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agement of HIV? This question was ethnographically researched
during a home counselling and testing programme as it was initi-
ated twice in a Kenyan community. The programme was informed
by worldwide efforts to organise and control HIV so as to ‘end
AIDS'. We focused critical attention on the relationship between
HIV testing and counselling and contend that local expertise in
speaking about (or silencing) sexuality, intimacy and HIV inter-
sected with the home counselling and testing campaign as an
instrument in the co-production of local gender dynamics and
power arrangements. We demonstrate how the home counselling
and testing programme was put to use for local cultural projects
aimed at (re)negotiating gender, sexuality, social roles, intimacy
and power dynamics and, in consequence, produced uneven
experiences with testing, treatment and AlDS-related health
outcomes during a period of major social change.
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Introduction

When Kibe, a local man, passed by the minibus with a stranger, a passenger, Muthoni,
made a loud remark, ‘I feel sorry for Kibe’s new wife. Everyone knows about Wanja
[his previous wife]. Wanja had been at the centre of local HIV lore for over a dec-
ade—acquiring HIV infection early in the Kenyan AIDS epidemic and being declared
‘dangerous’ as a result. Wanja had gained early access to antiretroviral therapy (ART)
and survived. She married Kibe, had a child, but later divorced. It was taken-for-
granted local ‘knowledge’ that all three of them were living with HIV.

Muthoni probably did not definitively know Kibe's new wife’s HIV serostatus. Yet
her comment demonstrated local expertise in speaking discreetly about matters of
sexuality and HIV, as well as the prevention strategy of paying attention to social net-
works in the context of a stigmatising epidemic. Practices of secrecy and selective con-
cealment were common so people could maintain dignity and pursue their ‘normal’
lives, activities, and relationships. In Muthoni’s logic, her observation of the stranger

CONTACT Elizabeth J. Pfeiffer @ epfeiffer@ric.edu
© 2020 Informa UK Limited, trading as Taylor & Francis Group


http://crossmark.crossref.org/dialog/?doi=10.1080/13691058.2020.1736632&domain=pdf&date_stamp=2020-03-03
https://doi.org/10.1080/13691058.2020.1736632
http://www.tandfonline.com

2 @ E. J. PFEIFFER AND H. M. K. MAITHYA

walking with Kibe evoked the suspicion that the woman had entered the complex sex-
ual history of Wanja and a possible HIV infection, potentially tainting her reputation in
pitiable ways. While people often articulated what was repeatedly emphasised during
HIV prevention programmes across Kenya—namely, that HIV testing is essential and
the only way to know someone is infected—Muthoni’s assessment was hardly unique.

It is within this context that we draw on ethnographic research to examine how
local expertise and cultural politics of secrecy (Hardon and Posel 2012) around issues
of sexuality and intimacy intersect with biomedical and global health institutionalised
knowledge, logics and the management of HIV during a home counselling and testing
programme as it was being introduced in 2011/2012 and again in 2014 in a Kenyan
community. On both occasions, there was an intense increase in efforts to test as
many people as possible, which included trained HIV counsellors going door-to-door
to offer free and confidential HIV tests and counselling to individuals, couples and
families. People who tested positive for HIV were immediately counselled on ‘the rules’
of safe sex (Rasmussen 2013), HIV literacy, nutritional needs, and other aspects of liv-
ing ‘positive’ lives (NASCOP 2008) and referred to a comprehensive care centre, where
free HIV care and treatment were available. The site in which this study was con-
ducted hosted a comprehensive care centre, and during two different research proj-
ects conducted by the lead author, home counselling and testing teams were making
their way through the area. People were thus actively discussing the programme,
while also negotiating decisions and providing commentary about HIV testing and
counselling within the contexts of their lives, relationships, and broader
changes happening.

We focus critical attention on discourses about home counselling and testing as a
lens through which to examine the relationship between HIV testing and counsel-
ling—whereby intimate information is revealed and advice on how to live healthily
with HIV is provided by a counsellor working at the nexus of local, national, and glo-
bal agendas and dynamics—in household (rather than clinic/office) settings embedded
within particular power dynamics of broader communities. We highlight the perceived
and experienced social tensions produced during these campaigns, demonstrate the
diverse ways that people put home counselling and testing technologies to use in
attempts to resolve dissonances, and ultimately show that institutionalised practices of
testing and counselling in homes open up moments for the (re)negotiation of social
relations and power arrangements.

Background to the study

Although there is still no vaccine or cure for HIV, treatment as prevention has made it
possible to imagine using biomedical technologies to eradicate this disease. Advances
of HIV science have spread around the world to ‘save lives’ and fuel discourses like
the ‘end of AIDS’, an ‘AIDS-free generation’, as well as the ambitious Joint United
Nations Programme on HIV/AIDS' (UNAIDS’) goals of ‘90-90-90 by 2020" and ‘95-95-95
by 2030" (UNAIDS 2017). With the goal of eradication in mind, the concept of the HIV
cascade/continuum of care now dominates the research and treatment practices of
global health scholars and professionals. While little scholarship has provided a global
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update on the successes and failures of UNAIDS to reach its targets, evidence from
one systematic review suggests that while high-income countries have generally met
their targets, low- and middle-income countries have not yet done so (Karatzas et al.
2019). This work credits differences to whether countries adhered (or not) to global
health HIV policies and guidelines and had supportive infrastructure with active
engagement of stakeholders.

Mapping onto this global trend, reports from Kenya reveal that while this middle-
income country has made progress, it has not yet reached the 90-90-90 targets
(UNAIDS 2019). Indeed, in eastern and southern Africa, the regions most impacted by
HIV, a continued barrier to eradicating AIDS is that not all people living with the virus
know they are infected (UNAIDS 2017). While Kenya has made major efforts to scale
up HIV testing, treatment and care, some people still actively avoid and refuse testing,
especially with their partners (Lavender et al. 2019). A report from 2012 indicated that
more than half (53%) of the 1.6 million Kenyans infected with HIV were not aware of
their seropositive status and that most (83.6%) married or co-habitating couples did
not know the status of their partners. In response, a wide range of creative
approaches to HIV testing strategies have emerged, including home counselling and
testing (Magasana et al. 2016). Biomedical and public health researchers have since
studied and produced a sizeable body of literature on testing initiatives (Cherutich
et al. 2012; Dalal et al. 2013), with many studies highlighting the successes of home
counselling and testing in Africa when the five key components outlined by WHO
(World Health Organization) (2012)—the 5 Cs': Consent, Confidentiality, Counselling,
Correct test results, and Connection/linkage to prevention, care, and treatment—were
respected and practised (Fylkesnes et al. 2013; Kyaddondo et al. 2012).

Social scientists also have been writing about HIV testing practices, noting signifi-
cant strides and increased acceptance of testing and offering important context for
understanding how gender dynamics influence the rationalities of people who actively
resist or delay testing and treatment for and disclosure of their HIV statuses (Eaton
2008; Whyte 1997; Wyrod 2011). This ethnographic work highlights tensions produced
between local—social, cultural, legal-moral, political, and economic—realities embed-
ding the social lives of people and ‘Western’ HIV testing and counselling logics.
Several scholars have documented how global health policies and guidelines—anch-
ored in individualistic human (and sexual) rights frameworks and norms about how to
empower people—are not universally or evenly embraced by all stakeholders, thus
sometimes resulting in local adaptations and unintended consequences (Angotti 2012;
Hardon and Posel 2012). Our study engages with and contributes to this latter body
of work to make sense of what is said about and the gendered responses to counsel-
ling and testing when they occur within homes in a community setting.

Global health programmes endeavouring to ‘end AIDS’ generally start with the idea
that scientific knowledge and definitively knowing and disclosing one’s HIV status—
the earlier the better—is ‘morally good’ and gives people power over their lives and
bodies, and motivates them to think and behave in ‘healthier’ ways (Hardon and Posel
2012; Kaler and Watkins 2010). Consequently, behaviours or practices—such as refus-
ing to test; being secretive/not disclosing; failing to report to the HIV clinic for treat-
ment; and/or not adhering to safer sex practices, ART regimens and other lifestyle
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changes—are construed as ‘problems’ that must be solved (Nguyen 2010). This burden
falls heavily on HIV testing counsellors and health workers who are trained to ‘know
best’ (Rasmussen 2013; Vernooij and Hardon 2013), which sometimes places them in
awkward—if not impossible—positions within ‘the necessary fiction of the institutional
“counselling industry”(Moyer, Burchardt, and van Dijk 2013, 5435).

We imagine contemporary global health knowledge, logics and practices surround-
ing the home counselling and testing programme to ‘end AIDS' as ‘sociotechnical
imaginaries’, a concept developed by Jasanoff and Kim (2015, back cover) to ‘describe
how visions of scientific and technological progress carry with them implicit ideas
about public purposes, collective futures and the common good’. We question what
happens when such sociotechnical imaginaries are inserted into a context where peo-
ple have alternative ways of knowing, managing and speaking about (and silencing)
issues of sexuality, intimacy, and HIV. To understand the relationship between HIV test-
ing and counselling and local perceptions of, discourses about, and responses to the
home counselling and testing programme, we draw on a framework that Hardon and
Posel (2012, S4) refer to as ‘a cultural politics of secrecy: who speaks, to whom, what
is said, how it is said and what is withheld—all of which is embedded within a wider
matrix of relationships, hierarchies, cultural norms and sanctions’.

In Muller-Rockstroh (2012, 269) work on ultrasound in Tanzania, she encourages
anthropologists to go beyond asking the obvious questions of ‘whether a technology
works according to pre-determined principles’. Inspired by her ideas, we also ask how
HIV testing and counselling services in the home were experienced and perceived as
helping to facilitate or complicate the lives of people as they worked to pursue, nego-
tiate, and uphold a wide range of (sometimes contradictory and competing) cultural
ideals, identities, norms, and relationships in a rapidly changing and chronically
inequitable world. We argue that cultural politics of secrecy intersect with the institu-
tionalised testing and counselling practices of home counselling and testing to co-pro-
duce (Jasanoff 2004) local gender dynamics and power arrangements. The data
presented engage with and contribute to seminal anthropological work on HIV testing,
secrecy and interpretive theories on HIV counselling practices related to issues of
intimacy and sexuality in sub-Saharan Africa (Moyer, Burchardt, and van Dijk 2013).

Methods

With research permissions granted through the Institutional Review Boards at Indiana
University, Brown University, and Moi University, our data built on important themes
that emerged consistently across two larger research projects (2011/2012, 2014) con-
ducted by the lead author in one community. The first, year-long ethnographic study
centred on the social and structural factors sustaining HIV-related stigma, which incor-
porated a wide range of methods, including daily participant observation—docu-
mented in fieldnotes—in diverse settings (e.g. clinics, bars) and at various events
(e.g. burials, engagement parties), and more than 100 semi-structured and 30 life-his-
tory interviews all expressing a wide range of community experiences and perspec-
tives. Data were further gathered and triangulated using casual and impromptu,
individual and small group conversations with key consultants, and conversational
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journals authored by 10 local residents. Given the inherent biases of ethnographic
data collection and in an effort to reduce them, the lead author rotated working inde-
pendently and alongside a team of local, well-connected research assistants, each
selected to reflect the social, linguistic and ethnic variability within the study commu-
nity. Research assistants worked to socially and linguistically revise interview protocols
and were crucial for identifying and recruiting interlocutors across the social spectrum
and interpreting/translating during and after interviews and participant observation
sessions. The study team met regularly to discuss and analyse data using an iterative
thematic coding approach commonly used in ethnographic analysis (Ryan and Bernard
2003) and to guide subsequent areas of investigation. A second qualitative study led
by the first author—with data derived from semi-structured interviews with 30 mem-
bers of the general community—focused on barriers and facilitators of HIV testing and
linkage to/retention in HIV treatment and care among men.

Neither study was designed to investigate home counselling and testing. Yet, across
the studies and the interviews conducted, the topic of these campaigns came up dur-
ing formal interviews and in casual conversations. Here we draw only on narratives
and circulating discourses collected and analysed by both authors and highlight the
patterns and themes that emerged across these data. We believe that our methodo-
logical approach and emphasis offer a unique angle through which to understand the
programme, local perceptions of it, and the relationship between HIV testing and
counselling.

Ethnographic context

The study community is located on a major highway in Rift Valley Region with
approximately 11,000 inhabitants who represent a mix of Kenya's 44 diverse ethnic
groups, especially Kikuyu and Kalenjin. This part of Kenya has fertile land and a climate
suitable for productive agriculture, which is in stark contrast to the rest of the pre-
dominantly arid country. Consequently, the research area has been a place of migra-
tion, displacement and ethnic/political conflict since at least the colonial period (Lynch
2011). Serious tensions and competition over land and businesses persist in this
region, evidenced by ethnic violence related to several democratic elections (Lynch
2011). Post-election violence erupted between people from differing ethnic back-
grounds, many people were killed, maimed or displaced, and numerous houses, busi-
nesses, and farms were burned and/or looted (Kamungi 2009). The violence was
perceived/experienced as a catastrophe fuelling local discontents, including ethnic ten-
sions, corruption, political and economic insecurity, high rates of unemployment, an
increased reliance on competitive informal/illegal economies (e.g. prostitution), and
disruption of social roles and relations (Pfeiffer and Maithya 2018).

Gendered tensions and politics were also evident at the national level. A persistent
refrain trickled through media reports and political cartoons that violence against men
was on the rise. News coverage included images of assaulted men, touted as victims,
seeking care in public hospitals, and headlines such as ‘Male Edifice Crumbles as
Women Rise’ (Daily Nation 18 February 2012). These types of articles linked the source
of ‘dangerous trends’ to a potent combination of men shirking their conjugal duties,
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and frustrated women ‘increasingly defying cultural norms and ... challenging men’s
traditional dominance in African society’ (Daily Nation 2 December 2012). These dis-
courses, we suggest, were at least in part a response to the UN Millennium
Development Goals? that focused heavily on promoting gender equity in ways that
have translated into the creation of programmes to empower women economically,
educationally and through health interventions (World Bank 2019). Recent ethno-
graphic work on such efforts in other parts of the world reveal the adverse impacts
they have had on the lives of women (Cookson 2018; Moeller 2018). In our interviews,
people consistently reported transformations in gender role expectations, noting that
women had become overly ‘burdened’ by new forms of responsibilities. Mary, a
mother and social worker noted,

Women are depended on for everything ... [caring for] cows, fetching water, firewood,
food, taking care of children, educating them, cleaning the house. ... When we [women]
got an ID, it generalised the work, so we are equal .... Men don't support their wives;

. the husband depends on the wife to look for food—[so] nowadays, both the children
and the husband depend on you.

Many of the news articles described above emphasised Kikuyu husbands being bat-
tered by wives, who were characterised as being ‘in the habit of beating up their
men’ (Daily Nation 2 September 2012). Ethnic, political and economic sentimentalities
thus sometimes intersected with and crept into the media coverages under the guise
of gender politics. A central message was the notion that myriad forms of social rela-
tionships and dynamics were in flux due to globalisation and the legacies of uneven
development. Consequently, these ethnic, political, economic and gendered tensions
further contributed to local cultural politics of secrecy, ways of knowing and managing
the world and HIV, and the ways people attempted to put the science and technolo-
gies of home counselling and testing to work in efforts to (re)organise, negotiate and
control social life, sexuality and gendered living.

Moral discourses and disrupting social relations

People generally expressed ambivalence towards the home counselling and testing
programme. Many appreciated the benefits of early identification and treatment of
HIV. At the same time, they sometimes shared exceptional stories about the danger-
ous consequences of individuals suddenly ‘knowing’ their HIV seropositive statuses in
their own homes. These narratives illuminate cultural politics of secrecy intersecting
with HIV science and technologies to shape local discourses about and practices
related to the programme. Such stories also revealed that an HIV diagnosis had come
to symbolise the inability of people to uphold their ‘ideal’ or ‘proper’ social, gender,
and moral roles and responsibilities, especially after being counselled in the required
lifestyle changes of living ‘positively’ with HIV. Citing examples of social disruptions as
evidence, several people claimed that the home counselling and testing campaign
was a ‘disaster’. During an impromptu, small group discussion among teachers, every-
one agreed with Cheptoo, a woman in her thirties, as she made the following
observations:
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Those home counsellors should be people they [those being tested] are comfortable
talking with and sharing their problems with. If you are going to test in a Kalenjin area,
you must bring in a Kalenjin to speak who is in the same age set ... at least not much
younger [and has the same marital status].

Local social and moral rules and concerns about preferred ways of talking about
sensitive information were perceived to have been violated by the counsellors, in this
case across lines of ethnic, linguistic and generational backgrounds and marital status.
In the context of a community characterised by ethnic animosity and urban-rural and
generational divides, the testing campaign disrupted very basic, yet tacit cultural
norms and logics about how HIV test result disclosure, advice-giving and trust should
be established and maintained within households. Cheptoo went on to explain the
negative, unintended consequences during home counselling and testing when an
HIV test revealed a sexual mishap involving an older woman in her rural community:

During the HCT testing, this [grandma] came to realise that she was HIV+. ... Now this
lady is so embarrassed. ... Now everyone knows that grandma is HIV! ... [S]he talks very
badly now ... [and] tells her children ..., ‘Bring me food! because ... she was told that

when you have [HIV], you need to eat properly. ‘l need to eat! | need to eat! Bring me
food!"” And sometimes she refuses to pick up her jembe [tool used for subsistence
farming]. ... ‘[Grandma], what is wrong with you? [Her reply:] ‘The HIV has [kept me
from working on] the [farm]!" ... It is like she has become mentally disturbed [and]
traumatised. | think this HIV and AIDS thing needs to be handled with a bit more
confidentiality.

Cheptoo seemed to understand that this campaign facilitated the grandmother’s
engagement in a particular, yet inappropriate ‘sick role’ performance (Parsons 1951),
evidenced by her refusal to participate in labour and demand for extra food and
attention; therefore home counselling and testing opened a space through which she
could be exempted from social and cultural norms, roles and household duties. At the
same time, HIV testing and counselling was characterised as offering the grandmother
a new set of rights and responsibilities beyond the clinic and in her home—as a
‘good’ patient who engages in self-care—in order to live healthily with an exceptional
chronic condition. Cheptoo’s call for ‘more confidentiality’ seems to be rooted less in a
concern about individual human rights but more in an anxiety about and reaction
against the counsellors—the local contradictions they produce—and the potential
social disruption that HIV disclosure can cause an entire household in an economically
and politically vulnerable community.

Exceptional stories about the home counselling and testing programme uniformly
featured women. For example, one married woman, described as becoming ‘hysterical’
was suddenly thrust into local gossip when neighbours started talking because the
counsellors had spent over an hour in the house, which they read to mean that the
woman was diagnosed with HIV and required extra advice. This local observation
maps onto the Kenyan national HIV testing and counselling policies used during the
research (NASCOP 2008) which placed less emphasis on pre-test counselling to priori-
tise post-test counselling (Hardon et al. 2012). A college student and mother, Violet,
summed up the gossip, while also offering an interpretation of it and the negative
impact such talk had on the woman'’s reputation:
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| think [home counselling and testing] caused her to have hysteria. Right after [home
counselling and testing], she rented a room with a Congolese truck driver. After that she
went running up and down in the village, grabbing her private parts and saying that she
isn't satisfied [sexually] by the husband and wanted more sex. She was saying, ‘Somebody
help me!" | think the [Congolese] driver used a love potion on the lady [a form of
witchcraft]. People [told] the husband about the wife, but the love potion must have
rubbed off on [him] too, because the man didn't care. ... People are saying that the
woman started shouting, ‘I won't die alone!” And now | have been hearing that she has
started to seduce all the good men who treat their wives so well. People are talking,
‘Take care [be careful] of that wife!’

The women featured across moralising stories about home counselling and testing
were often described as breaking sexual codes and deviating from ‘proper’ gender
norms and roles. Gossip thus circulated about particularly ‘dangerous’ women, which
served to tarnish their reputations and reinforce the idea that people should uphold a
particular set of gender ideals. At the same time, such gossip offered local critiques of
HIV counselling messages related to safe sex practices, as well as the notion that peo-
ple living with HIV were oversexed, adulterous and purposefully spreading the disease.
Literature suggests that gossip/rumours in sub-Saharan Africa can be used to interpret
and reflect on ways that biomedical knowledge and technologies are resisted, manipu-
lated, and rendered local (White 2000). Gossip about the cases described above—true
or not—illuminates how local cultural politics of secrecy intersected with the home
counselling and testing programme to perpetuate the stigma of HIV and supply
women as scapegoats—blamed for complex social and structural problems and
changes fuelling the spread of this virus.

Sometimes people complained about the lack of confidentiality during and follow-
ing home counselling and testing, resulting in some of the inherent contradictions fac-
ing HIV counsellors—to both help ‘end AIDS’ and uphold the 5 Cs—being negotiated
and, at times, locally adjusted. During an interview, Samuel, an HIV counsellor and
father, spent 45 minutes talking about the importance of disclosure, which the national
HIV testing and counselling policies (NASCOP 2008) were strict about and included an
emphasis on the rights of sex partners to know if a partner is infected (Hardon et al.
2012). Samuel then went on to discuss how policies that demanded confidentiality
and local practices of secrecy and concealment were ‘enemies’. In so doing, he
described the contradictions of being an employee of the counselling industry:

| am HIV+and you are keeping that confidential. You cannot tell. Not even your own
sister. And | infect your sister! ... And because of this word—confidentiality—I am hiding
a gun here. | am going to kill your sister. And you can't say so? So counsellors should
eliminate or at least say that it is not a mandatory thing that the HIV status [of our
clients] is confidential. Had you disclosed it—could | have infected your sister? ... That
confidentiality is what makes HIV spread. ... Why are we testing all these people? To
help the community? To make me access these drugs? But all alone? ... At the end of
the day, you have only put a cover over a fire that is burning ... and it is spreading. But
suppose you unveil the fire and you expose the smoke [a sign of danger]. Would
somebody go there? HIV is a disease like any other. But people don’t want to talk about
it? Confidentiality is our barrier.

Angotti (2012) has documented similar tensions facing HIV counsellors in Malawi,
where global health HIV testing norms of the 5-Cs conflicted with local, ethical, and
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moral concerns for the health and well-being of the people, and thus it was perceived
that maintaining confidentiality was harming communities and was not always priori-
tised in practice. Similarly, interviewees in our study sometimes recalled the inconsist-
ency of counsellors in upholding confidentiality. Cheptoo emphasised how home
counselling and testing workers left behind lists with area chiefs of the names of indi-
viduals who should be encouraged to follow through on their referrals to the compre-
hensive care centre. She mimicked the public insensitivity of one leader the day after
the HCT programme had passed through her village: ‘You, [states the name of the
centre]’, while snapping and pointing in its general direction. During interviews in
2014, people recalled previous breaches in confidentiality, which amplified their
concerns about being tested in their homes.

Home counselling and testing, missing men, and gender politics

Moralising and exceptional discourses about home counselling and testing offer a con-
text for understanding the gender politics surrounding the programme. One consist-
ent theme across narratives was the perception that very few men were actually
tested or counselled in their homes, which matches epidemiological research in sub-
Saharan Africa that demonstrates that men have higher rates of AIDS-related morbid-
ity and mortality because they are less likely to accept HIV testing and thus delay
entry into HIV care (Druyts et al. 2013; Mills et al. 2012). Perhaps this also explains
why women were at the centre of local gossip about home counselling and testing.
Interviewees seemed uniformly amused as they recalled men running away, ‘hiding in
the maize’, and ‘chasing away counsellors using machetes’. Discourses about,
responses to, and experiences with the programme were described as intersecting
with power dynamics, norms and performances of masculinities/femininities working
in tandem.

While people acknowledged that ‘everybody is afraid of a positive [HIV] result,
most expressed a sentiment that it was easier for women to get tested because
‘women are confident about their HIV statuses’. Relatedly, many repeated comments
such as, ‘stigma nowadays is only for men’. But both of these common remarks stood
to contradict the moralising gossip just described to reveal an added tension and
struggle between men and women—produced during home counselling and test-
ing—over who was more negatively impacted by a positive result. Still, when asked
why it was easier for women to get tested, people credited the confidence to several
factors, including classic stereotypes about perceived ‘faithful’ women and
‘promiscuous’ men. As Kiprono, an unemployed man in his late thirties, stated during
an interview, ‘It is obvious. If my wife was tested and found to be positive, there was
no need for me to be tested because it was me who contractfed] the HIV'. Others
claimed that women’s confidence emerged from the sense of responsibility shared by
women to care and provide for and produce children for the family. Kimutai, a civil
servant and father, stated that women get tested and seek treatment ‘immediately
[because] it is the only option to attain the family values and to continue the family'.
Likewise, most people credited the ease with which women tested as a direct result of
the prevention of mother-to-child transmission programmes. As one woman who was
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in her early thirties and identified as a sex worker put it, ‘When you are [pregnant],
you have to be tested. So it is mandatory’. Watoro, a young mother who sold charcoal
near the highway, added that if expectant mothers were not tested, medical professio-
nals would not help them deliver their babies, thus testing was coercive.

To Watoro, the mandatory requirement was a good thing. Gender ideals, norms of
being ‘good’ women—as ‘faithful’ wives and/or responsible mothers—were simultan-
eously described as facilitating women in their participation in the home counselling
and testing programme. Testing symbolised that they were upholding their ideal gen-
der norms and duties. This also mapped onto the realities that women increasingly
carried an uneven proportion of the familial responsibilities, including HIV testing.
Thus, men, with few programmes to prepare them psychologically and allegedly bear-
ing the brunt of the blame for potentially infecting others, were characterised as being
more at risk of negative effects of HIV testing because there was uncertainty surround-
ing how they might react. One casual labourer in his forties admitted, ‘I would rather
stay that way [without knowing test results] because if | ... am positive, stress will kill
me .... Stress kills men, and that is why we don't test. Knowing is much worse, better
to stay without knowing'. Health professionals also stressed beliefs of uncertainty sur-
rounding whether a man would have a negative psychological reaction upon learning
he was infected with HIV. During a follow-up interview, Samuel described working
with clients:

The emergency of testing positively! | think that is the word—It is an emergency! There is
no stigma. There is the reaction. Everybody will tell you that he was shocked [upon
learning he was HIV+]! Okay, okay after the shock, what do you do? Okay, | was shocked.
| was shocked to know that | was HIV+. But after realising the shock, what do you do?

. Many men, if they are sincere, will tell you, ‘After | realised | was HIV+, | started
suffering’. ... After shock, [you can ask people] ‘What did you do?' It depends on the
individual. Somebody would think to go and murder himself. Suicide. Spreading [the virus
purposefully]l. Hm? Drinking spree. Hm? Causing chaos? Hm? Start selling everything.
Squandering everything. Divorcing! Hm? Because after the shock, some feel, [they] cannot
stand telling [their wives]. So, the best thing is to divorce. Huh? Yes. [You] start chaos
with your kids. You isolate yourself. There is [that] isolation. Huh? But all of these
[happen]because of diagnosis.

Narratives surrounding the home counselling and testing programme were framed
as being easy for ‘confident’ women and complicating the lives of men. As such, local
discourses served simultaneously to justify the social sanctioning of women who
tested positive and the refusal of men to be tested in their homes. Kimutai articulated
the view of others about the imagined impact of being ‘officially diagnosed’ with HIV
on the reputation of a respected man:

HIV has a very negative impact on a man—he loses dignity and social value—the moral
value of being a father or a man of that house. ... Economically that family will go down
and the upbringing and the social life of that family will be low because the
stigmatisation [is there] that [the] father is HIV+. He will no longer be recognised or
appreciated by others. ... The marriage will not be stable as before because the mother
will be the only one now who will be looked upon. Socially, he will be rejected.

Some men avoided home counselling and testing to protect their reputation, sta-
tus, family and power, as well as to manage the social/psychological uncertainties of
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HIV, which were documented early in the HIV epidemic and before there was access
to ART (Eaton 2008; Whyte 1997). For many men, definitively knowing an HIV status—
contrary to global health assumptions—was not always perceived or experienced
as a form of empowerment over their lives. Instead, their power derived from stra-
tegic and calculated efforts to maintain ignorance about their HIV status during
the home counselling and testing campaign as a strategy of preserving dignity and
‘normal’ behaviours.

Home counselling and testing, public secrets and testing by proxy

While we are unable to report any official statistics on how many people—men or
women—were actually tested during the home counselling and testing campaigns,
discourses and narratives revealed local perceptions that consistently characterised
women as being the most psychologically prepared and willing to be tested for HIV,
while men were construed as actively resisting the entire programme. Business owner,
James, during a small group discussion among friends, took pride when he shared his
‘testimony’ about the programme that had passed by his home the previous day:

When home counselling and testing workers [came], they introduced themselves. After
the introduction, | told them, ‘I am not ready to be tested and ... you cannot force me.
So | think it would be best if you go, until | think otherwise’. Then | forced them to go.
So then afterwards, my wife was pregnant, so | took her to the clinic. There she was
forced [to be tested]. And | told her, ‘You alone. Let you be tested alone and then you
get the feedback because you are everything. My all and all'.

The entire group erupted into laughter, while repeating in unison, ‘my all and all'.
James had given voice to the public secret about men and extramarital affairs (Hirsch
et al. 2009), and the invasiveness of this HIV programme and his right to refuse testing
and counselling (Mkhwanazi 2016). His statement also indicated the ways that local
expertise in managing HIV and cultural politics of secrecy worked with the global
health home counselling and testing technology to resolve tensions and (re)assert
gender politics and (re)organise and control social life. Furthermore, he underscored
the commonly reported practice of men using the results of their wives/lovers to
determine their own serostatus—testing by proxy—as a strategy to avoid direct HIV
testing and (not really) know and thus manage HIV and avoid potential social sanc-
tions. Mwangi, who was in his forties and worked as a casual labourer admitted, ‘[My
wife] was the only one who was tested. If she tells me she is positive, | will say, “Hey,
even me, I'm positive”. A young HIV counsellor named Rahab confirmed the senti-
ment when discussing why it was difficult to find men to test:

One, because you find that most of the women do testing on behalf of their partners. A
woman tells you, ‘I want to test. My husband told me to test’. And when she goes [to the
husband] with the results, then the husband says, 'You are negative. Ooooh, even me, |
am negative’.

Outside the interview context, the first author encountered this practice on several
occasions, including when reuniting with Kamau a key consultant in 2014. Kamau,
who was informally employed in the transportation sector, eagerly shared the fact
that he was HIV negative. Since he had previously asserted that he feared testing, he
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clarified that he had not been tested, but his wife had tested herself because she was
suspicious of his having secret love affairs. He seemed relieved to report, ‘When she
told me, “I'm HIV negative”, | knew | was HIV negative’. Using this same logic, a small
group of women mentioned that getting tested for HIV gave them a sense of agency
in their lives; as Mercy, a self-identified sex worker in her late twenties stated, ‘Some
women fear the husband because they may have another partner. So if this pro-
gramme comes around, some take advantage saying, “Let me be tested so | can start
medicine to help the children™. Although one reading of women’s willingness to be
tested for HIV might be viewed as passive or forced acts, another is that some did so
as a 'capacity for action’ (Mahmood 2001) and that together, men and women, were
actively using the institutionalised home counselling and testing programme, not
necessarily to ‘end AIDS’ but to take control of and (re)negotiate everyday uncertain-
ties of life during a period of shifting gender and cultural dynamics, relationships and
responsibilities.

Discussion

Global health discourses and practices in biomedical technologies to ‘end AIDS’ pre-
sume that officially knowing about HIV—through programmes such as home counsel-
ling and testing—is morally good for society and gives people power over their lives
and health. Our data—offering insights into how people living in one part of Kenya
made sense of and responded to the technologies of HIV testing and counselling in
their homes—suggest that such knowledge is more nuanced and sometimes per-
ceived and experienced as producing local dissonances and thus a potential liability
for households and communities. People around the world encounter, experience and
respond to biomedical technologies in diverse ways that are cultural, gendered and
political. The narratives and circulating discourses about home counselling and testing
just presented illuminate how theoretically neutral HIV testing and counselling cam-
paigns can become gendered in homes to (re)produce social and structural tensions
and inequalities.

A cultural politics of secrecy framework is useful for thinking through the relation-
ship between the technologies of HIV testing and counselling that are inserted into
household settings in Kenya. Hardon and Posel (2012) argue that secrecy is an embod-
ied social practice in the domains of sexual and reproductive health. It is thus ‘a situ-
ational, relational and mobile tactic, shaped by permutations of saying and not saying,
withholding and disclosing’ (S6). That is, the body is simultaneously a subject—
through which people experience the world—and an object that can be manipulated.
While previous research on HIV in sub-Saharan Africa has centred on the ways people
use various technologies to conceal and silence the body from revealing its secrets
and to maintain ‘normalcy’ (Kyakuwa and Hardon 2012), the technologies of home
counselling and testing —to ‘end AIDS’, as sociotechnical imaginaries—were some-
times interpreted as potentially exposing private information and requiring people to
discuss sexual mishaps with strangers in the intimate settings of their homes and
before there were any visible signs. Relatedly, the observable bodies of and the words
spoken by the counsellors—who sometimes stayed too long at houses to offer advice
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on responsible sex, health maintenance and behaviour change—were described as
contributing to an in/advertent leaking of secrets and, at times, dangerously violating
the tacit cultural, moral and social forms necessary to establish trust and the grounds
for speaking or silencing issues related to sexuality, intimacy and HIV within household
dynamics. The potential social tensions and disruptions generated by home counsel-
lors—their testing revelations, advice and possibilities for disclosure—sometimes gen-
erated value worthy of gossip about people, women in particular, who break moral
and sexual codes. They were simultaneously construed as dangerous and vulnerable
to having their reputations and identities spoiled after being tested and asked to
problematise and change their previous behaviours in their homes—beyond the walls
of the clinic—where nearby members of the household/community were listening and
paying close attention. Circulating gossip and common discourses about the responses
to home counselling and testing were both a product of and contributed to local cul-
tural politics of secrecy and worked together to control the sexuality of people—keep-
ing people in line with more stereotypical gender roles and expectations—during a
period of rapid social change and tensions not simply between the sexes, but among
people who were further divided across lines of ethnicity, generation, marital status,
and rural/urban settings.

Our data on home counselling and testing also suggest that the linked technologies
of HIV testing and counselling—when inserted into homes—interacted with local cul-
tural politics of secrecy as people negotiated and attempted to resolve the tensions pro-
duced by these campaigns in ways that were socially transformative. While the
commonly cited practices of men avoiding testing and/or being tested by proxy can cer-
tainly be used to point to gaps in ‘proper’ knowledge about HIV and discordant couples,
this interpretation stops short. It discounts local expertise/knowledge, dismisses the pos-
sibility for local agency and misses the opportunity to explore how and why people
might actively construct their own ignorance to preserve those gaps to resolve dissonan-
ces and attempt to gain/maintain power. Anthropologists have long noted that power
and knowledge are often dependent on the social construct of ‘not knowing' (Barth
1975). Scholars studying such phenomena, for example, have demonstrated that non-
knowledge, secrecy and concealment are not the opposite of knowing, but rather are
productive for people (Comaroff and Comaroff 2001; High, Kelly, and Mair 2012).
Gershon and Raj (2000) argue that people sometimes construct and/or evoke ignorance
to help control their ‘hybrid identities’ (e.g. class, gender, ethnicity) and ultimately to
gain beneficial positions within power relations. Mfecane (2012) has convincingly argued
that men in South Africa strategically delayed being tested and treated for HIV until
they were extremely and visibly ill from AIDS—a disease that damaged their respectabil-
ity and social reputations. However, after fully recovering, men often openly disclosed
their seropositive statuses, which impressed community members and thus was a strat-
egy that helped them restore the social respect they had lost.

Building on these insights, we argue that the strategic avoidance of testing and
testing by proxy were a calculated maintenance of ignorance—a form of social know-
ledge about what to not really know. Understood through a cultural politics of secrecy
framework, it is a practice of silencing the body and words of the counsellor, a tech-
nique of concealment and information control used and performed to preserve social



14 (&) E.J. PFEIFFER AND H. M. K. MAITHYA

statuses, identities, relationships, and future possibilities. Perceptions of, experiences
with, and responses to home counselling and testing can thus be viewed as creative
social forms that were performed by men and women for a wide variety of purposes
and agendas. Together they worked to actively use HIV science and technologies of
testing and counselling to take control of, (re)organise and (re)negotiate the uncertain-
ties of their lives during a period of major change. The programme served as
their instrument.

Notes

1. Formerly, 3 Cs—Consent, Confidentiality, and Counseling—were included in the Kenyan HIV
testing and counselling guidelines used between 2008 and 2015, thus in place while our
research was conducted (see NASCOP 2008).

2. These goals expired in 2015 and were replaced by the UN Sustainable Development Goals.
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