies, liver disease, and stroke
(Guendelman 19%B). This popuation also experiences high rates of alcohdism (Tomes

1997. Youth have high rates of teenage pregnancy and sexually transmitted dseases
(STDs), including HIV (Guendelman 1998.

7 25.6 percent compared with 8.2 percent



Paradoxicdly, overall Hispanics have lower than or comparable rates of mortality
dueto severa kinds of cance and heart disease cwmpared to nortHispanic Whites, even
though chronic ill nesses aff ecting low-income Hispanics include hypertension and
cardiopumonary problems (Guendelman 1998®. Compared to nonHispanic Whites,
more Hispanics die from homicide and accidents during adoescence and young adult
yeas.

Reasons cited for these poor hedth condtions include poverty and related
socioenvironmental problems, low education, karriersto hedth care services and hedth
insurance, and importation d infedious diseases from the wuntry of origin (Guendelman
1998,Sumaya 1991). Lower educationlevels and higher rates of poverty negatively
aff ect accessto headlth care, including problems such as lad of knowledge of the public
hedth care system and inabili ty to afford private hedthcare. Immigrant status may pose a
barrier to pubicly funded hedth care and resources. Hedth is negatively aff eded by
these substandard condtions, leading to higher rates of certain diseases and “higher
infant mortality rates, lower life expedancy and a higher prevalence of morbidity of all
kinds than most other subgroupsin this courntry” (Singer et a. 1990, p. 74 As Singer et
a. nae, “colledively these fadors constitute the social context of the AIDS epidemic
among Hispanics and contribute diredly to many of the spedal feaures of the diseasein
this popdation” (p. 74.

Guendelman (199B) relates ome hedth risks to acculturation. Using women as an
example, she explainsthat acailturation leals to hedth risks such as snoking, alcohd
consumption, illi cit drug use, and poa diet. Furthermore, she explains that Mexican
women begin to take these risks only five years after moving to the U. S. Her study
(Guendelman and English 1995 cited in Guendelman 199§ foundthat immigrants living

intheU. S. for five or more years were more likely to smoke, have unganned

8 Guendel man reports that comparably low rates of deaths from diseases such as heat disease and lung,
breast, prostrate, and coloredal cancer represent part of an epidemiologicd paradox for Hispanicsin the
U.S., considering their socioeconomic status.



pregnancies, have pregnancy complications, and deliver preterm and low birth weight
infants compared to immigrants residing in the U. S. for less than five years.
Acculturation has a so been positively correlated with increased HIV risk factors
(Sabogal and Catania 1996).
HIV/AIDS and Hispanic | mmigrants

Migration and HIV/AIDS

There are overarching conditions affecting the relationships between HIV
infection and migration. Haour-Knipe and Rector (1996) outline several ways that this
disease affects all migrants differently. As migrants move from one location to another,
they are affected by differences in disease patterns and prevention efforts. Furthermore,
migrants with alow level of awareness of disease patterns who are living in locations
with ahigh prevalence of HIV face increased risk of infection. Also, this population may
be have an increased risk of getting HIV due to lifestyle consequences associated with
lower socioeconomic status and insufficient access to health care and information.
Migrants may also be affected by legal or financial difficulties that may potentialy lead
to high-risk behavior, such as restrictions on migration of spouses. Finally, this
population can be affected by educational, linguistic and cultural difficulties that hinder
understanding of prevention and health care messages and increase chances for
misunderstandings with health care personnel in the host country. These conditions act in
addition to specific cultural factors that may contribute to the effects of HIV and AIDS
within specific cultural groups, including gender and other socia roles. Additionally,
migration has been acknowledged as an independent risk factor for HIV and other STD
transmission, due to the high incidence of STDsin migrant populations (Viadro and Earp
2000).

Immigrants from Mexico to the United States encounter each of these difficulties.
Mexico has lower rates of infection and less public health information than the United

States (Castro, et a. 1998, Bronfman and Moreno 1996, Guendelman 1998, Mishraet al.,



1996. Mexican immigrants are dso coming into a society that typicdly has more open
sexual customs than those in the courtry of origin (Bronfman and Moreno 1996.
Mexican immigrants are dso aff ected by unequal accessto hedth care and hedth
services, aswell as other social inequdliti es, such as lower levels of education, linguistic
barriers and cultura difficulties (Brown, et a. 198, Guendelman 199§. It iscommonly
known that often the first members of families to migrate ae men, wholater or never
bring spouses, children, and aher family members (Mishra & a. 1996. Finaly, as noted
in the previous sedion, several STDs are included in the groupof infedious diseases that
cause excessmorbidity among Hispanic immigrants.

Migrants and hast courtries are dso affeded by the wurtry of origin'sHIV and
AIDS rates andisaues. Though Mexico has fewer reported cases of AIDS than the United
States, it is currently fadng growing numbers of AIDS cases. The country has
experienced atwenty-threepercent increase in AIDS cases a year for the last seven years.
The head of aMexico City puldic AIDS clinic reported that 42, 672Mexicans have been
diagnosed with AIDS but that the adual number of cases may be significantly higher
(JAMA 2000. One aurrent issuerelating to HIV infedionin Mexico is faetiveness
abou the disease by infected persons and their famili es. Castro, Orozco, Aggleton, Eroza,
and Hernandez (1998 report that many families' readionsto HIV seropasitivity include
covering up the fad that afamily member has the disease and, for families whase
infeded member is homosexual, hiding the infected person’s homosexuality. Reasons
cited for secretivenessinclude fear of violence and lossof socia status.
Prevalence of HIV/AIDS among Hispanicsin the United States

Though the number of AIDS casesin the United States is currently dedining,
thereis an increase in the number of people living with HIV. Thus, risk behaviors for
contrading HIV carry an increased risk for infedionwith the disease (CDC 1998.
Furthermore, whil e the number of AIDS cases is dedining, the disease dispropartionately

affects certain groups. One group dspropationately affeded by AIDS isHispanicsliving
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in the U.S. According to the Centers for Disease Control and Prevention (CDC),
Hispanicsin the U.S. accourted for twenty percent of persons diagnased with AIDSin
1997, whil e in the same yea, they made up ony thirteen percent of the population (1999
see &so Harvard AIDS Review 1999. Twenty-threepercent of pediatric AIDS cases,
seventeen percent of adult male AIDS cases and twenty percent of adult female AIDS
cases were Hispanic in 1997.

Whil e people born in Mexico represent one of the lowest rates of reported AIDS
cases, Van Oss Marin and Gomez (1999 report that it islikely that there may be
underreporting of cases due to immigration pdicy that excludes HIV-infected individuals
from entry and residency in the United States (see &so Sumaya 1992). Under the same
padlicy, ill egal alienswho are infeded with HIV can be required to return to their courtry
of origin. The highest rates of reported AIDS cases among Hispanicsinthe U.S. are
among Puerto Ricans, who have status as U. S. citizens and have norestrictions ontravel
within the U. S. and to Puerto Rico (Van Oss Marin and Gémez 1999. Another author
has also suggested that CDC data misrepresent adual cases of AIDS dueto
underdiagnosis and uncerreporting of peoples who are medically underserved (in
Rhatigan, Connas, and Rodriguez 1996, and Mexican immigrants are one of the groups
that are medically underserved (see“Hedth Characteristics of Hispanic Immigrants”
sedion d this chapter).

Hispanic Immigrantsin Georgia and HIV/AIDS in Georgia

The Hispanic popuationis continually increasing in Georgia® (US Census 2000).
Acoording to research at the University of Georgia, this date has the fourth fastest
growing Hispanic popuationin the curtry (Willi ams 2000. The popuation more than
douled in the 199G, with the majority of the population migrating from Mexico (see

also Bixler 2000for current issues relating to this popuation). The reseachers cite

substandard howsing, lack of transportation, language barrier, and insufficient accessto

® There were 220,312 Hispanic residentsin 1998 a 17.57% increase from 1996
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hedth care and educdion as major problems facing this popuation. These fadors may
significantly affect this popuation’ s resporse to hedth problems suich asHIV and AIDS
andthe dfeds of these diseases onthis popuation. Substandard hotsing has been linked
to increased stress which hasin turn been linked to increased risk behavior for HIV
infedion (Mishra & al. 1996. Lad of transportation may lead to ladk of accessto hedth
cae faciliti es for education, testing, and treament. Language barriers may prevent this
popdationfrom leaning criticd pulic hedth messages and may also make this
popdation reluctant to seek care due to communication issues with hedth care personrel.

Georgiaranks number nine in the top ten states reporting the highest number of
AIDS cases among residents (CDC 2000. Additionally, between 1991and 1995,the
gredest increase in rates of AIDS by regionwasin the South (JAMA 1997). Asthe
Hispanic popuation gows and as this popuation acallturates, the high number of AIDS
casesinthis date and regionwill im pad Hispanic risk for HIV transmisgon (seesection
below onrisk factors).

Hispanic Women and HIV/AIDS

Incidence and Risk of HIV/AIDS Among Women in General

Theincidence of HIV and AIDS has risen in the female popuationin general*°.
In 1993,AIDS Alert reported that worldwide, women were infeded threetimes as often
as men (Loustaunau and Sobo 1997. HIV/AIDS was the third lealing cause of deah for
USwomen o reproductive agein 1996(CDC). In 1998most women reported with AIDS
were infeded with HIV during heterosexual sex. The seandmost common route of
exposure was by injedion dug use (CDC 1999. The CDC also reports that drug use puts
women at risk nat only by sharing needles but also by having sex with injection drug
users (IDUs). Worldwide, ninety percent of AIDS cases among women are caised by

heterosexual transmisson (1997).

1 From 1992to 1997 the proportion of people living with AIDS who were women rose from 13.8% to
19.1% (CDC 1999.
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Loustaunau and Sobo (1997) report that women are more vulnerable to
heterosexual HIV transmisgon than men for biological and sociologica reasons. Asthe
receving partner in heterosexual intercourse, women have agreaer risk of contracting
the virus than the male (penetrative) partner. When women are forced to have sex and
vaginal tissueistorn ar when women are experiencing vaginal infedions, HIV infection
iseven more likely. Vagina lining is thinner in younger women than in dder women,
adding to biologicd vulnerabili ty. Many sociologica reasons also make women
vulnerable for infection. For women having sex with dder men, there may be increased
likelihoodthat the male partner has contracted the virus, depending on previous risk
behavior. Women who have anal sex in arder to proted virginity or asameans of birth
control also have higher risk of infedion. Multiple sexual partners increases chances for
contrading HIV and aher STDs. Presence of STDsin turn can lead to increased risk of
HIV infection. Additionally, the authors explain costs versus benefits of HIV risks that

may affed some women:

[ T]he the benefits of heterosexual interadionand d possble pregnancy

and childbeaing outweigh the risk of disease, when na risking disease

could lead to more immediate mnsequences sich asverba or physicd

abuse, the lossof a partner, or childlessess (p. 172)

Giadello (1999 reports sveral additional reasons for increased incidence of
AIDS among women. AIDS s gill considered by some people to be ahomosexual or
drug related dsease dfecting mostly men. Furthermore, women are often misdiagnosed
or diagnosed late due to urequal accessto health care and dfferent manifestation d the
disease mmpared to men. Also, women’'s customary role in many familiesis that of
caetaker; thus, some women may not attend to their symptoms until the needs of the
family are met. Women tend to discover seropasitivity late in the progresson o HIV.
Women dagnosed with HIV/AIDS have unequal accessto hedth care and clinicd trials.
Finally, many women diagnosed with HIV canna aff ord medicd treatment (see &so

Scheider 1997).
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Hispanic Women and HIV/AIDS

Hispanic women are anong the four groups of women affeded dispropartionately
by HIV, accourting for twenty percent of all women in the U.S. reported to have HIV
(CDC 1999,Guendelman 1998 see &so Skjedal, Mishra and Benavides-Vadlo 1996,
Bleal9®). AIDS aff ects Hispanic women at arate six to eight times higher than that of
white women (Phili ps 1997,Singer et al. 1990, Main transmission routes in this
popuation are heterosexua contad and heterosexual contad with an IDU. Singer et al.
(2990 note that heterosexua contad with IDUs has been reported for far more cases of
AIDS among Hispanic women than among White or African-American women.*?

Multiple and complex reasons exist for the skewed rates of Hispanic women
infeded with HIV (see section on pevalence and risk for women, above). Reasons cited
for the increased rates of HIV and AIDS among Hispanic women spedficdly include
social and cultural patterns (such as gender roles and traditional sexual values, discussed
in the foll owing two sections of this chapter), unequal accessto hedth care and additi onal
hedth resources, and unequal accessto knowledge abou HIV/AIDS compared with
Hispanic males and with Whites (Castro-Vazquez 200Q Guendelman 1998 Singer et al.
1996,Skjedal, Mishra and Benavides-Vadlo 1996 Schneider 1991, Simmons, Farmer,
and Schoepf 1996 Worth 1990. Also, Guendelman naes that Hispanic women have
limited knovledge of HIV/AIDS and HIV prevention and that cultural norms limit
condam use (1998.

Lack of communicaion has aso been cited as areasonfor relatively high rates of
HIV/AIDS among Hispanic women and adal escents. Both young female and male
Hispanics report having low levels of communicationwith adults regarding sex and

sexuality (Guendelman 1998, see &so Singer et al. 1990. Adult women report feding

" Most recently, Unidos Parala Vida and the Harvard AIDS Review report that Hispanic women and
children are seven times more likely to have AIDS than non-Hispanic White women and children (2000
1999).

12 Twenty-nine percent of Hispanic women with AIDS were reported as having transmitted HIV from sex
with an IDU, versus 12% of White women and 1 7% of African American women.
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unable to discussisaues of sexuality due to fear of being perceived as disrespedful (see
“Gender and HIV/AIDS’ sedions, below). These ommunicaion petterns within families
and communities and communication dfficulties between Hispanics and hedth care
professonals put the Hispanic popuation at increased risk of contrading the virus due to
ladk of awareness(Guendelman 1998§.

Anather concern cited for HIV/AIDS risk among Hispanics is presenceof certain
other diseases that lower immunity. In particular, tuberculosis and syphili s have been
linked to HIV transmissgon and ill nesscomplicaions. The prevalence of both of these
diseasesis sgnificantly higher among Hispanics than among Whites (Guendelman 1998
Sumaya 1991, Tomes 1997). In astudy of heath and social service organization
representatives who worked with Hispanic farmworking people, presence of sexually
transmitted dseases and tuberculosis were indicated as main risk factors for contracting
HIV (Mishra @ al. 1996. Genital ulcers present with syphili s (which, although open
sores, often do na cause pain and therefore may not be naticed) enhance HIV
transmisson (Gendelman 1998.

Hispanic women are dso aff ected dfferently by HIV/AIDS for reasons described
in the previous fdions of this chapter. Additional risk fadors aff ecting M exican women
are discussed in alater section d this chapter.

Gender and HIV/AIDS

The potentia effeds of culturally defined socia roleson HIV/AIDS are well
documented in anthropdogical, sociological and hedth related lit erature on many
different popuations and cultures. Gender roles and expedations influence men and
women onmany social and eanamic levels and in complex ways. Writing abou the
experiences of women and children with AIDS, Schneider (1991) explains that
interadions among race, classand gender aff ect experiences with AIDS, readions to the
disease andto infected persons, institutional pradice, and dynamics of change in society.

Furthermore, she states that race, classand gender determine hedth status and well -
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being: “In concert, they will affed perceptions of hedth andill ness kinds and
avail abili ty of care, modes of delivery, anticipated ill nesses, and dscourse and interadion
patterns of doctor-patient relationships’ (1991, p.135. Farmer also relates race classand
gender to AIDS, stating that “the majority of women with AIDS had been robbed of their
voiceslong before HIV appeaed to further complicae their lives. In settings of
entrenched €liti sm, they have been poa. In settings of entrenched radsm, they have been
women of color. In settings of entrenched sexism, they have been, d course, women”
(1999, p. 62

Spedfic examples of gender affeding heath, HIV infedionand HIV/AIDS
experience have been recorded for many popuations. One cmporent of gender identity
discussed in anthropdogicd lit erature is male domination and female sil ence. For
example, Schoepf discusses the power differential between men and women in Zaire,
stating that informants in her study expressed the neeal to prevent abuse of power by men
and legally suppat women’sright to say noin sexual relationships (1995. Male
dominance d theinstitutional level isalso dscussed in Obbd s gudy on Ugandan
women. The dominant voices of men in patriarchal institutions in Uganda tead women
to be “good’ wives and“good” mothersin order to prevent AIDS rather than use
condams, which are ansidered to encourage promiscuity (Obbo 199%. Gender roles
affecting individual risk taking in Brazil i s discussed by Paiva.

Condam use oonfronts the basic notion d virili ty which asserts that being

aman isto possesslesscontrol over one's sexua and aggressve impulses

—to fed them more strongly than awoman. To wear a ondam, to

rationdli ze or rule one’ s sexual drive, or to take the female partner into

considerationisto betray one’'s masculine nature. Being a woman isto be

more fragil e, lessaggressve andto be ale to control one’'s sxual drive —

to beignorant abou sex until one gets married, and then to conform to

one' s husband s desires. (1999
Thus, for different reasons, there ae strong barriers for both men and women against

using condams. The author explains that social and cultural costs of using condams

outweigh the risks of possible HIV infection.
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Beliefs held by and abou women, nams for women, and socio-emnanmic status
of women have dso been shown to affect women’s HIV risk in the United States. For
example, in her study of the links between condan use and inner-city women’'s
experiences with powerty, radsm and cultural ideals of love and heterosexual
relationships, Sobofoundthat many inner-city African American women who choase not
to use ondans do so as an expresson d love and trust for their partners. These women
typicdly havelittl e social suppat (often due to lack of employment) outside of their
conjugal relationships and therefore may try to ideali ze their conjugal relationships and
thus deny their hedth risks. Sobosuggests, “ideological constructs regarding
heterosexual relations mediate the impad of pdliticd and econamic forces on women’s
sexual dedsions’ (1998, p.99see dso Loustaunau and Sobo 1997.

Gender Roles Among Hispanics

Gender differences and hedth among immigrants from Mexico were discussed in
Margaret Clark’sfirst book onMexican-American culture and health, pubished in 1959.
Clark did na study gender differencesin depth as they relate to health bu mentioned
them as part of family life. She dso stated that though there were some diff erences, such
as men taking the dominant role in the family, there were dso instances when women and
men seemed to have more equal rolesin relationships. The sameis true today, of course;
there are norulesinvaving gender that Mexican culture follows al of the time. Still
there are enough dfferencesin gender roles and expedations that the topic is covered in
much of the literature &out Hispanics and hedth, espedally sexual hedth.

Gender roles among Hispanics are often framed within the cntext of machismo
and marionismo. Machismo is the “exaggerated sense of being male (1990, p.116)” (see
also Lopez 1999. From an ealy age, males are sociali zed to pradicedominancein their
rel ationships with females and within families and are rewarded solely for being male.
Additionally, machismo is associated with risk taking, low sexual control and having

multi ple sexual partners (Diaz 1998. According to Diaz, part of the sociali zation process
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includes teating boys that “manhoodis neither biologicdly given na environmentally
aqquired, bu rather must be *proven’ from an early age with ‘macho ads congruent with
the aulture’ s definition o masculinity” (1998, p.4). One ‘machoact’ is proving virili ty
by performing penetrative sex, espedaly asit can lead to pregnancy. Thus, sexua
abstinence and condam use may be perceaved as unmanly. As both authors discuss risky
behavior by males must be considered in the altural context of norms of masculinity and
femininity.

Marionismo is the femae @urterpart to machismo. The term derives from the
Virgin Mary, the mother of Christ in Judeo-Christian traditionand highly valued figurein
the Catholic Church. Girls are socialized to be dhaste, docil e, and subservient to all males
andto believein their own inferiority and weakness compared with their male
courterparts. Additionaly, they are rewarded for submissvenessand physicd
attradiveness(Worth 1990Q. The mncept aso includes the ideathat women must be
“morally and spiritually superior to men and have the aili ty to endure ay kind d
suffering promulgated by men” (Singer et al. 1990, p.93¢iting Stevens 1973).

There have been several recent studies onthe dfects of traditional gender roles on
sexuality and sexual risk among Hispanics. In asurvey of ten U.S. states that have the
highest numbers of Hispanics, sixty-nine percent of unmarried Hispanic adults agreed
with the statement, “men want to have sex more often than women,” whil e fifty-one
percent disagreed with the statement, “men can control their sexual desiresaseasily as
women.” Findings also suggest that traditional gender roles suppat sexual coercion,
defined by lying by men to get sex and by men’s insistence on women to have sex
(reported in Van Oss Marin and Gomez 1999.

Castro-Vazquez explains that Mexican women's subardination to their partners
makes the possbili ty of assesgng risk and negotiating prevention dfficult (2000. The
author also describes a study on the reproductive rights of women that found that

responcents considered sexual adivity to be something to be decided uponby males,
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alien to females, and closely tied to Cathdli ¢ doctrine of “marriage debt,” or sexual
obligation within marriage (Ortiz et al. 1998,in Castro-Vazquez 2000.

Skjerdal, Mishra, and Benavides-Vaell 0's 1993study invaving hedth and social
service organi zation representatives who worked with Mexican migrant workers and
HIV/AIDS foundthat ninety-eight percent of the representatives considered the largest
barrier to women'’s prevention d HIV to be altura patternsin relationships, including
male partners’ demands, women'’sinabili ty to negatiate sex and condam use with
partners, and women’s lack of knowledge of partners risk behaviors.

In astudy on HIV risk behaviors and health beliefs, Neff and Crawford (1998) tie
limited labor participation and larger families of Mexican women in the United Statesto
traditional gender roles. The authors explain that traditional gender roles promote naivety
and lac of communication regarding sexuality and may lead to low accessto U. S.
culture and limited exposure to HIV/AIDS knowledge. They also explain that whil e these
fadors may lead Mexican women to engage in fewer high risk sexual behaviors than
White and African-American women, they also may hinder safe sex within their
relationships. These fadors may also lead to the likelihood d lessknowledge of partners
risk behaviors (Neff and Crawford 1998,Viadro and Earp 200Q.

As Clark briefly mentioned in 1959 there is considerable individual and goup
differentiation o gender roles and attitudes regarding gender roles due to several fadors,
including changing social contexts, education, employment and level of acculturation
(Singer et a. 1990,Vaentine and Mosley 2000). There ae dso dff erences between
expressed beliefs and adions. All of these issues and the redity of the arrent social
situation (as described in previous sdions of this chapter) need to be considered when
deding with the dfeds of gender roleson AIDS (Singer et a. 199Q.

Risk Factors Affecting M exican |mmigrant Women
This chapter has reported on severa risk fadors for HIV/AIDS that may affed

Mexican immigrant women. Risk fadors outlined above include those related to
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sociodemographics, biology, and culture. This sction pgresents several additional studies
that have reported risk factors associated with Mexican immigrants that may aff ect
Mexican immigrant women.

When considering women'’srisk for infection, ore must also consider risks that
women’'s exual partnerstake. A recent study comparing the sexua behavior of
unaceompanied versus accompanied Mexican immigrant men currently residing in North
Caroli na suggests that unaccompanied married men who migrate behave sexually in ways
that increase risk nat only for themselves but aso for their spousesin Mexico (Viadro
and Earp 20®). These findings are mnsistent with data from other countries that show
that unacmmpanied migrants are more likely to engage in high-risk sexual adivity.
Compared to accompanied men, uraca@mpanied men reported having over twicethe
number of sexual partners throughou their lives and were more likely to report having
over twenty sexual partners throughou their lives, having extramarital sex, and having
sex with prostitutes.

Thus, added to the problems of women'’s inability to negotiate safe sexual
relationships with their partners (discussed above) is the isaue of ladk of knowledge of
their partners’' sexual adivities whil e they are separated and the increased posshbili ty that
male partners may take risks and kecome infeaed with an STD, including HIV. It is
important to kegp in mind that wives often join previously unaccompanied men when
financial or legal iswues preventing them from migrating are resolved. Women presently
acompanying their spouses were dso interviewed for this gudy. Interestingly, though
several of them reported urcertainty of their husbands' risky behavior, nane reported that
risk of STD transmisgonisrelevant to their lives (Viadro and Earp 2000Q.

Anather recent study also looked at men’s sexual behavior. Bronfman and
Moreno (1996 compared migrant and norrmigrant men’s reported sexua adivity.
Respondents for their study reported change in sexua pradices due to migration. More

migrants than nan-migrants reported having multi ple sex partners, including sex workers.
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Migrants also reported changes in sexual ads, such asanincreasein oral and anal sex.
Though more migrants than nonrmigrants used condams, bath migrants and nonrmigrants
reported very low condom use. Reasons for not using condams included beli ef s that
partners are “clean” and monogamous, difficulty of using condams, fear that condans
could remain inside the vagina, and change in physicd sensation when having sex with
condans. Again, these results suggest increased sexual risk that may affed migrant and
nor-migrant women as well as men.

Sabogal and Catania (1996) surveyed 4, 390heterosexual Hispanics (including
3,105 d Mexican ar Central American ethnicity) living in the United States regarding
risk fadors, condam use, and HIV testing. The authors report that 16.4 percent of 4,390
heterosexual Hispanic respondents reported an HIV risk fador. The percentage of
Mexican/Central American responcents to report arisk factor is dightly lower than the
average™®. Risk fadtors reported included multiple (two or more) sexual partnersin the
past year (sixty-four percent); risk due to a primary partner’srisk factor, such as
seropasiti ve status, recent IDU, nommonogamy, transfusion redpient or hemophiliac
(twenty-six percent); blood transfusion kefore 1985 (seven percent); and intravenous drug
use during the past five yeas (threepercent). This study also foundacailturationto be
pasitively correlated with increased risk, including multi ple sex partners, drug use,
increased alcohd use, and increased use of acohol prior to sex. Among those with arisk
fador, ony 35.3% had been tested for HIV.

While acailturation also corresponds pasitively to higher condam use,
responcentsin this gudy reported low condam use during vagina sex. Only 22.4 ercent
of thase with risk fadors reported using condans with primary partners. As described by
other studies (seeVan Oss Marin and Gomez 199), condan use is more frequent with

semndary partners (44.7 gercent for the present study). The percentage of

Mexican/Central American respondents reporting condam use was lower than the

13 15.3% of the Mexican/Central American group reported risk fadors.
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averages for the entire sample™®. Respondents with midd e income and a high schod
diplomareported higher condam use with primary and secondary partners (Sabogal and
Catania 1996.

Based ontheresults of this gudy, Sabogal and Catania explain that heterosexual
Hispanics may have afalse sense of protedionfrom HIV and may believe that they are &
lower risk for contracting HIV because they are in relationships. The authors also explain

the vulnerabili ty of Hispanic femalesto HIV transmisson:

Because married Hispanic men are more likely than norrHispanic men to
have multiple sex partners outside their primary relationship, because
Hispanic women are lesslikely than nonHispanic White women to have
sex partners who always use andams, and because some Hispanic men
aremore likely to engage in high-risk sexual behaviors, Hispanic women
in stable relationships may be more vulnerable to HIV heterosexual
transmisson kecause they are the least likely to proted themselves with
STD preventive methods. These observations are mnsistent with the
dispropartionately high prevaence (seven times higher than for non
Hispanic White women) of AIDS among Hispanic women due to mainly
heterosexual contad with an at-risk sexual partner. (p. 389

Cultural Conceptualizations of HIV/AIDS Among Hispanics

Several authors note that adult Hispanics hold beliefs abou HIV and AIDS
similar to the general population d the United States (Singer et al. 199Q Hines and
Graves 1998 McQuiston et a. 1999. Though studies have shown that Hispanics know
abou the biomedica model of transmisson, the same studies have shown that this
popuation kelievesin casual transmisson d the disease. For example, McQuiston et al.
(1998 report that more than ather ethnic groups, Hispanics believe that HIV can be
spread by contaminated “ sali va, toil et seds, mosquitoes, being coughed o sneezed on,
sharing eding utensil s, or living near someone with AIDS.” Other modes of transmisson
reported include doreting blood, eating in a restaurant where acook hes AIDS, touching
urine or feces, living near a haspital that treds patients with AIDS, and touching a person
whoisHIV pasitive (Singer et a. 1990 These beliefs vary by level of education and
acallturation. McQuiston et a. and Singer et a. report that among Hispanic groups,

1418.6% for primary partner condom use and 389% for secondary partner use
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Mexican Americans are the most likely to have beli efs divergent from the biomedicd
model. Though Hispanics are more likely than ather groups to believe in transmisson
through casual contad, which would seam to suppat ideas about increased probabili ty of
contrading HIV, many (seventy-three percent) do nd fed that they can get HIV
(McQuistonet a.1998.

Singer et a. report additional misconceptions about HIV and AIDS that are
prevalent among Hispanic adults. A 1989 study conducted in San Francisco foundthat
amost half of Hispanic responcents did nd redi ze that a person could test positive for
HIV and nd have AIDS. The study also foundthat only half of the respordents knew that
aperson could be HIV positive and till 1 ook hedthy. Additionally, recent studies have
foundthat far fewer Hispanics than African Americans and Whites knew that HIV can be
prevented by using a @wndom™. Also, asmaller proportion o Hispanics compared to
African American and White respondents were aware that avoiding anal sex will proted
against infedtion™®.

Additionally, according to Hines and Graves (1998), researchers of high-risk
sexual behavior have mnsistently foundthat perception d risk is not related to safer
behavior. Hines and Graves' study on AIDS protection and contraception among African
American, Hispanic, and white women foundthat though each of these groups of women
were avare of waysto prevent AIDS, their behavior did na refled their knowledge. In
this gudy, Hispanic women were the least likely to use mwndams'’, though many of the
Hispanic women (69.8 percent) expressed concern abou AIDS. The aiuthorsrelate the
low use of condams and aher effedive means of birth control to several factors,

including religiosity, gender roles and expedations, and lack of knowledge dueto

15 Thirty-six percent of Hispanic respondents knew that the use of a @ndom was one way to prevent
infedion, versus 80% of African American and White respondents.

18 Two-thirds of Hispanics, versus over 80% of other groups, made this asociation between anal sex and
HIV infedion.

1729.7% of Hispanic women versus 57.6% of African American women and 548% of white women had
used condoms in their most recent sexual experience.
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language barriers with the pulic hedth system. They also nde that these women may be
at ahigher risk due not only to lower rates of condom use but aso to cultural norms,
including sexual involvement with normonagamous men who do nd use amndans with
the primary partner (1998; see &so Van OssMarin and Gomez 1999.

In their crosscultural study involving Hispanic informants from Mexico,
Guatemala, and two locationsin the United States, Trotter, Weller, Baer, Pachter, et al.
(1999 used the aosscultural consensus model to determine shared cultural beliefs
among four Hispanic populations. All responcents knew abou HIV/AIDS and most
could give descriptions of risks fadors that were comparabl e to the biomedicad model of
HIV/AIDS. Agreement was most high for risk factors. Risks agreed uponby responcents
included sexual transmisgon, multi ple partners, high-risk groups such as homosexuals
and prostitutes, and contact with contaminated blood and syringes. There was aso a high
degree of agreanent concerning symptoms, thoughmost agreement was on symptoms
not occurring with AIDS. All groups reported five symptoms of AIDS: weight loss
weekness susceptibility to ather ill nesses, fever and bady aches. Finaly, there was also
high agreament regarding treaments and sequelae for AIDS. All groups beli eved that
people with AIDS will diewithin afew years of contrading the virus. They aso agreed
that thereisno curefor AIDS, that the best person to seefor treament is a doctor, and
that infeded persons who do na seek treament will die soorer than those who get
treament.

For all questions asked, inter-group consistency and komedicd accuracy was
higher in locaions that had higher prevalence of AIDS. The results of this gudy suggest
that information abou HIV/AIDS has disseminated rapidly over a multitude of locaions
and that much information is hared acrosspopuations, regions and ethnicities (see &so
Weller and Baa 2001). According to Weller and Baer (20010),

The remarkable rapidity with which AIDS information hes diff used across
the antinents also reflects amajor source of this information —the media.
People ae more informed about causes of AIDS, most likely because they



24

have heard abou these, but they are lessinformed abou symptoms,
presumably because they have not adually seen the disease. (p. 218

Organista and Organista (1998 present similar findings regarding knowledge and
beliefs abou HIV/AIDS among femae Mexican migrants. The aithors relate that though
female Mexican migrant laborers were knowledgeable ébou major modes of HIV
transmisson (such as blood, \aginal fluids, and semen), many respondents thought that
HIV could be contracted from sources such as mosquito hites (43.8 percent), pulic
restrooms (37.5 gercent), kissng onthe mouth (37.5 percent), andthe AIDS test (21.9
percent). Twenty-five percent of respondents believed that AIDS isaproblem only for
homosexuals and dug addicts, and 21.9 rcent thought that it is possble to know if a
person hes AIDS based on appearance. Additionall y, two-thirds of respordents answered
“yes’ or “don't know” when asked whether Vaseline is agoodlubricant for condans and
whether a oondam shoud be unroll ed before putting it on the penis. Respondents also
reported that there would be negative social readions to women carrying condams. The
authors report that similar results have been presented by other studies of Hispanic
migrant workers. (see &so Organista, Organista, Garciade Alba G., Moran, and Carrill 0
1996.

In anather study of migrant workers, Skjerdal, Mishra and Benavides-Vadlo
(1996 report similar findings for women. The authors foundthat seventy-two percent of
responcents beli eved that they canna get AIDS because they are faithful to their
husbands, fifty-two percent believed that AIDS only aff ects homosexua men, fifty
percent believed that they cantell if their partners are dean, forty-eight percent believed
that a person can catch AIDS when doreting blood, forty-one percent believed that a
person can catch the disease for mosquitoes, and thirty-seven percent believed that AIDS
only aff ects men.

Zhao, Ashery, Wild and Y oung (1996 report that Hispanic female sexual partners

of IDUsin Mexico, Puerto Rico and the United States also have misconceptions abou
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the possbili ty of casual transmisson d HIV and report very low condan use'®, Though
women inthe U. S. sample reported higher rates of HIV/AIDS information, there was no
significant difference in condam use than ather locaions that reported lower rates of
information. Many of these women aso reported drug use, suggesting additional risk.
Drug use was sgnificantly higher in the U.S. for al drugs except alcohd. Between 3.3
percent and 23.3 jercent of the women had traded sex for drugs and between 10.8 grcent
and twenty-nine percent had traded sex for money. More women in the U. S. had traded
sex for money or drugs, compared to women in Mexico and Puerto Rico.

Sources of HIV/AIDS Knowledge

A few pubications have aldressed the topic of sources of knowledge aout
HIV/AIDS for Hispanics. SIECUS reportsthat in 1997, 85.1 @rcent of Hispanic females
and 86.6 jgrcent of Hispanic males reported learning abou HIV and AIDS in schod, and
64.7 percent of femalesand 57 @rcent of malesreported discussng HIV and AIDS with
parents or other adult family members. The nature of these discussons was nat reported,
nor was an indication d these respordents’ current knowledge and beliefs. Additionally,
the SEICUS findings regarding communication about HIV/AIDS coriflict with ather
studies that suggest that there is minimal communication regarding sexuality among
Hispanics (see ‘Hispanic Women and AIDS’ sedion d this chapter; Guendelman 1998
see &so Singer et a. 190). One passhility for this apparent corflict isthat there are
discussons of HIV/AIDS that do nd heavily involve the topic of sexuality.

At least two recent studies have suggested that Hispanics most often learn abou
HIV/AIDS from watching television. Well er and Baer (2001, see &owe) note that media
isresporsible for the dissemination d HIV/AIDS information, as suggested by the large
amourts of shared knavledge anong Hispanics in several countries and cultures.

Bronfman and Moreno (1996 also report media as the primary source of HIV/AIDS
information. They relate that migrant Mexicanstypicdly learn abou HIV/AIDS from

18.9.3 percent had used condoms in the month before the survey.
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television. Responcents in Bronfman and Moreno’s dudy considered televisionto be the
most reli able source of information, espedally when people with HIV or AIDS were
shown ontelevision. According to the researchers, seang sick people alded credibili ty to
the television programs.
Conclusion

This chapter has ill ustrated some of the major considerations related to Hispanics
and HIV/AIDS, espedally as these isaues affect female Mexican immigrants. When
considering the presence and prevention d HIV/AIDS in the Mexican immigrant
community, one must take ahdlistic view and consider interadions among many fadors,
including current prevalence, biologicd susceptibility, presence of additional diseases,

socioemnamic status, accessto resources, culture, knowledge, and beli efs.



CHAPTER 3
THEORY AND METHODS
Theoretical Framework

Disease Ecology

Disease ecology provides the basic theoreticd framework for this research.
Disease ecology focuses on interadions among the pathogen, the human host, and
environment. This perspective takes a broad view of “environment,” including not only
natural environment but also human-made environments, human interadions, and culture.
Disease ecology is biocultural, considering bath the biology of hedth and disease and the
cultural contextsin which hedth and dsease occur. Additionally, disease ecology views
the range of comporents that aff ect disease experiences hdlisticdly. Disease e®logy has
a stated focus on the specifics of particular diseases and their interactions with their hosts
onmultiple levels (Brown, Inhorn, and Smith 1999.

Thethreelevels of disease caisation celineated by Brown, Inharn and Smithin

their discusson on dsease e®logy foll ow:

(1) amicrobia level, in which agents of disease ad within the human
body;

(2) a aultural ecologicd (or microsociological) level, in which individual
behaviors, encouraged or constrained by sociocultural context, pu
people & risk for contrading particular diseases; and

(3) apdliticd emlogicd (or maaosociologicd) level, in which historicd
fadorsinvalving interactions between human groups shape people’s
(often dfferential) aacess to resources and their relationship with the
physicd environment. (1996, p.18%

Medicd anthropdogists have explored dsease-host interadions on ore or more
of these levelsfor variousill nesses, including genetic diseases such as sckle cdl anemia,
nutritional deficiencies, occupational-related ill nesses, and infedious diseases sich as

schistosomiasis, tuberculosis, malaria, and AIDS (see examplesin Brown et al. 1996and

27
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Brown 193). Disease ecology provides an ided framework for anthropdogical study of
HIV/AIDS as ead of the threelevels of causation days alarge role in the prevention and
spread of HIV andin HIV/AIDS care (see Farmer, Conna's, Simmons 1996; Singer
1998 Sobo 1998 among others). As Singer (1998) nates, cultural, social,
epidemiological, and bological fadorsall contribute the dfeds of this disease.

The main focus of my research is onthe secondlevel of disease caisation, the
“cultural ecologicd level.” | focus on documenting cultural conceptuali zations of HIV
and AIDS that may influenceindividual behaviors of female immigrants from Mexico.
While | do nd assume behaviors based onwhat responcents report about the nature of
HIV/AIDS, their badkgrounds, and their beli efs about gender roles, | do assume that eat
of these cmponents may play arolein behavior. Thisreseach aso considers the
maaosociologicd level of causation by noting issues related to aacessto pulbdic hedth
resources, including knowledge @ou HIV/AIDS, and by documenting beliefs abou
gender roles and how these roles may change due to migration.

Cultural Models

In examining cultural conceptuali zations of AIDS and gender, | am working from
the base of thought arising from linguistics and cognitive anthropdogy that has
developed into current work on cultural models. Cultural models are representations of
culturally shared, assumed sets of interrelated facets of cognitionthat are held by
individuals and that help shape meaning of the world and motivate behavior (Blourt
2001,D’ Andrade 1995,D’ Andrade and Strauss1992,Quinn and Holland 1987. Though
| have nat asked respordents abou individual behaviors, the altural models presented in
thisthesis may identify part of the aognitive foundation that can influence possble risk or

prevention kehaviors related to transmisson d HIV.
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Methods
L ocation of Research Site

The research for this thesis was condicted in Athens-Clarke Cournty, Georgia.
Georgiaranks number nine in the top ten states reporting the highest number of AIDS
cases among residents (CDC 2000. The Georgia Department of Human Resources
reported in 1997that as many as 27,000 oplein Georgia may be infected with HIV and
that the average annual cost for treament and medicd care of “a full blown case of
AIDS’ is $38,000.

The Hispanic populationis continually increasing in this gate (220,312residents
in 1998,a17.5®% increase from 1996 (US Census 2000. Hispanics of Mexican descent
make up the majority of Hispanic immigrantsin the US andin Georgia (Ramirez 2000).
As of September 199, 402 cases of AIDS among Hispanics had been reported to the
Georgia Department of Human Resources (1999. Still, this number may not represent
the adual number of AIDS cases among Hispanics nor doesiit ill ustrate the number of
Hispanic people infeded with HIV. Due to urequal accessto health care resources and
other issues discussed in the Backgroundand Literature Review of thisthesis, Hispanics
may have unequal accessto HIV testing. Still, AIDS is the fifth leading cause of deah for
Hispanic men and women 20to 44years of agein Georgia (Georgia Department of
Human Resources 2000. While similar research has been conducted in ather states, a
literature review of the subjed has uncovered noanthropdogical studies of HIV/AIDS
among female Mexican immigrants currently residing in this gate.

In Athens, most of the interviews (35 of 37 interviews) were mnducted in two
neighbarhoods, Pine Wood North and Garnet Ridge. Both of these neighborhoods are
filled primarily with residents who are immigrants from Mexico. Also living in bah
neighbarhoods are African Americans (between approximately ten and fifteen percent)
and very few Caucasian residents from the U. S. During the times that | was present, the

culture of the mmmunities seemed to be most heavily influenced by the Mexican
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community members. Mostly Mexican children played ouside. In the late dternoors,
Mexican men gathered in groups talking, working on cars, and drinking beer. The women
seamed to stay inside mostly, except when talking with friends and reighbors, sitting
with very young children, or tending small flower or vegetable garden plots. Most of the
language heard ouside in the communiti es was Spanish. On many afternoons, | saw men
in bah neighbarhoods pushing small i cecream carts and honkng hand-held hans. These
vendas &l “paetas’ that are mmonin Mexico, and, though produced in Georgia, the
ice gean is padkaged in astyle like thase in Mexico, with al language in Spanish.
Human Subjects Approval

Permisgon was given to conduct this research projed by the diredor of the
Human Subjeds Office of the Institutional Review Board in the end o April 2001.
Written consent was not obtained from the participants sncethe processof consent might
pose arisk to the research participants for severa reasons. Research participants may not
be familiar with this type of processof consent. Current research with this community (in
professor Elois Ann Berlin's Hispanic Hedth course during 2001 Spring term) has hown
that some participants do not understand why they are signing the form and that some
participants an bewildered or afraid when presented with aform to read (or have real
to them by the researcher) and sign. Additionally, some research participants may not be
literate in English or in their primary language. Therefore, they may not feel comfortable
with the processof signing aform, even if the reseacher reads the material onthe form
aloudto the participant. Finally, some research participants may beill egal immigrants.
They may fear that signing thisform could pu themselves at risk of deportation a
maltregment.

Participants were given an information form that included the purpose of the
study, risks and benefits of participation, the researcher’ s name and telephone number,
and the name, title and phore number of the director of the Human Subjeds Office

Interviews were mnfidential, and no rames were recorded onpaper or on cassette.
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Sampling

Idedly, arandam sample of female immigrants from Mexico currently living in
Athens-Clarke Courty would have been taken, but that was not pradical for several
reasons. First, adetail ed census has nat been taken to determine how many female
immigrants from Mexico currently live in the county. The most current U.S. Census
information onthe number of Hispanic immigrantsin Athens-Clarke County conflicts
with the number recently reported by a demographer for the same popuation. The U.S.
census reported in 1998that there were 2,600people who identify themselves as
Hispanic living in Athens. Doug Batchel, a University of Georgia demographer,
estimated that there were 8,000Hispanics living in Athensin 1998(Gurr 2000).
Furthermore, neither of these estimates gecify the portion d the Hispanic popuation
that arefirst generationimmigrants, na do the reported estimates give numbers refleding
country of origin or sex. Thus, | have noway to accurately determine the number of adult
female immigrants from Mexico and therefore do nd have asampling frame.

| seleded participants for the research using purposive sampling (Bernard 1995).
Purpasive (or judgment) sampling was the best way for me to seled respondents sncel
sought a specific type of responcent for this research (female immigrants from Mexico)
but was unable to take arandam sample. | recruited participants for this gudy by
spending time in communities in Athens-Clarke Courty that | knew have high
propations of residents from Mexico. In the communities, | went doar-to-doar and asked
to spe&k to Mexican women eighteen years of age or older. | interviewed all such women
who agreed to participate during the research period (seesection below for more detall).
I nterview Procedures

During the entire month of May 2001,| conducted in-depth, qualitative interviews
with 37 women in ore dinic and threeneighbarhoods (Nurses' Clinic, n=1; Garden
Springs, n=1; Garnet Ridge, n=16; Pine Wood Estates North, n=19). Originally, | had

planned to conduct all interviewsin locd clinics, thinking that | may have a better chance
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of talking to women in privacy and that the setting that would be cndtciveto
discussons abou hedth. My experiencewas that the hedth clinic was nat an ided
environment for conducting interviews. Clients amed preoccupied before their
appantments and realy to leare the dinic a&terward; thus | had very littl e successin
requiting participants. | dedded to seek participants by visiting neighbarhoods and found
that this was a much more successful strategy for this projed. | was able to condict the
interviews in private because partners were & work, ouside, or in another room and most
older children were & schod or outside of the house. Participants ssemed comfortable
and most seamed to speak frankly about issues that were important to them.

In the neighbarhoods where the mgority of the interviews were condicted, |
walked doa-to-doar seeking participants who were female Mexican immigrants of at
least 18 years of age. Approximately three-quarters of the interviews were cnducted
immediately uponrequest when women agreed to participate. The rest of the interviews
were scheduled and conducted the following day at a spedfied time. Interviews lasted
approximately 30to 60minutes, were anducted in Spanish, and were recorded on
cassettes for transcription. Interviews were confidential, and no rames were recorded on
paper or on castte.

Threeresponcdents were dropped from the analysis, either because the interview
was compromised o the respondent was not from Mexico. Two additional interviews
ended at approximately the midde of the interview due to participants time wnstraints;
however | use avall able material from both o these interviewsin the analysis.

I nstrument

The interview instrument included questions related to demographics, accessto
and wse of health care resources, knowledge and beliefs abou HIV/AIDS, and beliefs and
opinions abou gender. Demographic information included topics of age, educaion,
language, placeof origin, timein U.S. and Athens-Clarke Courty, marital status, and

employment status. Related to hedth care resources were questions abou spedfic types
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of providers visited in Athens, presenceor absence of discussons related to HIV/AIDS
with providers, and language used to communicae with providers. Regarding knowledge
and keliefs abou HIV/AIDS, participants answered questions abou sources of
knowledge, general concern about the virus, definitions of HIV and AIDS, percaved
transmissonroutes, and percaved risk factors and behaviors. Discussons of gender
included topics of ided qualiti es of men and women versus perceived adual qualiti es and
expedations of women and men regarding sexual behavior.

Interviews were standardized, in-depth, and gualitative. They included closed-
ended questions, open-ended questions, multi ple resporse questions (yes/no/unsure), and
free-list eicitation. Questions abou HIV/AIDS and gender were framed in indired ways
rather than dred inquiries abou the informants' behaviors. For example, instead of
asking, "What are some reasons why you may not want to use a ondam?’, | asked,
"What are some reasons why a person may not want to use a @ndan?' Interview
guestions were written in Engli sh, translated by me, and then back translated and edited
(Marin and Marin 1999 by alocd pulic heath worker whois from Mexico, who
worked as a physician in Mexico, and who hes interviewed numerous people in Mexico
for severa large scde research projedsrelated to hedth. Though the instrument included
questions that differentiated HIV from AIDS, most participants did na diff erentiate
between terms and throughou the interview used the word “SIDA” (the aronym for the
Spanish trandlation d Acquired Immunodeficiency Syndrome). Therefore, after asking
questions gedficto HIV, | also used the term “SIDA” throughou the interview.

| field-tested the interview instrument on five respondents. After the field test, |
edited the instrument based onwhether questions were understoodand onnew insights
gained from the five respondents. Changes to the instrument included the addition d
several questions regarding the ammparison d AIDSto aher ill nesses and whether there
existsavacanefor AIDS. Resporses from four of these first five participants are

included in the analysis for questions that remained urchanged in the interview schedule.
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Analysis

| transcribed each of the interviews and added at the end d the transcriptions any
explanatory and aher additional notes that were taken duing or after each interview.
Demographic and Health Resource I nformation

Foll owing transcriptions, | entered data regarding demographic and hedth
resources into Excd. | then used Excd to analyze this data using simple, descriptive
statistics, including averages and frequencies, and to make representative tables and
figures of thisinformation, which are presented in Chapter 4.

Freelists and Multiple Response

Freguencies of items mentioned in freelist elicitation exercises indicae salience
of particular items mentioned for each question asked, with thase items mentioned by the
highest number of participants having the most salience (Well er and Romney 1983). For
freelist data, | courted participants who mentioned ead item to compil e atable of
frequencies of resporses, which | present in Chapter 5. If different words were used to
describe the same item, | chose the most commonly used word to present the item in the
table andincluded the other words in the frequency court for thisitem.

Multiple resporse questions regarding HIV transmisson and risk were based on
current scientific knowledge regarding HIV and AIDS. | courted the frequencies of each
resporse (yes/no/unsure) for each question. In chapter 5, | present the total numbers of
resporses for each questionin descending order based on*yes’ responses.

Content Analysis of HIV/AIDS and Gender and Cultural Models of HIV/AIDS

| analyzed the ntent of text relating to HIV/AIDS and gender by first coding
key words and phrases that were central to respondents’ discussons. These key elements
guide discourse and organize “encyclopedic content that an individual bringsto bear on
theworld inrelationto the terms” (Blourt 200J). Sincethe interviews did na produce

large anourts of text, | used aword processng program to code words and phrases. |
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then analyzed the @ntent of the interviews based on patterns and trends that emerged
from repeated key words and phrases.

Based onthisanalysis, | present (in Chapter 5) models of AIDS to represent the
discourse onthistopic. The ailtural models represented in these figures are hierarchicd,
with higher-level models at the top d the figures and lower level-models descending
from the top. Essentialy, the lower-level models are comprised of even smaller
“padkages’ of cognition and interrelate to form the higher-level models (Blourt 2001).

In Chapter 6, | present the analysis of the text on gender. Analysis of this
information was the same & the analysis of information abou HIV/AIDS, including key
word and phrase coding and search for emergent patterns and trends, but is described
withou the use of figures. The descriptions of gender presented in Chapter 6 are still
representations of higher-level cultural models of gender, bu the type of hierarchicd
figures used to model AIDS in the previous chapter did na match well with this

discourse.



CHAPTER 4
PARTICIPANTS

This chapter presents general information gathered abou participants, including
demographic charaderistics and catarelating to accessto hedth care and HIV/AIDS
information. Whil e thisinformation is not used for purposes of analysisin thisthesis, it
does describe some of the dtributes of the group d women who participated in this
projed.

Eligibili ty requirements for this gudy were that the participants be female
immigrants from Mexico and at least eighteen years of age. The sample of participants
whose interviews are included in the results consists of thirty-four women. The mean age
of the respordents is approximately thirty-two yeas of age. On average, study
participants had been in the United States for about five years and in Athens for abou
three and a half years (Table 4.1).

Table4.1
General Characteristics of Participants (n=34)

Mean Range
Age (yrs) - 3212 20-61
Timein U. S. (yrs) 5.02 0.4-20
Timein Athens(yrs) | 344  04-10

Education
Figure 4.1 presents highest level of education completed by participants. Two of
the sample have no formal education. Six participants had attended “primaria”
(elementary schod) but had na completed primaria. Twelve of the sample completed

“primaria’ (the sixth grade). Two participants had attended bu not completed
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“seaundaria” (midde schod), and six completed this level of education. Two perticipants

completed “preparatoriad’ (high schod), and four had attended a higher education

institution.
_ No formal education
% ‘ T ]
—C‘ Completed primaria b J
i)
IS Completed secundaria 5 ]
=
- Additional education after preparatoria

0 2 4 6 8 10 12

Number of Participants

Figure 4.1. Highest Level of Education Completed By Participants

Marital Status
Twenty-six responcents reported being married (Figure 4.2). Five reported living
with apartner in a dvil union. Responcdents who said that they live with a partner in a

civil union, referred to their partners as husbands. For this reason, the terms “ husband”’

Single
9%

Civil Union
15%

Married
76%

Figure 4.2. Marital Status
and “spouse” are used in this thesisto describe both legally married and civil union male

partners. Threewomen reported being single (one of these reported being awidow).
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English Language Ability
Twenty-four participants reported speaking no English (Figure 4.3). Three
reported speaking “very little” and six reported speeking “a littl e” English. These
numbers are cmbined below and shown as “some” in the figure. One respondent (who

has been in the U. S. for twenty years) spe&ks English.

Yes
3%

Some

No
72%

Figure 4.3. English Language Use

All but one responcent reported that it is difficult to imposgble to communicae
with hedth care providersin English. Many respondents said that they seeonly providers
who either speak Spanish or have aSpanish-English tranglator or said that they take a
spouse, child ar other family member with them to translate.

Employment Status of Participants and Spouses

Eighteen respondents reported that they do nd have ajob (Figure 4.4). Ten
reported working in a “pollera,” or poutry processing business Three reported working
in childcare. Each of these threerespondents worksin her home, taking care of
neighbas', friends', and/or relatives’ children. Two respondents reported working in
textile manufaduring. One reported working as a wok.

All responcents’ spouses except for one are anployed. The most common jobs for
responcents spouses are poutry processng, manufaduring and construction (eight
spouwses work in each of these fields) (Figure 4.5). Other jobs worked by spouses of

responcents include mecdhanic, cement, day laborer, food service and maintenance
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Food service
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Flgure 4.4. Employment Status and Type of Work
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Figure 4.5. Spouses' Employment Status and Type of Work

Number of Spou ses

Primary Income

Twenty interviewees (figure 4.6) reported that their spouses provide the principal

income to the family. Nine said that they and their spouses provide the principal income.
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Two interviewees reported providing the principal income themselves. Two respondents
reported that their siblings bring the principal income. One said that herself and her

parents supply the principal income.

Self and parents

Siblings

Self

Primary Income Provider

Self and spouse

Spouse

Number of Participants

Figure 4.6. Providers of Primany Income in Household

Health Insurance

Twenty-two interviewees said that they do not have health insurance (Figure 4.7).
Nine reported having health insurance. Three responded that they do not know whether or
not they have health insurance.

Of the nine interviewees that have health insurance, six reported that this
insurance is enough to cover the costs of health care, one reported that the insuranceis
sometimes enough to cover health care, and two said that the insurance is not enough to
cover health care costs.

Twenty interviewees (including those who are insured, uninsured or do not know
whether they are insured) reported that their income is not sufficient to cover health care.

Eleven said that income is sufficient to cover health care. One reported that incomeis
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sometimes enough to cover health care. One reported that she visits the health department
exclusively in order to avoid health care costs that she cannot afford. One indicated that

she does not know if income is enough to cover health care.

Unsure
9%

No
65%

Figure 4.7. Presence or Absence of Health Insurance

Health Care Providers
Respondents reported visiting the following health care providers since moving to

Athens-Clarke County, Georgia (Figure 4.8). The most commonly visited health care

Midwife

Health department

Emergency room
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Physician

Health Care Providers

Nurses Clinic

Alternative Medicine
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Figure 4.8. Health Care Providers Visited By Participants
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providers are midwives at the Midwifery Clinic, who have cared for twenty of the
respondents. The next most commonly visited health care provider is the Athens-Clarke
County health department (sixteen respondents). Thirteen respondents have visited an
emergency room. Twelve respondents reported visiting a physician. Ten respondents said
that they have visited the Nurses Clinic, alocal free health clinic. One respondent
reported seeking help from atraditiona healer in Athens-Clarke County. Four
respondents reported not having visited any health care provider. Each of these four
respondents has lived in Athens less than a year and a half (mean time = 1.04 years).
Health Care Providers Who Have Given Participants HIV/AIDS Information

Of the thirty respondents who have seen a health care provider whileliving in
Athens, Georgia, twenty said that they were not given any information regarding HIV
and AIDS by the health care provider. Two of these respondents reported that they were
given an HIV test but were not given any information regarding the disease. One said that
she was asked whether or not she has AIDS but was not given an HIV test or given any
information. Ten respondents reported having been informed about HIV and AIDS by a
health care provider in Athens-Clarke County. Of those who received information from a
health care provider or reported having been tested, all but one had also seen a midwife.
Several people mentioned that it was a midwife who gave them information, and this
makes sense considering that HIV-antibody tests are typically given to pregnant women.

Conclusion

As shown by the data presented in this chapter, respondents tend to be young and
married, with few years spent in the United States and in Athens-Clarke County. While
few respondents have no formal education, many have not completed high school. Also,
most speak little to no English. Over half of the respondents are unemployed but almost
all of their spouses work. The most common job for women and men is poultry
processing. Generally, male spouses provide the primary income. Many respondents do

not have health insurance, but most have visited some type of health care provider since



coming to Athens-Clarke County. Health care providers do not seem to be primary
providers of HIV/AIDS information for this group of respondents. The topic of sources of

HIV/AIDS information is dealt with more fully in the next chapter.



CHAPTER S
RESULT S: KNOWLEDGE AND BELIEFSABOUT AIDS

This chapter presents responcents’ concern abou AIDS, sources of AIDS
knowledge, and cultural models of AIDS. The models are supdemented by data from
freelist elicitation and multi ple response questions. Rather than use “HIV” and“AIDS’
in this edion, | usetheterm AIDS exclusively when presenting study results for two
reasons. First, responcents used this term throughout the interviews. Additionally, when
asked the question, “what isHIV?’, almost al responcents replied that HIV isAIDS or
said that they do nd know what HIV is.

Respondents' Reasons For Concem

When asked if AIDSisa concern, the mgjority of responcents said “yes.” Of
thirty-four respondents, twenty-seven said that AIDS isa @ncern for the Latino
community, and thirty said that they worry abou AIDS. The main reasons given for
concern abou AIDS centered aroundtransmisson d AIDS, severity of the disease,
prevalence of AIDS in the United States, concern for youth, and ladk of information.

Most of the respondents’ concerns focused ontransmisson d the disease. Ten
responcknts mentioned transmissonin relationto AIDS as a wncern in the Latino
community, and seventeen mentioned transmissonin relation to their own worries abou
AIDS. Within the subtopic of transmisgon, respondents most typicdly discussed either
the eae of transmisgon a risk of sexual transmisgon. According to six responcents,
AIDS s highly contagious. Two lines of thought are that AIDS is very contagious and
that people do nd know how contagiousit is. Sexual transmissonisa ancern because,
acording to severa respondents, people do nd proted themselves. Severa responcents
related their presence or absence of personal worry to sexual transmisson viatheir

husbands. For example, ore respondent confided, | worried more in Mexico because
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there my husband hed sex with ather women, and here he does nat. Here [life] ismore
tranquil than in Mexico. But in Mexico, he mntracted some ill nessthrough sexual
contad — gonarhea” Another woman stated that she worries because her husband hes
other sexua partners and “one doesn’'t know who hes[AIDS].” Absenceof concern was
most often related to responcents and their husbands' sexual fidelity.

Another main cause for concern abou AIDS is verity of the disease. Aswill be
discussed below, severity of the disease was related in terms of both personal danger and
puldic concern (i.e. prevalence). Resporses include that the disease is dangerous,
incurable, and mortal and that the disease is everywhere and everyone is exposed to it.
Spedficdly, high prevalence of the disease in the United States worries interviewees.
Acoording to ore respondent, “It doesn’t exist in Mexico. Herethereisalot of it becaise
nobaly proteds themselves.”

The women who participated in this gudy also expressed concern for youth. This
concern was expressed in terms of personal concern for one’s childrenin light of the
severity and prevalence of the disease and in terms of uneasinessdue to children’s
behavior and lack of knowledge that could lead to them contrading theill ness A few
responcents related the beli ef that people have sex at avery young age and are ignorant
abou the disease and about the need to proted themselves.

Ignorance was also discussed more broadly. Several responcdents dated that
people lack necessary information abou AIDS, about transmisson, and abou who has
the disease. Accoording to one woman, “People ae nat informed. They are embarrassed to
ask.” Another stated, “Adults, like the dildren, dorit have sufficient information. We ae
ignorant of therisks of AIDS.”

Sour ces of Knowledge About AIDS and Perceived Need for Knowledge

As dated abowve, several respondents expressed the opinion that they do rot have
sufficient information about AIDS. Most of the women interviewed for this projed

claimed to knav nothing abou AIDS at some point in theinterview, but all of them went
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onto say something about the ill ness Those who said the least abou the disease included
oneor bath of two beliefs abou AIDS: the disease is read through sexua contad and
people who have the disease become very thin. Every one of the interviewees expressed
some beli efs abou the disease and had some knowledge @ou the disease that is
consistent with current biomedicd knowledge of HIV and AIDS.

Ead intervieweetold where she leaned abou AIDS. The magjority of this smple
first leaned abou AIDS through the popuar press. The most common first source of
knowledge istelevision, including news programs, popuar talk shows, soap operas, and
programs abou the disease. A much lesscommon source of information is magazines
and bools. Also, nore of the women said that they learned abou the disease by li stening
to theradio.

The secondmost common first source of knowledge éou AIDS is hedth care
providers. Nine interviewees gated that they learned abou the disease from a doctor,
midwife, or hedth clinic. Several of the women stated they had been tested for HIV when
visiting a midwife in Athens-Clarke County, Georgia. Of these, afew said that though
they have been tested, they were nat given information abou the disease a the time of
the test. Lesscommon sources of knowledge include schod (3 respondents), formal
presentations abou AIDS (2 responaents), family or friends (2 responcents), and learning
abou the disease through knowing someone who hes AIDS (1 responcent).

When asked where they most typically hear abou AIDS now, most respondents
(24/34) said that they hear about it most onthe television. In bah communities stellite
dishes are mmmon, giving many residents access to Spanish language television from
Mexico andthe U. S. Only one homethat | visited dd na have atelevision in theliving
room, and most of the televisions were on before the interview or/and duing the
interview. Several respondents showed me various channels from Mexico or U. S. based
Spanish language dhannels that they frequently watch, and afew of the women explained

that televisionis how they “kegy up” with places of origin. Thus, television seemsto
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have acentra placein the lives of many of the women interviewed for this projed,
several of whom told me that they have nofriendsin the U. S. and/or that they do nd
typicdly leare their neighbahoods withou their spouse unlessgoing to work. It makes
sense, then, that television is a primary source of AIDS information. Several women
stated that they hear about the disease much more in the United States than in Mexico.
One woman said that she has noticed that in the United States there is more “culture
abou [AIDS]” than in Mexico.

Respondents also told what they consider the most valid source of information
abou AIDS. Eleven respondents cited hedth care experts as the source of the most valid
information abou AIDS. Nine responcents said that television dfers the most valid
sourceof information. As dated abowve, television seans to be the most central source of
information. One woman explained that for her, televisionis the best source of
information because she does not leave the house. Another said that television was the
most informative source because people do nd have time to lean from other sources.
Several responcents gated that they do nd know which source of information is the most
valid, and afew believe that all sourcesarevalid. “Almost all of theinformationis
cetain,” said ore of the women. Anather said that any form of information is good.

While dl of the responcentsindicaed that they have head something about
AIDS, amost al said that their communiti es need to knov more @ou this disesse. Two
interviewees said that they do nd know whether their communiti es need to know more
abou the disease. None of the interviewees gated that their communities do nd need to
know more &ou AIDS. Principal reasons for community need for informationinclude a
genera perception d ignorance dou the disease, aneal to protect children, and aneed
to tead men. Women expressd that they do nd know abou the disease and that other
peoplein the ommunity do nd know, either. Several stated that nobaly in their
communiti es knows anything abou the disease. Chil dren and men were most often

mentioned as people who do nd know about AIDS and take risks. One person explained,
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“many people do nd know. Principally, men donot know. Many do nd know nor
believe. Men do na pay attention li ke women. There are many women who — yes, we
pay alot of attentionto things.”

When asked how often they discussAIDS, most women told me that they do na
discussAIDS in their communities, in their homes, with their spouses, or with their
friends. Discusgons with spouses are limited and take place infrequently and most often
in resporseto television a to the woman's AIDS test when pregnant. Several
responcents mentioned a reluctance to discussthis topic with their children because they
think that their chil dren are too young to hea about AIDS.

The stated absence of discussons abou AIDS isinteresting for two reasons. First,
even in the asenceof discussons among female pea's, consensusis high in this group
regarding concern, reasons for concern, and much of the knowledge and keliefs abou
AIDS. Knowledge and beli efs, then, might be shared more through media and visitsto
hedth care providers than through person-to-person communicaion within socia groups.
The dsenceof discusson isaso interesting in light of the expressed concern abou
AIDS, particularly concern for men and children. Based onresporsesto interview
guestions, it seems that although these women worry abou the disease andits potential
eff ects on men and chil dren, they are not communicaing this concern. Possble reasons
for ladk of communication include the stated feding of ignorance éou AIDS or
potentially feelings of discomfort abou broaching the topic and personal concerns.
Discomfort abou approaching the subject could potentially be due to a variety of
personal or cultural reasons.

Cultural Models of AIDS

The following cultural models related to AIDS derive from resporses to open-

ended questions abou HIV and AIDS. The models presented in Figures 5.1 and 5.2are

hierarchicd in that items at the top d the figures are higher-level models than those
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below™®. Explanations are suppemented by resporses to freelist elicitations and multiple
resporse (yes/no/unsure) questions where avail able. Thoughspeafic interview questions
guided resporses to a cetain extent, the models refled the main themes that interviewees
chose to discusswhen asked general questions about HIV and AIDS.
Basic Modédl of AIDS

The higher-level model of AIDS isrelated to the concept of HIV only in that, for
those who have an understanding of HIV, HIV isthe same thing as AIDS (Figure 5.1).

HIV = AIDS

Inform

Transmisson | Informs Symptoms <_| ‘ Severity
Comparison
to other
Prevention Risk groups ill nesses

Personal Public
hedth hedth
problem problem

Figure5.1. Basic Model of AIDS

Abou one half of respondents reported that they do na know what HIV is, and anather
half of respondents said that HIV is AIDS. There does not seem to be aseparate ailtural
model for HIV, nor dothe lower-level models of AIDS necessarily apply to the
understanding of HIV diredly.

Mid-level models of AIDS for this group d women included threeprimary
concepts; transmission®, symptoms, and severity. That is, when respordents were asked,
“what is AIDS,” most responced by explaining transmisgon, symptoms, and severity of

the condtion. Throughout the interviews, resporndents repeated the same themes.

¥ The size of the boxes in these models does not signify importance Boxes are sized to best fit the text
within them.
2 Names of models are italicized in this thesis.



50

Transmission includes lower level models as presented in Figure 5.2 below. The model of

transmission informs prevention, though it may not necessarily motivate prevention

AIDS Transmission

AIDSistransmitted from humans
who have AIDSto other humans.
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Figure5.2. Model of AIDS Transmission®
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behavior for this group. Beliefs about transmission a so influence ideas about risk groups,

or those people or groups of people who are more likely to have AIDS. Symptoms and

severity inform ideas about AIDS as compared to other illnesses, though understandings

of other illnesses may also inform supposed symptoms of AIDS. Severity of AIDS

?Y1n public health and other biomedical literature, the most commonly cited actual transmission routes are
sex (vaginal, oral, and anal) with an infected person, sharing needles or syringes with an infected person,
and from an infected mother to her baby during pregnancy, birth, or breast-feeding. The body fluids that
spread HIV are blood, semen and pre-gjaculatory fluid, vaginal fluid, and breast milk. Casual contact does
not spread HIV, nor do mosquitoes, and nor does saliva.
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includes two lower-levels models: AIDS as a personal health problemand AIDSasa
public health problem. Presented below are discussions of ead of the mid- and lower-
level models of AIDS.
Transmission of AIDS

Figure 5.2 above presents the mid-level model of transmission. All respondents
expressed an understanding of AIDS as transmitted from humans who have the disease to
other humans, diredly or indiredly. Thus, the AIDS transmission model includes a
model that AIDSis transmitted from humans who have AIDSto other humans. Assuumed
inthisideaisthat AIDS istransmitted. It is not acondtion poduced by aternative
faaors, such as genetics, stress or diet. Also assumed isthat AIDS affeds humansandis
spread by humans?®. No ore presented an understanding of AIDS as a disease that affeds
other animals or as a mndition produced by environmental fadors. Specific routes of
transmisgon from humans to ather humans included dred and indired transmisson.

Dired transmisson routes are those where dired contad with ancther human
resultsin spreal of the disease. Direct contact includes lower-level models of spedfic
transmisson routes, including sex, open-mouth kissing, mother to baby, and cuts. The
most commonly discussed transmisgonrouteis sx. Additionally, sex was the most
frequently mentioned route of transmissonin the freeli st elicitation (33/34) (Table 5.1)
andwas said to be aroute of transmisson by all participants when asked to respondto a
list of posgble transmissonroutes (Table5.2). Sex includes two lower-level models,
baoth framed within an assumed nam of marriage: sex within marriage, whichis
considered absolutely safe unless there is also sex outside of marriage, and sex outside of
marriage. Respondents discussed several types of sex outside of marriage.

The most commonly presented type of sex outside of marriage and the one that

seams to concern women most is cheating. A number of respordents discussed their

% The only exception hereisthat AIDS can be transmitted by mosquitoes. Mosquito transmisson was
presented as aform of indired contad, similar to infedion by a*“dirty” nealle, as discussed below.
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personal concern for AIDS by describing the presence or absence of extramarital sex in
their relationships. Several women told stories of husbands’ infideliti es. Cheaing by
women was discussed mostly in vague terms of whether or not women cheat. None of the
women dscussed personal sexual experiences outside of marriage. Prostitutionisa
related type of sex outside of marriage, though thisistypicdly considered to be sex for

pay with awoman who worksin ahouse of prostitution a one who “walks the stred.”

Table5.1.
Frequency of Mention of Transmisson Routesin FreeList Elicitation

Transmisson Routes Frequency
Sex 33
Blood 17
Cut
“Intimate parts’ (penis/vagina)
Saliva
Bload transfusion
Used nealles/syringes
Drinking/eating after someone
Drugs
IMouth
Breast feeding
Kiss
Semen/g aculation
Vaginal fluid
Sheeze
Surgery
Anus
Bathroom
Being near someone
In hospitals
In utero
“ Other contact with people”
Prostitution
Sweat
Urine
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Table5.2.

AIDS Transmisson Routes Ordered By Frequency of “Yes’ Responses

(Added to questionnaire after first five interviews. N=30)

53

Transmisson Routes Yes| No | ?
Can awoman contract AlDS by having sex with a man with AIDS? 30 0 0
Can aman contract AIDS by having sex with an infeded woman? 30 0 0
Sharing infeaded nealles and syringesto inject drugs 30 0 0
Sharing tattooing needleswith a person with AIDS 30 0 0
From an infected mother to her baby during pregnancy 30 0 0
Having sex without a condom with an infected person 29 1 0
Sharing infeded nealles and syringesto inject medicine 29 1 0
Can aman contract AIDS by having sex with an infeded man 29 0 1
From blood transfusions 28 1 1
Can awoman contract AIDS by having sex with awoman with AIDS 28 0 2
Sharing infeded neealles and syringesto inject vitamins 27 2 1
Piercing ears (with shared neelles) 27 1 2
From an infected mother to her baby during breast feeding 27 0 3
Having anal sex with a person with AIDS 26 0 4
Having aral sex with a person with AIDS 25 2 3
Donating blood 22 7 1
From toilet seats 22 8 0
From the urine of an infected person 22 1 7
From the saliva of an infected person 22 7 1
From the feces of a person with AIDS 20 3 7
From mosquitoes 20 4 6
Open-mouth kissing with a person with AIDS 19 6 5
From other insects (likefleas or ticks) 19 4 7
When blood istaken for examination 18 9 3
From water from swimming poals 17 7 6
Sharing drinks or foodswith a person who has AIDS 15 | 12 3
If a person with Al DS sneezes 14 | 12 4
If a person with AIDS coughs 14 | 13 3
From baths or showers 14 | 11 5
From sharing eating utensils, glasses, or plateswith a person with AIDS | 13 | 12 5
Kissng with the mouth closed with an infected person 9 17 4
From water fountains 9 18 3
Eating foods prepared by a person with AIDS 6 17 7
From thetearsof an infected person 6 17 7
When a child playswith a child who has AIDS 4 23 3
Kisson the cheek 3 26 1
Being beside a person with AIDS 3 25 2
Caressing aperson with AIDS 3 25 2
By hugging aperson with AIDS 3 25 2
Greeting aperson with AIDS 1 27 2
Touching aperson with AIDS 1 28 1
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Severa responcdents discussed men’s exua aacess to prostitutesin brothelsin Mexico.
As mentioned abowve in the sedion onconcern about AIDS, for some women there seems
to belessof athreat extramarital sex in the United States than in Mexico, even though
there seems to be ahigher threa of AIDSinthe U.S.

Anather type of sex outside of marriage is premarital sex. Several women
mentioned concern abou youth and premarital sex. Lack of knowledge @out AIDS and
unproteded sex are mnsidered to pu youth at risk. Severa interviewees aluded to the
ideathat “kids today are not as well behaved aswe were.” There seansto be ashift in
children’s beli efs abou accepted behavior, espedally for youth in the United States,
acording to respondents.

The fourth type of sex outside of marriage is homosexual sex, spedficaly men
having sex with ather men. The interview included adiscusson d a scenario in which a
Mexican man who hes immigrated to the United States withou his family gets drunk and
has sx with another man. When asked if this scenario is common, about half of
responcents indicated that it iscommon a that they have heard of it happening. Reasons
cited for married men having sex with ather men include the inabili ty to find afemale
sexual partner, loneliness and depresson when men migrate withou women, and alcohd
use. This cenario is considered to happen more in the United States than in Mexico
becaise it is here where the men experience lonelinessafter migrating without spouses.
Homosexual sex outside of marriage does not seem to be asalient personal concern for
responcents. This makes sense in light of the fad that married interviewees were women
who have immigrated to the United States with their partners, and therefore may perceve
littl e or norisk of their partners behaving homosexually.

Anather low-level modd of dired transmisson d AIDS is open-mouth kissing. In
resporse to open-ended questions abou AIDS, a number of respordents gated that

kissng could transmit AIDS. In free-list élicitation (Table 5.1), threerespondents
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reported that kissing could spread AIDS, seven said that saliva could spread AIDS, and
five said that the mouth could spread AIDS. Additionally, when asked to respondwith
“yes,” “no,” or “unsure” to a series of questions abou transmisson and risk, nineteen
responcents said that open-mouth kissng could spread AIDS and an additional five said
that they were unsure aout whether open-mouth kisang could spread AIDS (Table 5.2).
In contrast, nine respordents said that closed-mouthed kissng could spread AIDS and
four were unsure of this posgble transmissonroute.

Mother to baby is another low-level model of transmisson by dired contad that
was mentioned by several respondents during general discussons abou AIDS.
Respondents noted two primary ways that a mother can infed her baby: through breast-
feeding because the baby drinks its mother’ s breast milk and in utero becaise the baby
shares bloodwith the mother. Though in utero transmissonwas not a salient item in free
list elicitation (Table 5.1), al respondents agreed (when asked dredly) that an infeded
mother could transmit AIDS to her baby during pregnancy and twenty-seven said that a
mother could transmit AIDS to her baby when breast feeding (Table 5.2).

A fourth low-level model of AIDS transmisson unabr direct contact is cuts. A
number of women used cuts as an example of how blood can transmit AIDS. Generally
these examplesincluded briefs gatements abou a person having a aut or woundand
bleading on ancther person. When asked if the bloodwould need oy to touch the skin
of the other person, most responcents explained that the other person would also have to
have acut and that blood would have to be shared. Ten respondents mentioned cutsin the
free-list elicitation exercise.

Indirect contact transmission routes occur when a person with AIDS does not
diredly contad another person (Figure 5.1). Instead, something from the person (i.e.
blood,saliva, or other bodily fluid) is passed to the uninfeded person through some other
vehicle (i.e. anedalle, insed, or the ar). The model of indirect contact also contains

several lower-level models.
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The most often mentioned transmisson route included undcer indirect contact
described by participants is blood transfusions. Many respondents discussed the risk of
having bloodtransfusions when respondng to open-ended questions abou AIDS.
Additionally, twenty-eight of the responcdents said that bloodtransfusions could spread
AIDS in the multiple resporse exercise.

Mosquitoes and sharing needles/syringes are dosely linked concepts.
Respondents explained that mosquitoes gread the disease in the same way that shared
neeadles transmit AIDS; infeded bloodremainsin the needle or “stinger” and is then
injeded into a person when aneedle is ared or mosquito hites ancther person. Ancther
possble explanation for the beli ef that mosquitoes spread AIDS is that mosquitoes are
vedorsfor cetain ather known diseases.

Several types of casual contact were said to transmit AIDS. To varying degreses,
sneezing or coughing by an infeded person, wsing toil ets that have been used by infeded
persons, and eating and drinking after infeded persons were thought to transmit AIDS.
Aswith mosquito transmisson, these ideas may be aognitively linked to perceved
transmisson d other ill nesses. Also related to the cnredion between mosquitoes and
needles, responcents may make logicd connedions between routes that share mwmmon
body fluids (bloodin the cae of mosquitoes and needles and salivain the case of kissng,
sneezing, coughing, and sharing foodand dinks).

Supplementary Transmission Data

Tables5.1and 5.2above present data from afree list elicitation exercise anda
multi ple resporse exercise, bah related to transmisson and risk. Participants gave li sts of
transmisson routes after a series of open-ended questions about HIV and AIDS. After a

LEINTS

series of freelist questions, interviewees resporded “yes,” “no,” or “unsure” to apre-

generated li st of passble routes of transmisson?>, In addition to informing the

% Most elementsincluded on thislist are possble transmission routes that are presented in the educational
brochure “Family Guide for HIV/AIDS Revention” published by the American Red Cross
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presentation d the altural model of AIDS transmisson, the data from these exercises
identify other perceved transmisson routes and further understanding of participants
concepts of transmisgon.

For the freeli st exercise, responcents li sted ways that AIDS can be transmitted
and baly parts and baly fluids that they believe spread AIDS. The number of
responcents who said each item was courted to provide the list of frequenciesin Table
5.1.Based onresporsesin this exercise, the domain of “things that can transmit AIDS’ is
rather small for this group. Possble reasons for thisinclude the following. Many
responcents did na fed confident with their knowledge @ou AIDS, and therefore might
have very few items that they felt comfortable mentioning. Additionally, most
responcents learn about AIDS from limited sources (i.e. television and hedth providers)
and nd from persona or community experience, so beliefs may not be shared within
communities. Finally, the adual routes of transmissonfor thisill nessare limited, and
presentation d AIDS by hedth providers and television most likely refleds this aduality.
The most salient item is“sex,” with thirty-three of thirty-four respondents mentioning
this transmisgon route. Other items are mentioned much lessfrequently than “sex”:
“blood’ (17/34), “cut” (10/34), “ ‘intimate parts (penis/vagina)” (8/34), “saiva” (7/34),
and so on.

After the freelist exercise, responcents were asked to tell whether each item in
list of posgble transmisson routes could spread AIDS. Table 5.2 (abowe) presents the
resporses to this exercise, ordered by number of “yes’ resporses. Resporses for this
exercise did na correspondwell to the free-li st responses. For example, while only six
people mentioned “used neadles/syringes’ during the free list adivity, al respondents
said that “sharing infected needles and syringes to inject drugs’ could spread AIDS.?*

One posshility for this differenceis that resporses listed duing the free-list adivity are

% Twenty-nine ayreed that sharinginfedted needles and syringes to inject medicine wuld spread AIDS, and
27 agred that sharing infeded needles and syringes to inject vitamins could spread AIDS.
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most salient personally for this group d responcents at the time of the interviews, while
items on the multi ple resporse exercise may have been evaluated based onrespondents
current general knowledge @ou AIDS and pdentially about other infectiousiill nesses.

The most widely shared knavledge onthe “ AIDS Transmisson Routes’ Tableis
generaly true. Those transmisson routes that are agreead to spread AIDS by twenty-five
or more people ae dmost al the same transmisson routes cited by epidemiologistsin the
United States. The one exceptionto thisis “bloodtransfusions,” which since 1985 fas
been considered very low risk in the United States™ but in Mexico acmurts for twelve
percent of HIV infedions (Daley et. al 1999. At the point where the number of paositive
resporses decreases by threeon the table (“donating blood’), the adual risk aso
deaeases darply. None of the transmisson routes from “doreting blood’ to the bottom
of the table are mentioned in current pullic health literature & transmitting HIV. For
resporses below the inserted bladk line on Table 5.2, two trends can be seen. As
consensus decreases for pasitive resporse to items, level of contact with bodly fluids
tendsto deaease. Also, items toward the upper half of this dion d the table tend to be
those that are commonly perceved as potentially spreading other infedions, whil e those
toward the bottom of this dion are nat commonly indicaed as greading other
infedions.
Perceived Risk Groups for AIDS

Perceved transmisgon seans to influence beli efs abou risk groups, asindicaed
by an arrow from transmission to risk groupsin the basic model of AIDS (Figure5.1).
The most commonly cited risk groups are thase whorisk adivity is sx, which appears to
be the most complex lower-level model. Twelve respondents explained that people & risk
for AIDS are thase who sleg with various partners. Spedfic referencesto the sex of

people who have multi ple sexua partners was about equal; thus, it does not appea that

this group d responcents perceives males or females who have multi ple sex partners as

% Beginning in 1985 all blood danationsin the U.S. are tested for HIV antibodes (Donegan 1999.
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more likely to be & risk. Several people identified prostitutes and/or homosexuals as at-
risk groups. A number of people indicaed that anyone could pdentially contrad the
virus. For example, ore responcent said, “1 think that thisill nessdoes nat distinguish.”
Severa othersindicated that all people who are not careful are & equal risk

Prevention of AIDS

The transmission model of AIDS also appeasto inform perceptions abou

prevention (see Figure 5.1). When asked how a person can prevent becoming infected
with AIDS, resporses tended to foll ow most salient transmisson routes. Responcents had
the most developed explanations of ways that people can prevent infection due to sexual
transmisson. Most commonly stated was the need to use condams. Other resporses
included avoiding sex with an infeded person, oy having sex within marriage, na
having sex with a person without knowing him or her, and more vague axswers uch as
not having “sex with just anybody” and being careful when having sex. Avoiding used
needles (for injeding drugs, tattoos, ear piercing, and Hoodtests) was ancther popuar
resporse. Severa interviewees related the importance of “being careful” asaway to
prevent AIDS. “Being careful” was most commonly used for avoiding transmisson when
receving bloodtransfusions, having sex, being in haspitals, and going to the bathroom.
Other resporses mentioned included avoiding kissng and having more information abou
AIDS.

Condoms

The isaue of condam use was pedfically explored duing interviews, through

genera questions about AIDS and prevention and several questions gedficdly related to
condanm use. Interviewees responded to questions abou whether people use condans,
reasons why some people may not use andans, and whether men think it islessmado
to use condams. Resporses yielded the foll owing observations. Abou half of al

responcents beli eve that many people use amndams and abou half believe that people do
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not use ondans. Within the context of these interviews, the asumed primary use of
condansisfor prevention. Thus, various reasons for using condans were not explored
for the purposes of this projed. Follow-up responsesto pasitive answers abou whether
people use mndams included that condans are used by single men and by men who have
sex with many women.

Reasons for not using condams can be described in six general categories. Below
isan ouline of reasons with ill ustrative statements from the interviews.

Stated reasonsfor not using condoms:

1. Doubt and mistrust of partners

“Thaose that use [condams] are people who slegp with many women. But
they don't use cndans when they trust the woman . . .andthey dorit use
them when they don't want the woman to distrust them . . .[condansg]
cause doult.”

2. Religion
“Much of it isreligion. Religion daes nat permit them that protedion.”
3. Lack of information/education

“We don't have sufficient education. In Mexico thereis hardly any
educaion abou AIDS.”

4. L ack of pleasure

“They donit liketo use them becaise it’s nat the same. It doesn’'t fed the
same.”

“They think that they don’t have the same satisfaction.”
5. Discomfort or pain

“They donit liketo use condans because they are plastic. Many times, |
think, they irritate the skin.”

“They say that [condams] turn the skin red. They burn.”
“[Condams] can stay inside and infect the woman.”
6. Machismo and beliefs held by men

“[They don't use mndoms] simply becaise they are machistas.”
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“The Mexican man is afraid to use cndans because they say that they
will | ose their potency if they use them.”

“They think if they use condams they are nat men.”

“Perhaps smply because they don’t put their fluid into the woman [if they
use a ondan).

“Men are so strange. They have their beliefs, they are machos, they do
what they want, and that’s it.”

More respordents indicated lac of feding, discomfort, and madismo than ather
fadors associated with reasons for not using condoms. Whil e machismo was explored as
astandard question, respondents mentioned this issue before the topic was edficdly
addressed during the interview. When asked if men think that using condomsisless
macdho, sixty percent of responcents responced positively, versus thirteen percent of
responcents who said that they do nd think that men think this®.

Vaccinefor AIDS

Onetopic of prevention that does not seam to be informed by the model of
transmissonis existence of avaccine for AIDS. Each respordent answered a question
abou whether an AIDS vacane exists. Abou forty-seven percent of the groupsaid that
there is avacdne, twenty-threepercent indicated that they do nd know whether a
vacane «ists, andthirty percent said that thereis no vacane for AIDS.

Symptoms and Sequelae of AIDS

Many responcents defined AIDS by describing a number of symptoms that they
asciate with this disease (presented in Figure 5.1 as amid-level model of AIDS). As
shown below (Table 5.3), respondents identified a variety of percaved symptoms and
sequelaefor AIDS. While many of theitems $iown in the table ae commonly presented
by biomedical experts as effects of HIV infedion, several of the items are uncommon.
For example, foat problems and dynessare nat commonly presented in literature on HIV

and AIDS. Other common symptoms that are typicdly present in HIV/AIDS literature,

% Therest of the respondents said that they do not know if men think that it is lessmacho to use @mndoms.
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such as diarrhea, fever, flu-like symptoms, were not mentioned by this group. Other
common symptoms, including swollen lymph glands, vagina discharge, and memory
problems are not present on this list. Sources of knowledge may influence types of
knowledge and whether beliefs are consistent with commonly presented biomedical
information. Lack of personal or community experience with AIDS may account for low

frequencies of items named as symptoms and sequelae of AIDS.

Table5.3.
Fregquency of Mention of Symptoms and Sequelae of AIDS

Symptoms and Sequelae | Frequency
Thinness 10
Hair loss
Spots/marks on skin
lmmune system deficiency
Attack by other illnesses
Debilitation/Weakness
Paleness
Y dlow skin
Affectsthe feet
Bone pain
Diarrhea
Dryness
Eye problems
Eyes swell
Fever
Flu
Headache
Lack of desireto do anything
Loss of blood cells
L oss of appetite
Sweating
Vomiting
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Relationship Between Perceived AIDS Symptoms and Other Diseases

There gpearsto be some relationship between some of the symptoms and
sequelaeof AIDS and aher diseases (Figure 5.1). A number of respondents compared
AIDS to cancer. According to ore person, “[A personwho hes AIDS] becomes dry, loses
bloodcdls. . .I think that thisill nessislike cancer.” Ancther responcent replied to the
guestion d symptomsin thisway: “| imagine that [AIDS makes] hair fall out. Isthat it?
Or isit with cancer?” The belief that AIDS causes hair lossis common according to Elvia
Uribe-Martinez, an employee & the Athens-Clarke Courty Public Hedth District
(personal communication, May 2001). Based onher experiences as an HIV/AIDS
educaor and courselor to numerous people from many ethnic and cultural badkgrounds,
Uribe-Martinez thinks that this belief is crosscultural and related to a perceived result of
cancer?’. Threeother diseases that were asciated with AIDS are diabetes, anemia and
hepatitis. When asked what diseases are similar to AIDS, ore respordent repli ed
“illneses that affed the fed and eyes’ and later noted that AIDS is li ke diabetes. Ancther
indicaed that AIDS is like anemia because both cause apersonto becme pale. Hepatitis

was al so asciated with changesin skin tone:

“The bad yell ow, that is AIDS, na? There ae two types. Oneis AIDS and
the other, the bad yellow, is hepatitis. A person gets AIDS and turns
yellow. Also, hepatitis makes a person turn yell ow.”

Whil e there was no consensus for most of these examples, a number of
responcents compared AIDS to ather ill nesses based onsymptoms. What isnot clea is
the diredion in which these mnnedions are made; respondents could asociate AIDS

with ather ill nesses for various reasons and therefore beli eve that symptoms must be the

2| propase that one alditional possbility that hair lossisindicated as aresult of AIDSis that media
portraits of individuals with HIV/AIDS may include individuals who have experienced hair lossdue to a
number of reasons related to HIV infedion. Though hair lossis not commonly described in public health
literature as being asign for HIV or AIDS, the American Academy of Dermatology (2000 notes that
people with HIV infedion may suffer from a number of skin and hair disorders. Additionally, it makes
sense that due to nutritional disorders often associated with HIV infedion, hair lossmay occur.
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same or respordents could groupill nesses based on shared beli efs about symptoms. For
thisreason, the Basic Model of AIDS (Figure 5.1) shows bath passhilities.
Severity of AIDS

A third mid-level model of AIDS (Figure 5.1) is severity. Severity includes the
gravity of AIDS as a personal hedth problem and as a puldic hedth problem. According
to several women, AIDS isadisease that “ destroys’ and “kill s” andis “incurable,”
“mortal,” “ tremendous,” “ terrible,” “ dangerous’” and “bad.” Additionally, AIDS s sid to
“kill 90% of Latincs,” “affed many people,” and ke an * epidemic.”
Relationship Between Perceived Severity of AIDS and Other Diseases

The percaved severity of AIDS also appears to inform the comparison d AIDS
to other ill nesses, spedficdly cancer. When asked to name someill nesses that are more
serious than AIDS, abou thirty-seven percent of respondents compared AIDS to cancer.
Of these, several said that cancer is more serious than AIDS, severa said that AIDS and
cancer have the same level of seriousness and several said that both are equal in severity
except for that thereisa aire for cancer. In ancther sedion d the interview several
peoplerelated cancer and AIDS, based onthe beli ef that neither are aurable. Diabetes,
leukemia, and hepatitis were dso related to percaved severity of theill nesses.

Conclusions

The results presented here point to several important areas of consideration abou
this group s conceptuali zations of AIDS. First, based onrespondents expressed views
and opnions, this group d women is concerned abou AIDS. Concenisfor themselves,
their partners, their children and their communities andis based on perceived ease of
transmisson, symptoms and severity of AIDS. Additionally, while many responcents
claimed ignorance @ou AIDS, all of them know something about the disease, including
at least one way that the disease is transmitted. Furthermore, whil e there is apparently
littl eto no dscusson about AIDS in howsehads and communiti es, puldic hedth

messages abou the disease seem to be disseminating.
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Still, there are some gaps in understanding about HIV and AIDS that could
potentially pose risks if combined with high-risk behavior. While respondents expressed
concern about AIDS, they also indicated that they do not discuss this topic, even with
those people about whom they have the most concern. As previously mentioned, potential
reasons for absence of discussion include opinions about inadequate knowledge, lack of
comfort discussing thistopic, and avariety of other personal or cultural reasons.
Although media and health care providers seem to be disseminating adequate knowledge
about transmission, this knowledge does not seem to be complete and may or may not
affect behavior.

Lack of clear ideas about HIV transmission and prevention could potentially
mislead some people to think that they have very little control to prevent infection.
Beliefs about transmission of AIDS viaroutes such as mosquito bites, saliva, and toilets
could potentially lead some people to think that individuals have little or no control to
prevent infection. This belief could in turn lead to lack of motivation to prevent HIV
transmission by practices such as safe sex and avoidance of the use of shared needles.

Finally, while commonly held knowledge in this group includes information
about transmission via sex and use of condoms to prevent the spread of AIDS, expressed
beliefsindicate that taking preventive measures such as using condoms may not be
common. Furthermore, other beliefs about preventive measures may not lead to adequate
protection. For example, preventive strategies including avoidance of sex with an
infected person and having sex only with a person that one knows well would not
necessarily protect an individual from infection since HIV-infected persons can look and
feel well and may choose to hide their seropositivity statusif they know it.

The results presented in this chapter support many of the findings from studies
presented in the literature review of thisthesis. The results of the present study support
previous findings about types of knowledge and sources of knowledge. As Trotter,

Weéller, Baer, Pachter, et a. (1999) and Organista and Organista (1998) found in their
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studies, there is high consensus within this groupregarding risk fadors for AIDS, though
many of the cmmonly shared beliefs do nd reflect acairate information regarding
transmisson. Many of the inacairate transmisson routes delineaed by participants of the
present study are those that have been cited as transmitting HIV/AIDS by participantsin
other studies. For example, McQuiston et a. (1998) also report beliefs abou inacarate
beli efs regarding transmisson by saliva, mosquitoes, and toil et seds. According to
Organista @ a. (199%), these misunderstandings may be more mmmon when respondents
do nd personally know people with HIV or AIDS.

The results of this dudy also suppat previous results regarding sources of
knowledge, communicaion, and keliefs abou symptoms. As Well er and Baer (2001)
report, much o the information regarding HIV transmisson seemsto be diseminating
from media sources such astelevision. Also, ladk of communication abou HIV/AIDS has
been cited as problematic and relating to risk (Guendelman 1998and Singer et al. 1990.
Also similar to previousfindings (see Trotter, Weller, Bae, Pachter, et a.’s 1999study),
weight loss/ thinness gems to be the most widely reaognized symptom of AIDS for the
participants in the present study and participants did nad mention many acual symptoms.

Finally, ladk of condan use and regative factors associated with condam use
were aldressed by participants in the present study and have been addressed in several
studies presented in the literature review of thisthesis. Two dof the negative consequences
of using condans that have been suggested by previous dudies and the present study
include dhangein physical sensation and physicd harm caused by condans (for example,
seeBronfman and Moreno 1996. Also, as Diaz (1998 and aher authors have suggested,
condam use seams to be negatively associated with masculinity. Additional beli efs about
gender that may patentially impad possble transmissonand preventionideas and

behavior are presented in the following chapter.



CHAPTER 6
RESULTS: BELIEFSABOUT GENDER ROLESAND INFIDELITY

This chapter presents results to several questions related to gender. Spedfically,
these questions addressed respondents’ opinions about ided versus actual qualiti es of
men and their perceptions of men’s opinions about ided qualiti es of women versus adual
gualiti es of women. Additionally, there were questions abou multi ple sexual partners and
primary partners responsesto infidelity. The purpose of these questions was to explore
opinions abou norms of gender behavior that could paentialy influence thought and
behavior related to HIV transmisson and prevention. Aswill be shown, information
derived from these questions shows that, in the opinion d most responcents, there are
different norms for male and female roles and dff erent expedations of men and women
within relationships.

Opinions About Ideal VersusActual Qualitiesof Men

Ideal Qualities

In resporse to a question abou ided qualiti es of men, the women in this study
presented several charaderistics that they believe ae important within the context of
relationships. According to interviewees, idea qualiti esinclude resporsibility, resped,
nonviolence abstinence of alcohd and drug use, fidelity, and kndness Several of these
characteristics em to conred closely with ore ancther.

A number of women discussed the importance of resporsibili ty. Most responcents
who mentioned this charaderistic said that men are resporsible for their wives and

families. For example, one person said,
“In Mexico many people have the mentality that a man is resporsible for

everything, for the woman and the family. So, he hasto have aclear
resporsibili ty of the family and avery firm moral quality.”

67
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In this example, responsibili ty is conneded to moral charader. Other respondents related
resporsibili ty to help within the househald, abstaining from drinking, and herd work
(presumably outside of the home).

Anather frequent response was that men shoud have respect. Men should resped
their wives, families and themselves. This quality relates to several other qualiti es,
including nonviolence and fidelity. Women explained that men shoud show respect by
nat being violent toward women and that men should resped the relationship by
abstaining from extramarital sex. For example, ore interviewee said that men shoud
“respect women and nd bed them” and anather said, “they shoud respect them — tred
them well. They shoud na hit them. They shoud na yell at them.” Ancther, comparing
past and present values, explained,

“Today, noman is perfed. All are unfaithful. None have values, nomen.

They are very different . . . The values from the past are different from the

values of today. Above all, men and women respected their partners. This

was the most important value.”

Also highly salient to this groupas adesired charaderistic in men is abstinence
from drinking alcohd, using drugs and smoking. As gated in thein the previous two
paragraphs, abstinence from alcohd use is related to resporsibili ty and resped. Drugs
and acohd are dso related to violence

“Alcohd isaproblem [and] drugs—they shouddn't dothem, bu, well,

they dothem . . .today, there are men that drink and do dugs and later

come home and bed the woman.”
Mention d alcohd use and violent behavior (i.e. beding, hitting, and yelling) were
commonly close together in these interviews.

Interviewees also considered fidelity to be a important attribute for men to have,
though na as many women mentioned fidelity as mentioned respect, responsibili ty,

abstinencefrom alcohd, and nonviolence Fidelity seemsto link to morality, as

suggested in the foll owing example: “Emotionally, be agood person, ke moral, do na
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ched.” The mnnedion between morality and fidelity is also related in the example éove
regarding the ideathat men currently lack values and are unfaithful.

Kindressand related qualiti es are dso important charaderistics for men to have.
Kindressis often related to mention o friendship and helping within the househald,
spedficdly with children and howsehadd chores. Other charaderistics mentioned in
conjunctionwith kindnessare love for wife and family, enjoyment of spending time with
family, trust, communication, and resped. Kindnessalso has conredionsto nonviolence
and respect.

Actual Qualities

In contrast to desired qualiti es, women’s expressed opnions are that men are not
resporsible, do nd show resped, are violent, use alcohd excessvely, and are unfaithful.
Severa women expressed the beli ef that men are “macdistas’ and related this opinion to
the &ove qualiti es. Almost all of the women interviewed for this projed expressd
disappantment in men’s behaviors and attitudes.

Women related men’ sirresponsibili ty to money. For example, orne respordent
said that often when women work, men use their own money to buy bee and exped their
wivesto pay bill swith their money. She dso naed that men do na like to help within the

home. According to another respordent,

“1 have known, for example, in my family, my brother and my uncle trea
women poaly — like they were servants. They want [women] to pay for
everything and they don’t trea them well . . .. And they drink. They are
not resporsible with money.”

As e in bah o these examples, irresporsibili ty with money is often associated with

alcohd. Irresporsibility also relates to infidelity, as suggested here:

“Some ae resporsible. Others are not. They slegp with many women.
They are married and they giveill nesses to their wives or girlfriends.
There ae many who dink, many.”

Disresped aso relates to alcohd use. According to ore woman,
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“Some know how to resped the family. [But] there ae various cases when

the man likesto drink and it does not matter to him that his chil dren see

him, that he is an example for his children.”
Whil e resped was clealy related to nonviolence aided qualiti es for men, the
conredion ketween disresped and violence was not as grongly suggested in ognions
abou adual qualities that men pessss Still, violence was mentioned by a number of
women as a concern and was often linked to alcohol. In explaining how men are different
from her ideals, ore respondent said, “They are different. Some drink, fight with their
spouses—beat them.”

Mention d infidelity was also common duing interviews. Several women said

that men come to the United States from Mexico to work, leave their wivesin Mexico,

and have relationships with ather women whil e here.

“Mexicans are very different because many are married and have sex with

other women —almost all Mexicans, al Hispanics. Sometimes they have

wivesin Mexico and here they sleg with ather women.”
Not surprisingly, considering responcents’ consistently expressed concerns, the problem
of alcohd was also mentioned in conjunction with the problem of infidelity.

Whil e the majority of women expressed general disappantment in men, several
women were not entirely negative éoou men. When asked what percentage of men were

“moral” and “responsible,” one women said,

“Those that | know, yes, half of the men that | have known have good
qualiti es, are of goodmoral quality. | have known very goodmen.”

Severa women explained that all men are different, and several stated that their own
husbands are “good men.”
Opinions About Ideal Versus Actual Qualities of Women
Ideal Qualities
Respondents also answered questions abou ided versus adual qualiti es of
women. Interviewees were asked what they think men think are ided qualiti es for women

to have. Whil e responcents li sted some of the same qualiti es for women that they had
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listed for men (i.e. fidelity, resporsibili ty, and resped), there were three alditional
characteristics that they believe ae important to men: virginity, hardworking in the hame,
and service to men.

A number of women said that men prefer women who are virgins. One responcent
said,

“Still i n Mexico, they want avirgin wife. . .agood woman shoud be a
virgin and shoud be apersonthat does things for her family.”

Another explained that men who are “machistas’ want women who are virgins. She
further stated that for many men, virginity is the most important charaderistic for a
woman to have.

Mention d virginity was often close to mention o work within the home. Several
responcents mentioned virginity first and then followed this response with the ideathat
women shoud stay in the home, work hard in the home, and take cae of the cildren.
Spedfic work within the home includes cleaning and pgreparing meals, though many
responcents expressd that women doeverything in the home or that their jobis“to keeg
the house together” or be the “homemaker.” In addition to these resporsibiliti esis that of
serving men. Several women stated that men want women who “attend to them” or
“serve them well .”

Actual Qualities

Regarding qualiti es that women havein redity (versus perceptions of men’'s
ideds), respordents tended to have abroader perspedive of women than of men.
Answers ranged from, “one hunded percent, the Hispanic woman has been perfect” to
the beli ef that few women are good people. In general, howvever, the women who
participated in this gudy expressed ore of threeideas: that all women are diff erent, that
women closely match the “ided,” and/or that life is changing for women who move to

the United States.
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Severa people expressed simply the ideathat there ae many diff erent types of
women. As one responcent explained,

“There ae various classes of women, right? For example, awoman that
knows how to behave . . .and women that dorit know how to behave.”

Thisrespondent said that abou half of women behave well, whil e the other half do nd.
Other women expressed similar views abou diff erent charaderistics. There sean to be
fewer generali zations abou women than men, which makes ense in light of the fact that
all of the responcents are women and may be lessable to generalize eou their own sex.

A number of interviewees expressed that women in aduality match closely to the
idedsthat men have. As noted above, one woman indicated that Hispanic women are
perfect. Another said that Mexican women are homemakers, that they love houses and
homes. Others said that women have more respect than men, are hardworking, and that
they “carry the adossfor both” the man and the woman within the relationship.

Thethird idea expressed by many responcents is that women change when they
migrate to the United States. Whil e severa respondents viewed some of the changes as
negative, others related positive experiences for women in the United States. One view is
that Mexican women in the U. S. are sexually more liberal: “Here in Athens, many
Mexican women have sex with ather men . . .many change.” Anather respondent

described a more general sense of liberty:
“1 think that it is more liberal [here] than in Mexico. In Mexico, [women]

are more reserved, more humble. Andinthe U. S. they ean aliving, they
fed equal, with more rights, and they do what they want.”

When asked whether men aacept these changes, one woman explained,

“Many times they do nd accept it. It isdifficult for them to accept it, but
they are going to accept it, little by little.. . .it isavery slow change.”

I ssues of Infidelity
Anather topic explored in the interviews isinfidelity. Women answered questions
abou whether it is common that men and women have more than one sexual partner, why

people ae unfaithful, and hov women and men read to infidelity. Aswith genera
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gender charaderistics, responcents expressed dfferent views of men and women
regarding infidelity.
Cheating Behavior and Reasonsfor Infidelity

Thirty-two respondents were asked questions about infidelity. Of those, thirty said
that men have sex outside of their primary relationships, whil e fourteen said that women
have sex outside of their primary relationships. Reasons for infidelity differed for men
and women. According to women who participated in this gudy, men chea because they
are “madhistas,” becaise infidelity isa aistom, because their wives are nat here, because
they are more dtracted to other women, because they enjoy having sex with various
women o simply because they are Mexican. Other reasons cited seem to place
resporsibili ty for this behavior more equally onboth partners. A few women said that
men chea becaise problems arise within their marriages, including lack of
communicéion a lossof love.

Acoording to responcents, women chea because their husbands mistrea them,
because they marry too young, because they change when they come to the United States,
because more Mexican men than women live in the United States, or because of ladk of
morality. Absent from the reasoning is any idearelated to cultural norms for female
sexuality that “permit” infidelity. Instead, cultural norms are used as reasons for women’s
sexual fidelity. Several respondents reported that women do na chea because the austom
isfor women to have only one man; because when women marry, they marry for life; and
becaise women want to show love to ore man. Other reasons given for women'’s fidelity
include family concerns. Several responcents said that women do na chea because of
their need to take cae of family, because theating could harm their children, or becaise
women are too busy with homes and family to have time to chea. Also expressed were
several socia reasons, including that women have to resped themselves © that others

will resped them, because women are more reserved, a simply because “they shoud
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not” chea. One woman explained that women do na have sex outside of marriage
because they do nd enjoy sex as much as men enjoy sex.
Reactionsto Infidelity

Respondents also told their opinions abou what men and women would do if they
found ot that their partner had been urfaithful. Whil e there were mixed beli efs abou
whether women would separate or stay if they discovered their partner’ sinfidelity, the
resporse for men’s readion was clearer and typically included violent behavior.

Opinions abou women’s readions to partner’ s infidelity were mixed, with abou
half of the sample saying that the woman would separate or divorce and the other half
saying that the woman would stay with her partner. Several interviewees indicaed that
though some women in this stuationwould prefer leaving, often they cannot leave. For
example, oneresponcent said,

“There ae many people who separate, bu there are other people that — for

example, many people who come from Mexico are not able to dothis.

Even though they don’t want to, they have to stay with their husbands

many times, because sometimes they don’t know people or they have

children.”

A few women spoke from personal experience and said that they did nd leave their
husbands when they found ou abou infidelity, whether the coupelived in Mexico or in
the United States.

Options for women who stay with their partners include talking with the man
abou the problem, trying to understand and/or forgive the man, a simply accepting the
infidelity. Several respondentsindicated that women accept infidelity because that is the
custom: “Many women accept it as part of their tradition, that the woman shoud accept
what the man daes.” Severa interviewees mentioned the issue of disease transmisson,
though na spedfying AIDS. These respordents said that if awoman discovers that her

partner has had sex with another person, the woman shoud get tested for illnesses and try

to proted herself. Interestingly, this resporse was mentioned only in conjunctionwith
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statements abou staying with the partner, rather than being suggested as ssmething that
women shoud doeven if they leave.

Opinions abou men’'sreadionsto female infidelity differed sharply from
opinions abou women’s readions. Almost al respondents said that men would leave
their wives, and roughly half of the respondents mentioned some form of violence from
hitti ng to killi ng. When asked what a man would doif he discovered that his partner had
had sex with ancther person, ore responcent laughed and then said,

“Something different [than what awoman would dd. Because, like we

say, thase from Mexico, Mexican men are machistas. He would leave and
look for anather woman.”

Ancther explained,
“It’ sworse [compared to women’s readions]. They are machistas. | think

that the majority would not pardonthe woman. They would bea her and
leave her.”

A number of women said that the man would “kill " his partner. According to ore
responcent, “He would kill her! It isvery difficult for aman to accept that his wife has
been with another person.” Whil e this respornse may be an exaggeration d what the man
would adually do, several women explained that there are caes of men killi ng their
partners upon dscovering infidelity.
Conclusions: Gender, Behavior, and HIV Risk

This chapter has presented respondents’ beli efs about gender, including opinions
abou desired versus adua qualiti es of men and women, ognions abou infidelity and
reasons why people dheat, and bkeliefs abou how people read to infidelity. One of the
obvious conclusions regarding respondent’ s beliefsis that for ead of these topics, men
and women dffer in unque ways. The expressed beliefs aso indicate potential behaviors
that may increase risk for HIV infection. As presented in the literature review, severa
authors have linked gender to paential risk due to various fadors sich asmen’'s
behavior, women’sinabili ty to negotiate prevention and ladk of communication (for

examples ®eCastro-Vazquez 200Q Skjerdal, Mishra, and Benavides-Vadlo 1993 and
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Neff and Crawford 1998). The present research suggests similar relationships between
gender and potential risks.

If men do have sex outside of their primary relationships, use alcohol excessively,
and act violently, as women say they do, then they may be acting in ways that directly or
indirectly increase the likelihood that they will contract HIV and transmit the virusto
their primary partners. Sexual risk for HIV transmission increases as the number of
sexua partnersincreases. If sexua behavior with multiple partners (female and/or male)
ismore likely for men who have immigrated without their spouses, then there may be
additional risks for migrating men. Alcohol use may impair thinking and therefore lead to
behavior that could increase risk. For example, sexual inhibitions may decrease and safer
sex may become less likely if the impaired person cannot function well enough to use a
condom correctly. Excessive alcohol use and violent behavior may pose strong barriers
against communication about risks and prevention with primary and other partners.
Irresponsibility and disrespect, both related to alcohol use, may also pose barriers against
communication.

Ideal and actual attributes of women may also affect possible prevention and risk
behavior. Theideal of woman as virgin, homemaker and servant to man may lead to
cultural and social expectations that could prevent important communication about HIV
risk and prevention. Women who do not adhere to these ideals al so face potential risks.
Changesin sexual behavior due to acculturation or any other factor may lead to increased
risk for infection. Further, there is the potentia that while women change certain aspects
of their behavior and ways of conceptualizing their lives, they may not change other
ingrained beliefs. For example, one possibility could be that there is change in behavior
that includes having multiple sex partners but no change in behavior or beliefs related to
communication or prevention practices. Sanctions against women who behave in ways
that are deviant from norms may aso create circumstances that could potentially increase

risks.
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Issues pedficaly related to sexual infidelity raise obvious concerns related to
HIV infection. If the belief expressed by most of this ssmple regarding men’sinfidelity is
true, then many men have multiple sexual partners. As previously stated, risk for
infedion increases as number of partnersincreases. As men’srisk for infectionincreases,
so daestherisk for infedion d their sexual partners. If infidelity isa “custom,” as
women in this sample indicated, then men may be expeded to have multi ple partners and
women may be expeded to accept this behavior. If women doaccept this behavior “as
part of their tradition,” then they may nat be ale to communicae @ou their concerns or
proted themselves from risk of infedion. Even if women do na accept the behavior,
some may still face difficulties in changing it or proteding themselves. Asindicaed by
several interviewees, women may not be ale to change the situation a leave due to
various reasons, such asinabili ty (perceived or real) to care for their children o
themselves withou their male partner.

Finally, answersto questions abou gender and adher questionsin the interviews
point to the ideas of machismo and marionismo, as defined in the literature review.
Participants gpedfically mentioned at various pointsin the interviews that men are
“machaos,” or “machistas’ or that men act in certain ways because of “macismo.”
Though participantsin this gudy did na specificdly mention marionismo, they did
identify or allude to several ided and adual characteristics of women that have been
previously used to describe marionismo, including virginity, service to men, forgiving
and undbrstanding of men, and moral superiority.

Though this gudy included questionsthat are diff erent from those in studies
presented in the literature review, the results of the present study suppat previous results
regarding gender and pdential risks. These conclusions point out only afew of a
multitude of issues that women and men may face in regard to gender, sexual behavior

and HIV/AIDS. Whil e severa respondents indicated changes in women and
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characteristicsin men that are benign in relation to HIV risk, cultural conceptualizations

of gender may continue to enhance risks for many.



CHAPTER 7
SUMMARY AND DISCUSSION

Thisthesis has presented a discusson d cultural conceptuali zations of HIV and
AIDS and gender among adult female immigrants from Mexico who currently livein
Athens-Clarke Courty, Georgia. Chapter 1 introduced the topic and the mgor questions
asked in the thesis. The second chapter presented badkgroundinformation and areview
of relevant literature that establi shed the context of this projed. Based onreviewed
literature, some of the spedfic isaues potentially fadng immigrant Mexican women
include barriersto hedth care resources, differencesin hedth patterns, low education,
ladk of English language skill s, high rates of poverty, issues associated with cultural and
socia fadors (such as gender) and isaues related to migration and acallturation.

Chapter 3 discussed theoreticd perspedives of disease ecology and cultural
models, the research methods that | used to gather information and analyze data, and the
locaion d the reseach site. Chapter 4 presented general information about the research
participants, including demographic information and data pertaining to health care
resources. The thapter addressed the fad that this grouptendsto be relatively young, new
to Athens-Clarke Courty, married, and primarily Spanish-speging. While aou half of
the sample works, lessthan half of them contribute largely to howsehold income. Also,
while most of the sample have visited some kind d hedth care provider, few of these
women have hedth insurance and few have had dscussons with their hedth care
providers abou HIV and AIDS.

Chapters 5 and 6 presented the results of my analysis. Chapter 5 explored
responcents’ knowledge and keliefs abou AIDS. The dhapter presented respondents
concern abou AIDS, sources of knowledge, cultural models of AIDS and data from free-

li st elicitation and from multi ple resporse questions. Topics included definitions of HIV
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and AIDS, transmisson, risks, prevention, condom use, symptoms, and severity. While
responcents expresd concerns for themselves and their communiti es regarding AIDS,
many indicated that they do nd discussthis concern with their partners, families, friends
or other people within their communiti es. Although responcentsindicated that they fed
ignorant about this disease, they tended to know about the main fads regarding HIV and
AIDS. still, their beliefs and knavledge diverged from fadual information about
HIV/AIDS regarding certain topics, including certain aspeds of transmisson, gevention
and symptoms. Additionally, respondents presented opnions and beli efs abou
prevention that indicaed that there may be strong barriers against HIV preventive
measures, such as using condams.

Chapter 6 presented respondents beli efs abou gender roles and infidelity and
included dscussons of opinions abou ided versus adua qualiti es of men and women,
infidelity, and resporses to infidelity. This chapter showed that most respondents have
very diff erent beli efs about men and women and that acceptable gender roles differ
sharply. Gender norms may potentially lead to adivities that are known to increase risk
for becoming infected with HIV and may potentiall y pose barriersto prevention. Norms
for men, including having multi ple sex partners, excessve dcohd use, and violence may
all contribute to risk behavior, diredly (asin the ase of sex with various partners) or
indiredly (asin cases of acohd use leading to impaired thinking or violenceleading to
problems with communication abou important isaues). While women may less
frequently behave sexually in ways that would increase their risks, they may not be ale
to fully addresstheir own risksin light of their partners’ behaviors or cultural norms for
women. Ideds of virginity, homemaker and subservienceto men may contribute to
possble barriers to communicaion abou sexua concerns. WWomen who migrate may
experience onflicting behaviors and keliefs that could also contribute to increased risk.
Sexual infidelity, espedally within these particular social and cultural contexts of

differing expedations for men and women, increases the risk that men could contrad



81

HIV and then infect their wives. Lack of communication may pose strong barriers against
prevention.

Taken all together, the results of this project |ead to several important questions
that may be better answered in afuture study. First, to what extent do already existing
cultural models of illness and disease shape the model of AIDS? Based on responses to
general questions about HIV and AIDS, freelist elicitations, and multiple response
questions, participants in this study make logical connections between AIDS and other
illnesses and these connections help shape their definitions and explanations of AIDS.
Also, does culturally shared knowledge about AIDS motivate behavior? The results of
the present study suggest that this knowledge is not the only motivator of behavior,
including behavior related to sex and communication. Finally, do culturally shared beliefs
and realities regarding gender motivate behavior more than knowledge about AIDS
motivates behavior? The results of this study suggest that culturally defined gender roles
may be primary motivators of behavior and that behavior may also be affected by other
cultural ideals more so than knowledge about AIDS.

While the present project has addressed several issues related to
conceptualizations of HIV/AIDS and gender and one may conjecture possibilities of
behavior based the study results, this thesis cannot accurately predict risk or behavior. In
order to get a better understanding of risk and behavior, more studies should address
barriers to prevention, including cultural barriers such as gender conceptualizations and
norms for behavior, aswell as other potential barriers, including differential accessto
resources. In order to get a better understanding of these barriers, a possible study would
address not only knowledge about beliefs but also how this population behavesin
situations of possible risk and possible prevention. One potentia study might include a
group of both female and male participants and investigators and would be conducted
over several years. A study period lasting severa years would help investigators build

rapport that may lead to more openness from participants when reporting sexual
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behaviors and aher personal isaues. Also, alongitudinal study could trace any
progressonin behavioral change or changes in conceptuali zations abou HIV/AIDS and
gender that may occur as immigrants acculturate and/or are dfeded more by pulic
hedth education eff orts and impad of HIV/AIDS ontheir communiti es.

As other authors have previously suggested, public hedth prevention eff orts
shoud addresscultural and social rediti es of targeted groups. Ideds and norms houd be
discussed with participants, with an emphasis on hawv these ideds and morms aff ect
behavior and communication. The American Red Crossalrealy has prevention grograms
that focus on Hispanic and African American participants and the specific cultural and
social fadorsthat may affed these groups. Along with teading abou HIV and AIDS
fads, pulic heath educators $roud also focus heavily on kehavior change. For example,
aprevention groupthat includes male Mexican immigrants could concentrate on the
meanings of masculinity and ways of “being masculine” that do nd include risky sexual
behavior. Females from the same aultural group could concentrate on ways of negotiating
safe sex. Together, males and females could practice @mmunicaion skill sthat are
condwive to lowering risks and addressng important issues, na only within sexual
relationships but also with family and friends.

We caana know the exact numbers of Mexican people diredly affected by HIV
and AIDS in Athens-Clarke Courty, Georgia. Considering some of the aultural and social
fadors affecting hedth that are presented in the badgroundand literature review chapter
of thisthesis, it seams highly likely that numbers of undacumented cases of HIV and
AIDS within this popuation may be higher than for many other groups in the courty.

| hope that this thesis will be useful for pulic health educaorsin their efforts to
educate andto gain a better understanding of cultural and social fadors that aff ect female
Mexican immigrants as they face the rediti es of HIV/AIDS in their communities. A key
finding in the thesisis that this popuation hes leaned the major messages abou HIV and
AIDS commonly presented by puldic hedth educational eff orts through various paths.
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While there are some misperceptions about HIV and AIDS regarding transmission,
prevention, and symptoms, the results of this study suggest that female Mexican
immigrants have a strong foundation of basic facts. What is needed, then, is an ability to
incorporate this knowledge, additional AIDS-related knowledge, and cultural and social

realitiesinto potential prevention-related behavior.
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