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Self-Rejection and Self-Denial in HIV/AIDS
The Case of Ibibio PLWASs in South-South Nigeria
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Abstract. — Despite the progress in developing antiretroviral
(ARV) drugs that prolong the life of many individuals with HIV
infection, many people living with AIDS (PLWAs) are still un-
able to access intensive health care due to certain cultural forces.
The fear of stigmatization, a social reaction to HIV/AIDS, leads
Ibibio PLWAS to self-rejection and self-denial. This in turn leads
to self-medication and secrecy of care in AIDS. PLWAs also lose
both the support of the community and that of health care in-
stitutions. All these constitute the risks against PLWAs’ health.
Through an ethnographic study conducted in Uyo and Itu Local
Government Areas (LGAS) of Akwa Ibom state in South-South
Nigeria, coping mechanisms in response to HIV/AIDS were ex-
amined. The study also examines the people’s actions towards
certain HIV/AIDS-related behaviours. The study argues that anx-
iety and depression have combined effects in creating the stig-
ma attached to PLWAs. This in turn leads to self-rejection and
self-denial expressed in form of a health myth created around
preternatural forces as agents of disease. This situation leads to
higher rates of morbidity and mortality due to HIV/AIDS among
the Ibibio. [Nigeria, Ibibio, HIV/AIDS, self-denial, self-rejection,
stigmatization]
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Introduction

The impact of HIV and AIDS has affected many
communities in Nigeria. Yet due to the lack of spe-
cific case studies on how people respond to the prob-
lem of HIV/AIDS in their particular cultural con-

text, information on specific cultural actions related
to HIV/AIDS is not commonly available to many lo-
cal communities in Nigeria. Hence, HIV/AIDS con-
tinues to act as serious health problem in the coun-
try. However, had such cultural actions been clearly
understood, it is likely that there could have been
a more successful intervention, which could have
dramatically scaled down the prevalence of HIV/
AIDS in Nigeria. As noted by Read (1964), cultur-
al actions and disease are inseparable, since health
and disease are cultural patterns guided by actions
and reactions. Thus, in many Nigerian local cul-
tures, perceptions of disease and responses to such
perceptions vary (Jegede 1998; Ajala 2007). These
variations in turn influence how certain people react
to their health problems. Some reactions constitute
a health risk as shown in the case of HIV/AIDS in
Ibibio society. As shown in this article, among the
Ibibio, self-rejection and self-denial are responses
to HIV/AIDS that prevent the people from taking
positive action against the disease.

HIV infection is regarded sinful in many African
societies, thus AIDS becomes a metaphor for mor-
al and physical contamination. HIV infection cre-
ates a tarnished image and identity for the individual
(Bharat 1995). This image and identity is projected
unto life beyond physical death, reinforced, popu-
larized, and legitimized by social and traditional re-
ligious values in such a way that HIV/AIDS is seen
as a contamination of the individual and of the so-
ciety’s identity (Sontag 1989; Bradbury 1993). Un-
like other incurable diseases, AIDS is an emotive,
moralized, and socially stigmatized condition which
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is transmitted through unprotected sexual contact
(Bharat 1995; Songwathana and Manderson 2001).
Among other means of HIV transmission, exposure
to contaminated blood is also risky. But among
many Africans, transmission through unregulated
sexual contact, regarded as immoral, is still most
popular. Hence, many African societies interpret
the disease through moral lens. The moralization
of HIV/AIDS in many of these societies influenc-
es health-seeking behaviour and the way in which
PLWAs (People Living with AIDS) see themselves.
It also affects how they relate to others and how they
manage their sexual behaviour.

Among the Ibibio of South-South Nigeria, cul-
tural responses to diseases are shaped by the cultur-
al perception of the disease in question. People have
ecological, preternatural, cultural, and biological
explanations of disease (Ekong 2001). Such percep-
tions, depending on the particular disease, combined
to produce varied actions, which have dialectical ef-
fects on disease and care. In this context, the Ibibio
people associate HIV/AIDS with preternatural and
cultural explanations. For many people, especially
those who belong to the lower social strata of the
society, the disease is in part due to the machina-
tion by gods, goddesses, or witches. More impor-
tantly and culturally, to the people HIV/AIDS is so-
cially unacceptable and the PLWAs should not be
exposed to the rest of the society. Since the disease
is related to sexual immorality, people believe that
such a disease should not be made public. The reac-
tion is that of self-denial and self-rejection largely
caused by fear, depression, and anxiety that accom-
pany the disease. This in turn creates health risks
for the society.

According to Herek (1988, 1990), Okafor (1994)
and Soyinka (2001), anxiety, fear, and depression
are universal problems that come with HIV diagno-
sis due to the fact that AIDS is a stigmatized disease.
This suggests that stigma in AIDS implies prejudice
and discrimination against and the discounting and
discrediting of those perceived to have AIDS or its
virus. It is a feeling that one is rejected and unwant-
ed by others. In HIV/AIDS stigma means self-guilt
and self-admission of HIV/AIDS as abnormal. It
is also the anxiety by PLWAs that “others” (Non-
PLWAS) have rejected them due to their infection
of HIV. Herek (1988) observed that stigma can ex-
tend to individuals, groups, and communities asso-
ciated with HIV/AIDS. It produces far-reaching ef-
fects on the spread, care, and entire management of
the disease.

According to Goffman (1964) the concept of
stigma refers to “an attribute that is deeply discredit-
ing” (23). To Goffman, stigma is a complicated phe-
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nomenon that has three key dimensions. The first
dimension is that the stigmatization and normal are
not discrete categories but rather ends of a contin-
uum. By implication, much of actual experience in
stigmatization lies in the grey areas which are in-be-
tween (VanLandingham et al. 2005). According to
VanLandingham et al. such a perspective belies the
view of many who see some communities as har-
bouring stigma but others not, therefore suggesting
that the reality of stigma may be more complicat-
ed. Secondly, stigma is concerned with discredited
and discreditable identity and person. It suggests a
distinction between actual experienced stigma (by
a “discredited” person) and anticipated stigma (by
a “discreditable” person). Lastly, stigma is a sym-
bolic interaction which is evaluative (instrumental).

Following from the above dimensions of stigma,
reaction to stigma according to Herek and Capitanio
(1998) especially in relation to HIV/AIDS may be
founded on prejudice. In many African societies
such prejudice include social devaluation and the
desecration of societal norms mostly through unac-
ceptable sex as in the case of HIV/AIDS. It may also
be based on instrumental criteria, such as fear of
immoral death. Other scholars have examined how
discredited or discreditable people feel, especial-
ly when experiencing disease roles and illness be-
haviours (Jacoby 1994; Malcolm et al. 1998). They
have also explored how perceptions and experiences
of stigma may vary over the course of the illness.!
On both sides, according to Alonzo and Reynolds
(1995) stigma have negative consequences. Those
suffering from HIV may anticipate negative reac-
tions from their communities and, therefore, have
a more negative interpretation of community reac-
tion towards them; at times possibly more negative
than how the community actually perceives them.
Mostly in societies where the perception of stigma
is high, AIDS patients and the entire community are
at risk. The effects of stigma are particularly felt
in many Nigerian rural areas where it results in se-
vere discrimination against people with HIV/AIDS
(Ajala 2007). Stigma thus plays a major role in pro-
ducing psychological stress such as depression or
anxiety in PLWAs (Goldin 1994).

Despite the fact that among the Ibibio HIV/
AIDS is considered a discriminatory disease that
stigmatizes its victims and their relations, little at-
tention has been paid to this in terms of how it con-
stitutes a health risk. More importantly, it has not
occurred to researchers to study the impact of cop-
ing mechanisms of the PLWAS in relation to the

1 Merson (1993); Alonzo and Reynolds (1995); Brashers et al.
(1998).
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culture of stigmatization in the society. As subse-
quently shown in this article, since the Ibibio cul-
ture of HIV/AIDS is enshrined within the template
of stigma, it is important to know, how it constitutes
a health risk to both the individual and the larger so-
ciety of the Ibibio. Rather than dealing with stigma
as a theoretical debate, this article examines how
stigma creates self-rejection and self-denial in HIV/
AIDS among the Ibibio. Hence, in what follows in
the present discussion, an examination of commu-
nity perception of stigma within the context of HIV/
AIDS is done. Similarly, the Ibibio’s local explana-
tion of disease and health is provided with the inten-
tion of understanding how stigma is attached to cer-
tain categories of disease, without being extended to
other diseases. Specifically attitudes and practices
associated with HIV/AIDS, that are created from
the community’s local understanding of disease
and health, also form a part of the ongoing discus-
sions. Self-rejection and self-denial in HIV/AIDS
constitute health risks, and thus, its impacts on in-
creasing morbidity and mortality due to AIDS are
analyzed.

The paper concludes that among the Ibibio, stig-
ma is a label which distinguishes between those
considered “normal” within the social order and
those judged to be different or outside the social or-
der. As it applies to the infection of HIV/AIDS, stig-
ma exists as behavior, capable of generating other
social/cultural actions associated with the disease.
It generates cultural actions that socially isolate the
carriers of the disease as culturally unacceptable
and inferior. Stigma, therefore, results in PLWAs the
feeling of social distress, which in turn provokes
feelings of shame, guilt, and disgrace, as well as
self-rejection and self denial that worsen the PLWAs
health problem.

Methodology/Research Design
Study Methodology

This study evolved from ethnography conducted
among the Ibibio of Itu and Uyo Local Government
Areas of Akwa Ibom State in Nigeria. The study
adopted multistage random sampling to select the
study site, the research communities, the enumer-
ation areas, and the respondents. As a qualitative
ethnography, the focus was on both the individu-
al and the community forming the unit of analysis.
The individual unit of analysis is motivated by the
need to examine individual perception of self dur-
ing the infection of HIV/AIDS, which could either
promote willingness to seek care or not. Whilst the
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community as a unit of analysis was adopted in or-
der to measure collective perceptions and attitudes
towards illness and health, with specific attention
to HIV/AIDS.

Essentially, the qualitative methods employed in
this particular study were concerned with the risky
processes in AIDS management in Ibibio culture.
Specifically, the methods of this study focused on
the cultural implications of AIDS among the peo-
ple involved in the study, so as to provide an under-
standing of why people with HIV/AIDS reject the
health care system in Ibibio society. This attempt
underscores the relativity of cultural concepts that
qualitative research always attempts to achieve, as
emphasized by Ajala (2002) and Nyamnjoh (2005).
To this end, the study methodology is directed to-
wards context-bound conclusions, which could po-
tentially point the way to new policies and health
decisions rather than scientific generalizations that
may be of little use across all cultures. Through
qualitative methods, such as in-depth interviews,
key informant interviews, focus group discussions,
and case study analyses which were employed in
this study, the study is context-specific, collabora-
tive/triangulative, and interventionist. As noted by
Tashakkori and Teddlie (1998), in qualitative re-
search it is important to avoid scientific generaliza-
tion and focus the specific attitudes and behaviours
influencing a particular case study in such a way
that the study is specific to its particular context.
However, to achieve this ethnographic feature it is
also suggested, that collaborative methods of inves-
tigation otherwise known as triangulation should be
used (Tashakkori and Teddlie 1998; Rubin and Ru-
bin 1990). Thus, this ethnographic study could con-
veniently intervene in the society and culture being
studied. The domain of intervention in this study is,
however, not to alter the culture, but rather to un-
derstand it and possibly open the culture to planned
change (Kerlinger 1986).

To ensure a balanced research perspective, both
emic and etic views are carefully considered as the
perspective focus for the study. In this case, the
study seeks to avoid biases, which may arise from
the exclusive use of either the emic or etic perspec-
tive (Tanner 2006). Thus, the emic perspective only
considers the endogenous cultural attitudes, knowl-
edge, and practices relating to HIV/AIDS, while the
etic perspective explains how and why the exog-
enous factors interact with the Ibibio culture that
sets stereotypes against care for HIV/AIDS. It also
shows how such factors eventually cause health
risks for the people carrying this disease. To a great-
er extent the study was driven by emic data, im-
plying that the respondents’ values guided our ob-
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servations. This is simply because the study was
concerned with how local culture translates to risky
management of HIV/AIDS in the research com-
munity.

The ethnography employed in this study is re-
flexive. Reflexivity of the study was concerned
with the need to deeply explore attitudes, beliefs,
and practices which are mostly hidden, in order to
explain self-rejection and self-denial in the Ibibio
management of HIV/AIDS.

Sampling Technique

The larger concentration of Ibibio people live in the
Uyo township and its metropolis, therefore two lo-
cal government areas were purposively selected for
the study. The use of purposive sampling was mo-
tivated by the need to select a rural and urban com-
munity where there are health care institutions. Itu
and Uyo Local Government Areas (LGAs) were se-
lected for the study, in which two communities were
selected from each of the Local Government Areas.
In each of the communities, thirty households were
selected, making a total of 120 households selected
through random sampling. From each of the house-
holds, a household head was selected for in-depth
interview, resulting in 48 female household heads
and 72 male household heads. Two heads of house-
hold were not available during the fieldwork, result-
ing in 118 household heads that were interviewed.
This approach was favoured in the study to avoid
unsystematic and obstructive selection of the study
population (Agar 1980; de Yap 1951). For other
methods of data collection, the study relied on pur-
posive sampling as stated below.

Study Population

Only two out of 16 LGAs predominantly occu-
pied by Ibibio people in the Akwa Ibom State were
covered in the study. Akwa Ibom had 31 LGAs in
July 2009. The LGAs were chosen purposively due
to their proximity to each other and on the basis
of rural and urban coverage. Hence Uyo and Itu
LGAs were chosen as the study areas. While Uyo
is urban, Itu is rural. Respondents were random-
ly chosen from Effiat Offort, Ukanna Offiot, and
Fourtown of Uyo and Itam and Itu villages in the
Itu LGA.

The study population comprised 118 household
heads for in-depth interview. Furthermore, 144 key
informants were purposively selected, which in-
cluded 74 (29 from Itu and 45 from Uyo) people
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living with HIV/AIDS (PLWAs) selected from five
nongovernmental organizations (NGO) who are
caregivers for PLWAs in Uyo; 24 caregivers from
the NGOs and hospitals; 23 PABAs; five officials
associated with government agencies working on
HIV/AIDS, and 18 community leaders. The study
also conducted 12 sessions of Focus Group Discus-
sions (FGD) of seven participants each, forming a
total of 84 participants selected purposively among
those who were identified as informative during the
in-depth interview sessions.

In total, 346 respondents were interviewed for
the study. Of all the respondents 163 were women,
while 77 were men. The age distributions were as
follows: 20 respondents were less than 20 years of
age, with only 75 respondents falling between 21
and 30 years of age. Another 102 respondents were
between 31 years and 40 years old. While 86 re-
spondents were between 41 and 50 years old, the
remaining 67 respondents were 60 years old above.
The study engaged this large population due to the
need to capture many individual perceptions of
HIV/AIDS among the Ibibio. This helped the study
to establish many varied and similar opinions that
form the basis for comparison of responses as well
as the objectivity of the inferences.

Data Collection Methods

Four methods of data collection were employed in
this study: Focus Group Discussions (FGDs), in-
depth/semi-structured interviews, Key Informant
Interviews (KII), and case study analyses. The
field investigation began with a pilot study to test
the study instruments for feasibility. This was fol-
lowed by KlIs from where patterns of household
interviews were drawn. After the household inter-
views, the study engaged in FGDs and selected
some PLWAs at the NGOs for case study analyses.

Actual fieldwork started with KIIs — having had
a trial fieldwork earlier — it then became possible to
enter the research site and identify resource persons
who could be key informants for the study. Spe-
cifically, one-on-one intensive interviews were held
with key informants.

Following KIIs, In-Depth Interviews (IDIs) were
held. Certain opinions from KlIs that needed more
specific corroboration formed the basis for IDIs.
While KIIs focused on the individual, IDIs focused
on the community as respondents, for IDIs were se-
lected among the household heads. Both the KlIs
and IDIs allowed the study to ascertain research
subjects that have varied opinions about cultural
construction of HIV/AIDS and health risks. Thus, to
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align these varied opinions, FGDs were organized.
12 FGDs with 7 members each were held. The so-
ciodemographic characteristics of the discussants
are shown in Table 1 below.

Table 1: Sociodemographic Characteristics of the Discussants
(84) at FGD Sessions (source: generated from ethnographic data
collected in 2008 in Uyo and Itu).

Age

Age Range Frequencies
20-30 Years 9
31-40 Years 26
41-50 Years 27
50 Years above 22
Sex

Male 28
Females 56
Education

No School 12
Primary School 23
Secondary School 32
Post-secondary School 17
Locations

Itu 48
Uyo 36
Religions

Islam 3
Christianity 67
Others 14

The last stage of data collection was the use of
case study analyses. During this session, individu-
al perceptions of HIV/AIDS were further captured.
The essence of case study analyses was to match the
respondents’ words with their actions. Thus, case
study analyses provided that opportunity as the re-
spondents were closely observed and interviewed
informally. Eight respondents, mostly PLWAs, were
engaged in the case study.

Data Analysis

The analysis of data was mostly descriptive, rely-
ing on content analysis of the generated data. The
semi-structured data from the open-ended question-

naires were entered into code sheets after careful

Anthropos 107.2012

39

editing, before they were entered into the SPSS soft-
ware which relied on computer commands as indi-
cated in the Text Base Alpha package in SPSS soft-
ware to configure the similar and different themes
from the data, having earlier used the word process-
ing software to categorize the research objectives
into different themes. The results thereby provide
an easy means of sorting and categorizing the con-
figured data into different patterns based on the re-
search objectives. This was done manually by the
principal researcher as this stage of Qualitative Data
Analysis (QDA) cannot be completed appropriately
through the available software in QDA (Weitzman
2000). The process here involves writing each of the
research objectives on a separate sheet or separate
sheets of paper and appropriately merging the sup-
portive and nonsupportive data under each of the
listed objectives. From the information inferred by
the analyzed data, the report was completed. The
information reported is accompanied by verbatim
quotes translated into English. They comprise the
recorded responses of the research subjects extract-
ed from the interviews.

The key informant data were transcribed and trans-
lated into English by hand before being typed and
saved as Microsoft Word files. The research themes
were also identified and sorted, using a manual ap-
proach, into likely and unlikely opinions based on
the research objectives, and then assigned to appro-
priate research objectives as in the semistructured
(in-depth) interviews. Some of these opinions were
presented verbatim in the report.

The following case study analysis provided an
opportunity for the description of individual views
and perceptions which followed. The analysis in-
volved the reading of the field notes where obser-
vations were recorded so as to extract attitudes and
opinion that were related to the research objectives.
As the case study only involved PLWAs, the study
was able to obtain an inside view of the attitudes of
PLWAs within the community. The descriptions of
case study analyses were also supported by the re-
spondents’ opinions on the issues examined.

FGDs were recorded on tape recorders and the
recordings were then transcribed. Most of the re-
spondents communicated in English with a minimal
number communicating in Ibibio language. How-
ever, very few responses in Ibibio were translated
into English, and it was from the English responses
that the opinions were grouped according to the re-
search themes. This stage followed the sorting of the
emerging themes, identifying the common patterns
and the less common themes. The common patterns
were then taken to be popular opinion and thus be-
came the basis of our argument. Cumulatively, data
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generated from the four data collection procedures
were married together to form the research report.
The reporting style follows a critical interrogation
of the responses, in some cases presenting the trans-
lated voices of the respondents.

Ethical Consideration and Data Management

Due to the fact that the subject of this research deals
with humans and sensitive behaviours in humans,
the study first sought ethical approval from the
Ethical Review Board of the University of Uyo on
March 17th 2008. This was approved on April 22nd
2008. Following approval, the fieldwork com-
menced. Ethical issues, such as informed consent,
confidentiality of information, and protection of the
research subjects, were the main issues proved be-
fore the Ethical Review Board. Having convinced
the board that the study would address all ethical
issues in an appropriate manner, the board granted
its approval. Throughout the fieldwork, all of the
above-mentioned ethical issues were successfully
applied.

Respondents’ confidentiality was also main-
tained as no direct or imagined identities of the re-
spondents were made public. Throughout the re-
search respondents were protected against bodily
harms as they were not interviewed when it was
not convenient for them. Again they were inter-
viewed where it was safe for them. They declared
their consent formally before they were allowed to
be involved in the research. The consents were ex-
pressed in writing.

Research Findings
The Ibibio Culture of Health and Disease

The Ibibio are people of Akwa-Ibom State in South-
South Nigeria. Together with the Anang and Oron,
whose cultures are very similar, the state compris-
es around 3.9 million people and forms one of the
36 federating units of the Federal Republic of Ni-
geria (Nigerian Population Commission 2006). The
people are notoriously religious, with their tradi-
tional cultural setting reflecting a multiplicity of
gods and goddesses. However, as a result of proxim-
ity to the eastern and southern Atlantic waterways
in Nigeria, the people here had early contact with
Christian missionaries who caused changes in the
Ibibio belief system (NA Calabar 1948). In spite of
this, the Ibibio’s worldview is still largely shaped by
the people’s attachment to traditional beliefs.
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Thus, in health and disease, the Ibibio hold firm-
ly to the belief in preternatural causation of disease
and illness. The people believe that the causes of
many diseases can be traced to witchcraft or pun-
ishments from gods and goddesses (Ekong 2001).
Hence, certain diseases are seen as atonement for
the desecration of the society. The healing of those
diseases first has to do with cleansing, involving the
normalization of one’s relationship with preternatu-
ral forces associated with the cause of such disease.
Among the Ibibio, sacrifice and rituals are the first
therapeutic options, as they are supposed to appease
gods, goddesses, and witches. Such rituals should
then result in the cleansing of the victim from the
disease.? Informed by this belief, the people are at-
tached to different forms of traditional medical prac-
tices, which include divination for diagnosis, heal-
ing prescriptions, the use of local herbs, and the
traditional faith healing system. However, it would
appear that such healing possibilities were never
able to completely save people from sociobiological
infirmities. Though the rates of morbidity and mor-
tality were not accurately measured before the ad-
vent of modern medicine due to the lack of hospital
records, yet it is safe to say that morbidity and mor-
tality rates were high. As maintained by 82 out of
144 key informants in this study, cholera, malaria,
small pox and measles were very common and of-
ten resulted to higher mortality especially among
young children.

In 1912 and 1917, respectively, two acute out-
breaks of measles and small pox were reported
in Uyo, Ikot-Abasi, Ibespko, Itu, Itam, and Abak,
which are the main Ibibio towns and villages (NA
Calabar 1918). The people blamed these crises on
witchcraft and the effects of the First World War
(Schram 1973). Furthermore in 1964 and 1968,
most of the communities in the Calabar and Ogoja
provinces (which then belonged to the Ibibio re-
gion) experienced an outbreak of cholera which
had a huge effect on the population in the area.’ To
combat all of these health issues, the Ibibio often
resorted to traditional health care system, being the
predominant health care facility in the society at that
time. As observed in the fieldwork even now, poor
financial status, low level of education, and lack of
access to modern health care facilities are the most
common reasons as to why the Ibibio continue to
choose the traditional medical option. Although
there are some ailments which people believe can-

2 Uduak, in a personal interview held in Uyo, in June 2008.
She is a 36-year-old female PLWA and receiving care at an
NGO in Uyo.

3 Udem, in a personal interview in Itu, in June 2008. He is a
76-year-old head of household.
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not be successfully cured using modern medicine,
the use of traditional medical care is fundamental-
ly rooted in the users’ low socioeconomic status.
97 out of 144 key informants who are mostly from
rural areas affirmed their utilization of traditional
medicine, while another 43, mostly from urban lo-
cations, similarly affirmed their utilization of mod-
ern health facilities in Ibibio society.

Despite the fact that Sexually Transmitted Dis-
eases (STDs) were not unknown to the Ibibio, the
advent of HIV/AIDS reshaped Ibibio beliefs, knowl-
edge, attitudes, and practices related to STDs. In
the recent, the practice of premarital sex, extramar-
ital sex, and illicit adolescent sex, which defy cul-
tural restrictions, is also common among the peo-
ple. However, these practices were disregarded by
a number of traditional codes in order to avoid sex
crises and sexual ill-health. Attached with religious
belief, the Ibibio like any other African local peo-
ple regard such forms of sex as immoral. The ridi-
cule and embarrassment caused by the infection of a
STD is regarded as a punishment, as adultery is not
part of the criminal law of the people.

As with other diseases, when STDs are noticed,
individuals resort to traditional medical care where
public exposure is less likely in order to forestall
public ridicule and embarrassment. Thus, in the era
of HIV/AIDS, similar cultural practices still prevail
across Ibibio land. As noted by a respondent in the
Itu Local Government Area, “who will go to hospi-
tal and tell doctor that he or she has HIV or AIDS?
It is ridiculous; I do not believe that anybody can do
that.”# Underlying this opinion, another respondent
in Ikot Effiot, Uyo, maintained that “most people
detected having HIV/AIDS, were cited when they
go to hospitals for pregnancy test and when they
have coughs. If many of them knew before going to
hospital that they had HIV/AIDS, they would not go
to hospital for fear of ridicules and stigmatization.””
The above cultural factors explain, why the level
of HIV/AIDS in the Akwa Ibom State was as high
as 8.2% in 2006, the state with the second high-
est rate of HIV/AIDS in Nigeria (Sentinel Report
20006).

HIV/AIDS Culture in Ibibio Society

Despite the fact that virulent STDs were common
in Ibibio society prior to the 1980s, the type of STD

4 Akpan, in a personal interview as a head of household. The
56-year-old man was interviewed in Uyo in June 2008.

5 Idongesit, in a personal interview. She is a 32-year-old care-
giver at an NGO in Uyo and was interviewed in May 2008.
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referred to as HIV/AIDS was unknown to the Ibibio
culture of disease until the early 1990s. Thus, as the
people held the view that the disease was directly
linked to homosexuality, which was very rarely
practiced in traditional Ibibio society, the disease
remained alien to the people.® In the 1990s, even
when cultural contact became exponential in Ibibio
land due to the booming crude oil economy that
opened the society for higher degree of migration
and urbanization, the Ibibio people first became
aware of HIV/AIDS through the electronic media.
This occasionally sensitized the people to the dis-
ease, however, many Ibibio still doubted the exis-
tence of HIV/AIDS. This can be compared to the
Yoruba response to HIV/AIDS in western Nigeria
where between 1980 and 1990 people denied the
existence of the disease. As argued elsewhere, this
epoch in HIV/AIDS is referred to as the age of ig-
norance (Ajala 2007: 235). Like many other societ-
ies in Africa that are exposed to the vagaries of glo-
balization, the Ibibio, too, had started to experience
global contact, which has accounted for unregulat-
ed sex especially among the adolescents, and the
breakdown of traditional sexual norms before the
emergence of HIV/AIDS.” Of course, sex culture
in Ibibio society is a social action and a physiologi-
cal need. Notwithstanding, its abuse is immoral, and
sanctioned divinely by God. To Ibibio people, since
HIV/AIDS was initially constructed through unreg-
ulated sexual activities, it was, therefore, an immor-
al disease and a punishment from God to those who
engaged in such immoral sex (Ekott 2004). This
perception, according to Willis (2002), is referred
to as the God’s wrath theory of causes of HIV/
AIDS. The Ibibio thus hold the mysterious origin
of the AIDS virus and have apparently hopeless ex-
pectations for its management. The people believe
that AIDS is God’s way of destroying sinners. The
people similarly believe that AIDS is a means by
which witches destroy their victims. A PLWA re-
spondent in Fourtown explicitly stated: “I reject this
in Jesus’ name. I am not having AIDS. It is a disease
inflicted on me by my enemies, the witches; because
they saw me getting rich and they decided to bring
me down. God will never make them to succeed on
me.”8 While the above explains the rationale for the
neglect of modern health care services in caring for
HIV/AIDS, it equally provides an explanation why

6 Edem, a 37-year-old medical doctor, interviewed in Uyo in
June 2008.

7 Nkoyo, a 47-year-old woman, interviewed as a key informant
in Itu in July 2008.

8 Anonymous female PLWA who was 27 years old and inter-
viewed in an NGO in Uyo in June 2008. She said to have reg-
istered with the NGO two months before the interview.
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the infected people deny the infection. The above
perceptions explain the use of anti-witchcraft rituals
and objects, as well as faith-based healings to deal
with the infection.

The decreasing standard of living in Ibibio soci-
ety, starting from the year 2000, increased the prev-
alence of HIV/AIDS in the society. Although at the
time of this research a community-based prevalence
rate of HIV/AIDS was not available for the Akwa
Ibom State, the state had 8.2% prevalence rate as at
2005 (Sentinel Report 2006). Although it has scaled
down to 6.3% as at 2008 (Sentinel Report 2009),
yet the relationship between a poor socioeconomic
standard of living and the prevalence of HIV/AIDS
becomes clear in the context of the sexual explana-
tion of HIV/AIDS in many African societies (Ajala
2007). The decline in the socioeconomic living stan-
dard of the Ibibio was reflected in the increased rate
of unemployment, urban destitution, and many in-
formal sectors holding little or no promise for sus-
taining a living. As a consequence, the level of sex-
ual activity and orientation changed from passively
regulated to actively unregulated.

As in many Nigerian societies, many women
in Ibibio who were earlier forbidden through local
custom from engaging in extramarital sex began to
change their sexual behaviour in order to use sex
as a way to gain financial means. Similarly, adoles-
cent girls in households became free to access sex
trade — a practice promoted by a changing econo-
my (Ajala 2007). The cumulative effect is a higher
degree of sexual permissiveness that reflected itself
in premarital sex, having multiple sexual partners,
commercial sex working, and extramarital relation-
ships. Since the society regards sexual conduct as a
social action, premarital sex and extramarital rela-
tionships in Ibibio culture, though considered im-
moral, were not publicly denounced. There was
some degree of tacit acceptance and surreptitious
approval as it acts as an alternative to poverty. While
these new forms of sexual behaviour are regarded as
a high point of sin, they are not publicly punished.
Consequently, illicit sexuality grew at an alarming
rate. This situation is not just restricted to the Ibibio
of South-South Nigeria, but is equally prevalent in
many societies in Nigeria. The implication is the
exponential increase in HIV/AIDS among the peo-
ple. As reflected by this study, although epidemio-
logical study had not yet been conducted, nine out
of the 60 households surveyed in Uyo city (urban)
had HIV/AIDS-related patients, while five of the 60
households in Itu and Itam villages (rural) had HIV/
AIDS-related patients. It becomes apparent, there-
fore, that HIV/AIDS seems to be a reality in Ibibio
society. Thus as disease and health are cultural ac-
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tions, the Ibibio response is self-denial and self-re-
jection in response to HIV/AIDS, driven by the cul-
tural reactions of the society. Hence, HIV/AIDS is
a social action. The dominant belief is that HIV/
AIDS is due to unregulated sex, thus it is seen as
a disease caused by immoral behaviour. Although
the society does not openly condemn the unregulat-
ed sex, which is common due to the breakdown of
traditional sexual norms and customs, at the same
time no individual can publicly proclaim that they
are engaging in such behaviour. Both adolescents
and adults, who have multiple partners or engage in
casual sex, do it in secret, yet casual observations
of physiological appearances point to unregulated
sex. As noted by one of the respondents, “No one
will tell you that he or she is engaged in illicit sex,
but once I see a lady who does it. I know they of-
ten have stress marks on their bodies and engage in
flashy cosmetics among others.”® This position is
further stressed by a parent as follows: “I know that
my daughter is into sex trade but if I say it to her[,]
she denies. She does not work, but she uses costly
materials, where does she get them? From men, of
course. Me, I know that those men slept with her be-
fore given her money.” 10,

Nonetheless sex behaviours could still attract
stigma, when it attracts shame in form of unwant-
ed pregnancy in the case of unmarried adolescent
women or in the case of married women who had
such pregnancy for another man other than their ac-
tual husbands. Similarly, if such sex conduct resorts
to STD infection, in a worst case HIV/AIDS, the
individuals involved are tagged as immoral and are
often stigmatized. Also women who engage in com-
mercial sex in Ibibio society do not often disclose to
others that they are into commercial sex, for fear of
shame and ridicules that could lead to stigma. A fe-
male, 27-year-old PLWA informant who was inter-
viewed in Uyo in July 2008 noted: “Before I was in-
fected, I was into commercial sex work. Then I hid
my profession and I was practicing in a brothel in
Lagos (about 650 Kilometers away from Uyo where
many people could identify me). If people that know
me are aware of my profession[,] they will call me
bad names.”

At the onset of HIV/AIDS infection the symp-
toms are rarely visible, but as the opportunistic in-
fections set in, people around the infected persons at
the workplaces, homes, and schools started to per-
ceive that the victims are infected. While these per-

9 Emem, in a personal interview in Uyo, June 2008. She was a
28-year-old lady and a career in an NGO in Uyo and a mem-
ber of a Pentecostal church in Uyo.

10 Akpan, June 2008 (see fn. 4).
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ceptions lack clinical evidence, they hold a strong
belief that symptoms expressed by the victims are
that of AIDS. Hence, the neighbours and friends of
the victims declare the victims as “others,” while
seeing themselves as “normal.” This then marks the
beginning of stigma fixation that continues to build
up into alienation against the victims.

Another aspect of HIV/AIDS culture in Ibibio
society is the culture of self- denial which compli-
cates the infection. Self-denial is often due to per-
ceived stigmatization by PLWAs. In this culture,
PLWAs often deny the infection through the expres-
sion of certain excuses to rationalize their sick role
behaviours. Amongst these, the worst aspect of self-
denial regarding the actual infection of HIV/AIDS
is the denial of HIV/AIDS symptoms. These symp-
toms are: general body ache, loss of appetite, oral
thrush, vomiting, and regular episodes of malaria,
among others. The victims often maintain that the
symptoms are due to the stress of work, even when
they are not engaged in any serious work. A PLWA
respondent notes, “my mind told me that I had HIV/
AIDS, immediately I started to experience opportu-
nistic infections, but I denied it.”'! Another respon-
dent shared a similar opinion which is supported by
27 out of 74 PLWA respondents. For two years she
experienced HIV/AIDS symptoms she did not tell
anybody and to herself she also denied it.!?

Self-denial leads to self-rejection. Hence the
AIDS victims in Ibibio withdraw from group ac-
tions. In what looks like Goffman’s (1964) antici-
pated stigma, PLWAs in Ibibio suddenly withdraw
from their peer groups, school friends, friends with-
in the community, and even from distant members
of their families. They also gradually dissociate
from colleagues. This is because they believe that
their friends are already aware of their AIDS sta-
tus and that they will reject them. Due to this per-
ception, many PLWAs refrain from attending pub-
lic occasions where they could have benefited from
community support systems and withdraw to hid-
den places where people cannot identify them. This
usually provokes urban-rural migration of PLWAs
in Ibibio society. Infection usually occurs in the cit-
ies and towns, as 63 out of 74 interviewed PLWASs
were city residents at the point of infection. As soon
as the disease began to manifest itself, the PLWAs

11 Ineo, in a personal interview held in Uyo, in June 2008. Ineo
is a 38-year-old man and a PLWA enjoying support from
NGO in Uyo.

12 Rosemary is a 41-year-old woman and an outpatient PLWA
of a public hospital in Uyo. She was the only outpatient
PLWA cited in Uyo during the research. She was interviewed
in June 2008.

Anthropos 107.2012

43

withdrew from the cities to villages which are still
ignorant of the sickness behaviour common to
PLWAs. This is a similar coping pattern in relation
to HIV/AIDS among the Yoruba PLWAs in western
Nigeria (Ajala 2007).

The above situation provokes a culture of secre-
cy and self-medication common in HIV/AIDS care.
With the advent of opportunistic infections associ-
ated with AIDS like fever, vomiting, body aching,
cough, and loss of appetite among others, the per-
ception of community rejection held by PLWAs,
their anxiety and fear prevent proper public care
and management of AIDS. Rather they exploit the
situation of drug abuse within the society (the use of
unprescribed medication and proliferation of chem-
ist shops) in order to self-medicate in secret. They
prescribe drugs for themselves and refuse to attend
clinics and hospitals. This practice is more preva-
lent in Itu Local Government Area, where 21 out
of 29 PLWA respondents confirmed that they had
not attended any hospital. Although they claimed
many reasons for doing so, the culture of rejection
ranked highest (17 out of 29). Other reasons includ-
ed the belief that traditional care of HIV/AIDS is
better (18 out of 29). This pattern of care of HIV/
AIDS is taken as a form of coping with rejection
since care in traditional medicine is less publicly
exposed. Similarly, some held the view that even
in the hospitals there is always inadequate access
to drugs (7 out of 29) and the remaining 3 out of 29
claimed that the location of the hospital was too far
from their villages. On the other hand, in Uyo, only
32 out of 45 of the PLWA respondents defied the use
of the public hospital due to self-rejection and fear
of stigmatization. In all, it is clear that the majority
of PLWAs have engaged in secret HIV/AIDS care
and self-medication.

However, the culture of self-medication im-
poses danger to the health of PLWAsS, as the use
of drugs is not controlled. They tend to engage in
drug use based on their personal knowledge of the
severity of their ailment. Many of them used over-
dosed drugs and often use drugs without a medi-
cal examination which could have ascertained the
effectiveness of such drugs before usage. Predom-
inantly, the PLWAs used analgesics such as Ibu-
profen, Paracetamol, Anagin, and Novalgin as the
most common and cheapest analgesics in the Ni-
gerian drug market. They also engaged in the use
of Riboflavin, an affordable blood tonic and vita-
min B-complex. The PLWAs are exposed to an un-
prescribed combination of these drugs, as they at-
tempt to speed up their recovery.

Due to the fear of stigmatization, PLWAs mainly
contact their carers at night. In fact, all the PLWAs
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attending public health institutions go for medical
care at night, when there won’t be anybody or there
are very few people who could identify them in the
hospital. As stated by one of the anonymous PLWA
key informants: “I cannot go to my doctor during
the daytime, because I do not want to be identi-
fied with the disease. I do not even go out during
the day.”13

The above often resorted to delay in PLWAs’ re-
covery. As the PLWAS continue to experience delay
in recovery, they again resort to accusing preternat-
ural forces such as witches for acting against their
health. They then begin to engage in different forms
of rituals and sacrifices to deal with such forces. By
doing so, they are rejecting and denying the social
actions that led them to the infection of HIV/AIDS.
They create hatred against older women with-
in their households and outrightly reject them. A
case study of a PLWA in Fourtown, Uyo, explained
how he had abandoned his mother in-law, whom
he accused of being the force behind his health cri-
sis. The respondent stated: “Even before I was told
by my pastor, I know that the woman [his mother
in law] is a witch. She caused this disease on me.
She is still there and suckling the drugs I used from
me. So the drugs refused to work. Sometimes she
used her witchcraft to remove the potent in the drug
that I want to use. She knows everything about me.
My pastor has told me that he is going to deal with
her through prayer.”'* The above text implies that
PLWAs do not accept the infection of HIV/AIDS as
the result of their own social actions. Rather they re-
ject it and put the blame on others. This perception
determines their health-seeking behaviour and im-
poses greater risks on health management in HIV/
AIDS among the Ibibio.

While NGOs involved in care and support for
PLWAs seem to break stigmatization, yet the risks
of self-denial and self-rejection in HIV/AIDS and
the complexities of stigma in HIV/AIDS as dis-
cussed above similarly reduced the NGOs’ opti-
mal success. Among the Ibibio, due to fixation of
stigma, many PLWAs do not want to be identified
with NGOs even when they know that they would
receive better care and supports from the NGOs.
Nonetheless, as many NGOs (three out five NGOs
identified in Uyo) are directly attached to church-
es, they mostly recruit their clients from their indi-
vidual churches. With the belief in faith healing of
those churches, many of the few PLWAs receiving

13 Anonymous X, a male 38-year-old PLWA. He attends the
public hospital in Uyo for treatment and was interviewed on
many occasions at Uyo, in July 2008.

14 Anonymous X (see fn. 13).
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care from these NGOs were attracted to the NGOs.
As many of these churches are Pentecostals with a
strong belief in spiritual healings, they tend to ap-
peal to the majority of PLWAs who believe in faith
healing. Thus religion, in the case of Ibibio, where
Christianity has grown deep, seems to be the path-
way of accessing NGOs’ care facilities.

The PLWAs receiving cares and supports of
NGOs tend to have formed a social bond through
which they used to break stigma among themselves,
which included sharing their pre-HIV/AIDS’ expe-
riences and their current experiences as PLWAs.
Having known that they manifest similar sick roles,
they are free to interact and share whatever avail-
able among themselves. While these social bonds
tend to reduce PLWAS in-group stigma, it does not
work for stigma that are fixed on them by outside-
groups. As they see themselves as “others” carry-
ing the abnormal label, they often found it difficult
to break the barrier of stigma generated from out-
side the PLWAs’ group. This was noted by a PLWA
in the NGO: “I do feel comfortable and free of em-
barrassment anytime I am at the NGO’s office, but
no sooner I go out than I do feel that I am different
from all others I meet in the street. So, that makes
me feel that my problem is already known to others
and I see myself as abnormal.”!>

The foregoing suggests a link between Goffman’s
(1964) and Alonzo and Reynolds’ (1995) theses on
stigmatization within the context of the Ibibio cul-
ture of HIV/AIDS and its relationship with self-de-
nial and self-rejection. Among the Ibibio, the stigma
in HIV/AIDS is a complex and complicated phe-
nomenon embodying a number of subjective feel-
ings and perceptions that are expressed in several
forms. Firstly, among the Ibibio, individuals seek to
be normal, yet the fixation of normal and abnormal is
subjected to personal moral valuation that surrounds
individual conducts and behaviours. While those
who are yet confirmed as having HIV/AIDS see
themselves as normal, the PLWASs have a self-afflic-
tion of guilt, ridicules, and abnormal. The Ibibio
PLWAS believe that their infections are due to their
desecration of the societal norms through immoral
sexual conducts. For this reason, many of them as-
sume the sick role that conforms to the perception
that their infections are already of public knowl-
edge. Thus in Ibibio society, PLWAs are persons
carrying both discredited and discreditable identity
and person, hence they always assume a symbolic
interaction within which they establish the culture
of self-denial and self-rejection as the evaluative

15 Xavier, a 39-year-old male PLWA, receiving care from an
NGO in Uyo. He was interviewed in June 2008.
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means of coping with the stigma fixation. However,
the situation is dangerous for the community, as it
has a number of implications on both morbidity and
mortality due to HIV/AIDS in the society.

Implications for Morbidity and Mortality

The incidence of self-rejection and self-denial of
HIV/AIDS in Ibibio culture seems to create health
risks with a greater impact on morbidity and mor-
tality due to HIV/AIDS. This culture makes mod-
ern health care institutions inaccessible to PLWAs,
despite the fact that in such institutions they could
obtain information about their health status, under-
go proper diagnosis and care, and access drugs to
manage their health. Due to the culture of self-re-
jection and self-denial, 51 out of 74 interviewed
PLWAs lack basic health information about HIV/
AIDS. Many of the PLWAs believe that HIV/AIDS
is a lethal disease which cannot be managed. They
similarly lack knowledge about hygiene and the nu-
tritional requirements of AIDS. Many PLWAs (63
out of 74) similarly do not believe in antiretroviral
(ARV) drugs, while 58 out of 74 confirmed that they
had never seen ARV drugs before, even talk less of
using such drugs.

The belief that HIV/AIDS is due to witchcraft
curses prevents PLWAs from proper diagnosis
which could have established the accurate viral load
in PLWAs at the window level and which could have
caused viral reduction at the early treatment stage.
It also prevents the opportunity of prescribing ap-
propriate measures to manage the HIV/AIDS lev-
els. Due to this belief, the PLWAS resort to divina-
tion which cannot reveal their specific HIV/AIDS
status. Since many people, especially in rural com-
munities, believe that witchcraft causes HIV/AIDS,
voluntary testing is not encouraged. 113 out of 153
“Non-PLWA” respondents (through data from the
IDI and KII) did not know their HIV status. This
situation is dangerous, as it furthers the spread of
HIV/AIDS, thus leading to an increase in HIV prev-
alence in the society.

PLWAs in Ibibio society also lose the support
network which is vital to HIV/AIDS management
(Ajala 2008). Rather, they live in secret and do not
expose themselves to members of their kin. Unlike
in the Yoruba society of western Nigeria, where
nongovernmental or religious organizations and
health care institutions provide emotional, social,
financial, and medical support for many PLWAs
(Ajala 2008), in Ibibio society, due to the people’s
perception of HIV/AIDS and the culture of secrecy,
self-rejection, and self-denial, access to support sys-
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tems through nongovernmental organizations is hin-
dered. All these issues have resulted in an increas-
ing morbidity and mortality rate due to HIV/AIDS.

Discussion and Conclusion

Worldwide, HIV/AIDS is associated with stigma
and discrimination. This continues to have a wid-
er influence and a serious impact on both the vic-
tims of the disease and the community at large. It
also constitutes health risks. The effect of stigma on
HIV/AIDS management is said to be more devastat-
ing than the virus itself (de Bruyn 1999).

Stigma as a social action in human behaviour is
a feeling of inferiority or superiority which is ex-
pressed in many forms but always in a discrediting
manner. According to Skindmore (1977) and Ritzer
(1996), who are interactionists, behaviours in so-
ciety are vast series of individual selves, fitting to-
gether their individual lines of actions. Of course,
these actions occur recurrently and interconnectedly
and thus form the core of social life. They are em-
ployed as responses to any problem which threatens
human existence (Assavanonda 2001). Since HIV/
AIDS is behavioural, its perception and manage-
ment is subjected to interconnection existing be-
tween how the selves, that are direct victims, and
others who observe selves relate to each other. It
is, therefore, the generated behaviours, attitudes,
and perception from these two synergies that create
health-related behaviours in HIV/AIDS, just as in
other stigmatized diseases.

However, the responses generated from the
above may either bring positive or negative behav-
iours. In the case of HIV/AIDS and other diseases
such as mental ill-health, especially in many tra-
ditional African societies like the Yoruba of west-
ern Nigeria (Jegede 1998) and the Igbo of eastern
Nigeria (Okafor 2000), the perspective is negative
and discriminatory towards the known victims of
these diseases (Nyblade et al. 2003). The disease-
carriers are assumed to carry the traits, attributes,
and behaviours that isolate them, as they are defined
and treated as “culturally unacceptable and inferi-
or” (Brown et al. 2003: 51). The outcome of this is
the imposition of feelings of shame, guilt, and dis-
grace on PLWAs. They distinguish themselves as
abominations, blemished characters and despised
social groups (Okafor and Holder 2005). The com-
mon reactions to these three distinguished condi-
tions are self-rejection and self-denial, in which the
disease-carriers place blame on specific individuals
and groups that form powerful metaphors and imag-
ery fixed against those with HIV/AIDS.
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Among the Ibibio of South-South Nigeria, such
powerful metaphors and imageries are reflected in
the neglect and stigma surrounding PLWAs. Imager-
ies of immorality and sin apportion guilt to PLWAs.
In reaction, the PLWAs withdraw from public life
and engage in self-rejection and self-denial. This, of
course, is a condition which is inimical to the con-
trol of HIV and management of AIDS in the soci-
ety. As shown in the data presented above, self-de-
nial and self-rejection greatly undermine access to
modern health care systems in AIDS and deny the
PLWASs’ support systems, which are imperative in
HIV/AIDS management. Through self-rejection and
self-denial Ibibio people are reluctant to be screened
for HIV/AIDS, thus explaining the high prevalence
of HIV/AIDS in the society.

Conclusively, there is a need for more ethno-
graphic research on specific cultural attitudes and
perceptions towards HIV/AIDS, not only to ex-
plain the prevalence level of the disease, but to al-
low for culture-specific modes of management of
the disease. In the case of the Ibibio society, there
is also an urgent need to engage in more elaborate
ethnography, so as to create a pathway of breaking
the cultural barriers militating against the care, sup-
port, and management of HIV/AIDS in the society.
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