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Introduction
The incidence of HIV/AIDS cannot be separated from social relationships
and therefore the different forms of manifestations of social relationships
are bound to have different impacts. From this assumption, one can say
that different identities potentially result in varied degrees of the spread
of HIV. However … identities in themselves do not explain sufficiently
the spread of HIV. … It is more the context within which these identities
are lived that has a significant impact on the prevalence of HIV.
(Kirumira, this volume, page 154-9)

As Edward Kirumira points out in the interview he gave for this special issue,
social relationships cannot be separated from the incidence and prevalence
of HIV/AIDS. It is now widely acknowledged that the gender dimension of
the AIDS pandemic is critical both for the understanding of its impact and
to the successful implementation of prevention and amelioration campaigns.
Gender inequalities clearly fuel the pandemic – leaving young women
particularly vulnerable to infection. In this special issue, we examine the
ways in which AIDS has impacted on gender relations in Sub-Saharan Africa
and the way in which gender relations themselves have shaped and continue
to shape the path of infection.

By examining three discrete areas – interventions, activism, and identities
– from a gender perspective, this issue weaves together threads of gendered
analysis which are often separated in the popular media and in policy. The
ways in which men and women, boys and girls, are affected by the pandemic
must proceed, we argue, from an understanding that gendered identities are
socially constructed and that these constructions are embedded in, and
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formative of, power relations. We contend that, up to now, many of the
interventions that seek to address ‘gender’ still work with essentialist and
static understanding of men and women and of masculine and feminine
identities. Such interventions can appear either to avoid the issue of power
completely or to treat gendered identities as if they were discrete phenomena
unrelated to power. However, gendered social identities cannot be separated
from power relations. Furthermore, the pandemic has generated an
environment in which gender identities and relations are changing very
rapidly. People throughout the continent are facing situations which two
decades ago were unthinkable. Family forms have been revolutionised – the
deaths of parents and extended family members have created households
with very young heads. Old women have been propelled into parenting third
generation children (as their own children have died). Marriage as a family
form is changing. In some cases, men have less power in the workplace and
the family than women do. On a wide number of fronts, issues that were
hitherto taboo have come to the fore. Sexual orientation and traditional
sexual practices (circumcision and virginity testing, for example) have
pushed their way on to AIDS agendas worldwide. In turn, these have found
their way into interventions of one sort or another and are currently
expressed by activists. As we show, there is great diversity in these
responses to AIDS and this diversity reflects and impacts upon gender
relations.

Another important aspect of the HIV/AIDS epidemic in Africa is that it is
taking place within a global context in which socio-economic relations,
famine, indebtedness and the role of international corporations, particularly
the pharmaceuticals, have a major impact. This is manifested in levels of
poverty and consequently compromised immunities even before HIV
infection, in the macro-economic possibilities for Sub-Saharan African
countries and in the interventions offered by aid organisations and activism
within affected countries. UNAIDS offers a glimpse of the scale of the
problem:

AIDS in Africa
By far the worst-affected region, sub-Saharan Africa is now home to
29.4 million people living with HIV/AIDS. Approximately 3.5 million
new infections occurred there in 2002, while the epidemic claimed the
lives of an estimated 2.4 million Africans in the past year. Ten million
young people (aged 15-24) and almost 3 million children under 15 are
living with HIV.
A tiny fraction of the millions of Africans in need of antiretroviral
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treatment are receiving it. Many millions are not receiving medicines to
treat opportunistic infections, either. These figures reflect the world’s
continuing failure, despite the progress of recent years, to mount a
response that matches the scale and severity of the global HIV/AIDS
epidemic. (UNAIDS 2002:17)

The failure of the rich nations of the world to deliver anything like a
‘Marshall Plan’ for Africa has meant that poverty and famine, twin drivers
of the epidemic (but not its causes), are going unchecked. In this context,
globalisation is fuelling inequalities between the ‘developed’ (over-
developed?) and ‘developing’ world. At the same time, the enormity of the
humanitarian catastrophe is one that has the potential to lead to new levels
of connectedness between the rich and the poor worlds as people and both
governmental and non-governmental agencies seek to address the pandemic.

The magnitude of the crisis can deflect analysis away from the link
between gender equity issues and health. Gender inequality leads to ill-
health. This is particularly the case with HIV/AIDS where gender violence,
particularly rape (which is both a symptom of gender inequality and part of
the way it is held in place), is a major contributor to infection rates. The
purpose of this issue is to explore how gender and AIDS are related. In order
to do this, we need in the first instance to note that ‘gender’ has been
embraced by UNAIDS, national governments and NGOS. This trend might,
some would argue, render further attention and analysis of gender and AIDS
superfluous. We suggest on the contrary, however, that we need to know
much more about the gendered dimension of the pandemic in order to
contribute to dealing with its effects and ultimately ending HIV transmission.
The public acknowledgement of the importance of gender provides a fertile
policy environment for gender work. It may even be the case that AIDS – and
its associated human costs in terms of deaths, dislocations, debilitating
illness, disruption of working lives and termination of education progress
– is providing a unique opportunity for unequal gender relations to be
addressed.

In this article, we draw on the published data and literature about the HIV
epidemic in Sub-Saharan Africa, the other papers in this special issue and
our own research in KwaZulu Natal, the most populous and worst affected
province in South Africa. We have already begun to outline an overview of
the pandemic, which we elaborate further below. We argue that there have
been two basic approaches to the problem of how to intervene in the current
crisis. The first is based on the hope that the answer can be found in personal
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transformation and that interventions can empower people (often, but not
only, women) to take control of their lives, their sexualities, even their
identities, in order to slow or stop the spread of HIV. The second approach
sees the answer as lying in social transformation, in which gendered, ethnic
and class relations are restructured. The first approach can, indeed, lead to
immediate benefits with individuals feeling (and being) able to approach
their lives and their sexual partners differently, at least for a while. The
problem is that such benefits are often short-lived and cannot survive the
intrusion of material differences in power, access to money, and so on. The
longer term answers need to include socio-economic transformation but this
is difficult to achieve. We argue, here, that both approaches are needed.
Indeed, we suggest that there is a dialogic relation between the two:
individual transformation is shaped by socio-economic processes and
relations of power and socio-economic transformation can and do take place
through the actions of individuals.

Interventions
For the past 15 years, many intervention strategies have been developed to
prevent HIV transmission. There have been, in addition, a huge number of
strategies designed to ameliorate the effects of infection – for example,
administering antiretroviral drugs, supplementing nutrition, promoting home-
care, developing systems to accommodate orphans.

Initially in a context where heterosexual HIV infections were predominant,
strategies focused on the provision of condoms and on safe-sex education
programmes. In the 2002/3 fiscal year, for example, South Africa’s Department
of Health sought to procure 358,000,000 condoms and in its most populous
province, KwaZulu-Natal, 16,500,000 condoms were distributed in 2002
(South Africa. Department of Health 2002). The distribution of sex
technologies occurred side by side with education programmes that showed
how condoms should be used, explained what HIV/AIDS was and how it
could be contracted and promoted abstinence, monogamy and/or condoms
as ways successfully to avoid infection. Education conceived of as providing
relevant knowledge was considered to be an essential and even a sufficient
method of preventing the spread of HIV. The unfaltering increase in HIV
transmission rates throughout Sub-Saharan Africa, however, alerted
governments and aid agencies alike that this approach was inadequate.
There is now a wide-ranging critique of ‘Education as Contraception’ or
‘Education as the Silver Bullet’ (for example Jeffery and Jeffery 1998).
Objections range from the imperialist agenda of population policy and the
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way it excludes local voices (Kuumba 2001) to the observation that for
education to be effective, its delivery has to be associated with equity
policies and adequate resources. The critiques note that there is nothing
automatic about education empowering learners and that other factors, for
example poverty, are always important and have a bearing on the power of
education (Heward 1999, 1998; Jeffery and Basu 1996).

Even though it is recognised that education is not a quick fix for HIV/
AIDS, and that, more specifically, transmission models of education and the
provision of condoms are ineffective in promoting changes in sexual practices,
policy makers are still left with education as the major means of tackling
prevention. In most countries it provides the most accessible way of
reaching young people with messages about how to avoid becoming HIV.
Many countries have yet to implement HIV education programmes in school
(Berkhof 2003), but in South Africa the curriculum now includes Life Skills
which specifically includes issues of sexuality and HIV/AIDS. Amongst
NGOs and other service providers, more nuanced approaches to prevention
campaigns have gradually been developed. An early advance over the
transmission model was the Knowledge-Attitudes-Practices (KAP) approach.
It recognised that knowledge did not automatically convert into changed
sexual behaviour and thus attempted to develop a more intense and structured
educational experience. While this was an improvement on the earlier
approach, it too had limitations, which critics named the KAP-gap – the
failure of the KAP approach to change practices in the way and to the extent
anticipated. Health education initiatives of all kinds often fail. Their outcomes
are most uncertain when their ambit is broad, the politics is highly contested
and they strive to impact on behaviours in impoverished and socially
tenuous circumstances (Barnett and Whiteside 2002).

For a range of reasons – limited resources, the huge extent of the problem
and people’s reluctance to talk openly about sex – many of the early
interventions dealt not with individuals but with groups. There is a clear
distinction in emphasis between those interventions that target small
groups of ‘at risk’ individuals (for example, intravenous drug users or self-
identified gay men) and those interventions which attempt not only to reach
a more general public but also attempt to address the broader socio-cultural
and political and economic contexts that foster gender inequality, an area
associated with higher levels of HIV risk. Most prevention campaigns,
whether they are working with small groups of individuals or ‘society’ more
broadly, have to take account of context. Prevention strategies that assume
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that sex is the result of rational, health-conscious choices made freely in a
gender-neutral environment are likely to fail (see, for example, Oliviera 2000).
In fact, a large body of research material demonstrates that gender-neutral
environments, especially for women, do not exist. This is particularly well
demonstrated by Alex Kent’s examination of a Durban school (this volume).
Although the school has formally embraced the goals of gender equity and
HIV prevention, she shows that the school space is still dominated by
compulsory heterosexual values that conceal gender power inequalities and
undermine the formal work of promoting gender equality and preventing the
spread of HIV.

In the last two decades, the work of feminists and gender scholars has
influenced policy makers and NGO workers to accept an approach that
acknowledges the centrality of gender in the HIV pandemic. This permits a
more realistic engagement with issues of sexuality (as distinct from narrow
preoccupation with sexual intercourse).

Initially, gender awareness showed that the gendered impact of the
pandemic was uneven and this has affected the form that interventions have
taken. From the mid 1990s – spurred on by the International Conference on
Population and Development (Cairo, 1994) and Fourth World Conference on
Women in Beijing (1995) – specific attention began to be focused on women.
It became de rigueur for AIDS interventions to focus on the vulnerability
of women. And there were very good reasons for this. Feminist work showed
that women in the poor countries were disadvantaged in many ways, for
example suffering higher levels of illiteracy and unemployment and lower
levels of income than men. An abundance of research also began to emerge
that highlighted very high levels of violence against women. This violence,
it was noted, heightened the vulnerability of women to HIV infection.
Women were raped and were unable to negotiate safe sex for fear of male
violence against them. It was particularly young black women who were at
risk (up to six times more at risk than men of the same age in southern Africa).
Many prevention campaigns consequently emphasise the importance of
‘empowering’ women.

Efforts to empower women had broader goals than just to limit HIV
transmission. Historically gender development work had been designed to
raise literacy (Stromquist 1990; Walters and Manicom 1996), improve rates
and levels of education (Kelly 1989; Kelly and Elliot 1982; King and Hill 1993)
reduce unwanted pregnancies (Levine 1980) and improve the earning-
capacity of women (Budlender 1991; Skinner and Valodia 2001; Walby 1997).
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Efforts to make HIV prevention campaigns contribute more broadly to
gender transformation (Harrison et al 2001) remain important. And there is
no indication that these efforts will be abandoned. However, particularly in
the last five years, efforts to make gender a central feature of prevention have
come to recognise the limitations of focusing only on women. Empowering
women in contexts where gender inequalities are pervasive necessarily runs
the risk of heightening tensions and increasing violence against women.
Many women admit that they are not assertive around issues of safe sex
because they fear being assaulted by their partners. Another factor that
complicates analysis is that empowerment can actually increase the risk of
HIV transmission when young girls, operating in an environment where
human rights discourses are available, use the newly discovered power of
their sexualised selves to take voluntarily numerous sexual partners (Hunter
2002).

While it is true that, by a small majority, women have suffered more
fatalities from AIDS than men, and that they are more vulnerable to infection
(and more of them are infected than men), it cannot be denied that men are
also affected and infected by HIV/AIDS (Varga 2001). In this collection,
Margrethe Silberschmidt’s contribution on East Africa shows how economic
changes and the different gendered responses thereto have left men feeling
frustrated and powerless and have promoted risky sex practices. For two
basic reasons, HIV prevention efforts have begun to include, and in some
cases focus on, men. The first is that they are themselves at risk and infected.
The second is that gender inequalities cannot be addressed by working only
with women (Bujra 2000). It is imperative that men be involved in gender
transformation.

UNAIDS has now begun to push this position forcefully after a long
period of directing attention at women alone. As Peter Piot, Executive
Director of UNAIDS, has commented:

The time is ripe to start seeing men not as some kind of problem, but
as part of the solution. Working with men to change some of their
attitudes and behaviours has enormous potential to slow down the
epidemic and to improve the lives of men themselves, their families and
their partners. (United Nations Population Fund (UNFPA) 2000)

The shift to including men has not only acknowledged the importance of
involving them in prevention measures, but it has also been accompanied
by a more nuanced understanding of gender relations. The best strategies
now understand sexuality not as simply a physical act, the exchange of body
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fluids, but as something that is negotiated (even if tacitly and non-
consensually), that involves power and emotions and is not easily susceptible
to rational intervention.

It is now widely conceded that our knowledge of why people change their
behaviours is at best partial. Why people choose to have safe sex or no sex
at all remains a major research area. And yet some interventions that have
worked closely, intensely and in a sustained way with target audiences, have
been able to reduce infection levels while at the same time contributing to
self-esteem and more generally to better gender relations (Makhaye 1998).
On the other hand, as Marc Fiedrich (in this issue) shows in relation to an
adult education setting in Uganda, there is nothing straightforward about
such interventions. Where existing values clash with those of the intervention,
tensions are thrown up which may impact or block the intended outcomes.
His work, like that of many HIV evaluations, demonstrates the importance
of context and the need to acknowledge that factors beyond the intervention
setting are influential and need to be taken into account.

Activism
If, as we have argued above, HIV/AIDS cannot be understood outside the
context of unequal power relations (based on gender, social class, race,
ethnicity, sexuality and other social identities) in our families, communities,
societies and the world, it is clearly a highly political issue. In this context,
efforts to address the epidemic – whether via educational or medical
interventions or in activist campaigns – can be understood as a response to
social oppression and dispossession. There is, then, a sense in which all
interventions can be seen as a form of activism. Nevertheless, interventions
by educators, medical and social scientists, government departments and
supranational organisations are not usually driven by the kind of emotions
– for example, anger – and thinking which lead to the formation of activist
groups. More directly political and politicised activism, by organised
groupings, such as the Treatment Action Campaign (TAC) and community
based groups like TASO (The AIDS Service Organisation), can be understood
as a response to ‘indignation at one’s own deprivations [as well as]
compassion for the deprivation of others’ (Van Huyssteen 2002:21). It is,
however, clear that there is an overlap between community activists – often
but not always themselves infected and/or directly affected by HIV/AIDS
– and those engaged in more official research, health or educative
interventions.
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Jo Manchester (this issue: 85-104) makes the point that much HIV/AIDS
activism in Africa has been led and dominated by HIV positive women and
that even in those contexts where leadership roles have been taken by men,
women have often been the majority of members. Despite the many similarities
between activist organisations in Africa in this respect, it is important to
remember that activist priorities, modes of action and politics are constructed
and performed differently by the various individuals and groups involved
and are framed by their different contexts across the continent.  In South
Africa, for example, the history of struggle against apartheid and the
strength of civil movements developed in that context have been influential
in new forms and foci of activism in relation to HIV/AIDS, environmental
activism and global activism.  In the HIV/AIDS arena, South African activism
is often directly focused on issues of government policy and treatment
availability, while in many other African countries, HIV/AIDS activism is
often embedded within other foci such as war, violence, and poverty. Local
context also makes a difference to the demands of particular campaigns and
activist organisations. This is partly a response to the level of resources
available in particular countries. For example, in the richest country in Africa
south of the Sahara, South Africa, the most visible and powerful form of
AIDS activist organisation (that is, the Treatment Action Campaign or TAC)
focuses on treatment, particularly access to antiretroviral drugs. In the rest
of the continent, by contrast, activism emphasises the apparently more
affordable aspects of dealing with the pandemic, particularly education and
home-based care.

HIV/AIDS activism, like other campaigns, takes on different meanings
and formations in different political, economic and cultural situations. For
example, rights-based activism (Van Huyssteen 2002) frequently advocates
for people’s right to health. In this context, the right to treatment is one
important aspect of the struggle. TAC’s fight for access to antiretroviral
therapy is an example of this. As Zackie Achmat, chair of the TAC, observes
in the edited transcript of his address to staff and students at the University
of Natal (this volume), ‘[activism is] about equality, because no matter what
anyone says, it’s those of us with money who can afford to buy life’. It may
be that the success of rights-based activism around treatment within any one
country is very dependent on whether the state is able to pay for the medical
services demanded – a cost that many African countries would be unable to
meet even when generic drugs are obtained relatively cheaply. Hence the
importance of the link between local activism in relation to state policy, as
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in the case of TAC in South Africa, and international activism aimed at the
globalised pharmaceutical industries, rich governments of the ‘developed’
world and aid agencies. As Zackie Achmat points out:

South Africa has enough money to treat people for the next four or five
years, maybe 10 years. But Malawi, Mozambique, Angola, the Caribbean
countries, some of the countries in Latin America and Asia do not. It’s
critical that the global fund gets the 7-8 billion dollars a year that it needs
– which is less than the amount of money spent annually on ice cream
in the US or in Europe. So it’s very important that we keep this pressure
up. (p80, below)

While some versions of rights-based activism are limited by their tendency
to target individuals rather than communities and the social relations that
tend to put individuals and groups at risk, at other times activists have taken
on structural issues beyond the needs and rights of individuals. In such
circumstances, activist demands for individual human rights have been
strengthened by paying attention to differentials of social and economic
power within and beyond local communities and states.

An alternative (but not mutually exclusive) framework for activism to an
individualistic rights-based approach, which is often favoured by and for
poor community contexts, is that of local community participation (Campbell
2003). This framework (which can be seen in the work described by both
Fiedrich and Silberschmidt in this issue) is based on the notion that
interventions that enable and facilitate the participation of local grassroots
community in efforts aimed at addressing the social determinants of HIV, are
more likely to succeed. According to this framework, social identity (such
as class, gender, race, etc) may preclude powerless individuals and groups
from engaging in health promoting behaviours and efforts. Interventions
that do not take this into consideration are bound to fail.  Such approaches
would include integrated and participatory multi-stakeholder initiatives.

Informed by these differing frameworks, several levels of, and arenas for
activism in the field of HIV/AIDS exist. Campbell (2003), for example,
identifies a number of possible arenas: government, NGOs, partnerships
between public and private sector, global activism, direct work in the area
of health, and alliances between health activists and others.  Many of these
seem to focus on educating (for behavioural change), lobbying and
advocating for and on behalf of ‘Others’ (the poor, the sick, and the
marginalised). Nevertheless, as Manchester and Achmat both note, the most
powerless members of society dominate much AIDS activism. At least half
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of the membership of TAC, for example, consists of young people between
the ages of 16 and 24, and 70 per cent of the membership consists of women
from marginalised communities. Similarly, membership and leadership of the
organisations discussed by Jo Manchester rests primarily with women.

Here, social identity (age, class and gender) seems to be playing a less
predictable role. Instead of the powerful taking the lead, as in other arenas
of activism, HIV activism seems often to be led by the most vulnerable. This
may be partly because of the stigma attached to the disease, and its high
prevalence among these groups – a situation that may contribute to the
further entrenchment of unequal, and possibly violent, social relations, as
was seen in the stoning to death of Gugu Dlamini in KwaMashu near Durban,
after she disclosed her HIV status. But the story that Jo Manchester tells is
not one of despair. Despite the many deaths, the activism of Manchester
herself and of the women about whom she writes, sustains them and shifts
the frameworks for interventions and, indeed, for the construction of
identities. The activism of these women across international boundaries,
and across race/ethnicity and class, provides grounds of building
interventions and for, as Manchester puts it, ‘Hope, Involvement and
Vision’ in the fight against HIV.

Activism is also performed at the individual level.  In South Africa,
examples of individual forms of activism include doctors who have defied
government to treat patients and administer antiretrovirals; individuals like
the satirist Peter Dirk Uys, who educates, mobilises and lobbies government
and the private sector to act against HIV/AIDS; a few HIV-positive celebrities
who publicly announce their status in an attempt to destigmatise the disease
and educate the public; plus the countless individuals who work without
recognition to assist those less fortunate in their communities.  While these
are commendable and much needed, they focus on the individual (to change
his/her behaviour, or to assist him/her to gain access to treatment) and are
thus only short- to medium-term strategies.  As Campbell (2003) stresses,
more long-term strategies that include grassroots community participation
aimed at eliminating the social conditions that breed unhealthy sexual
practices, are needed.  A key problem, as Achmat warns, is that:

[while HIV affects everyone], …people who are carrying the burden of
openness, the burden of justice, the burden of going to the streets and
putting their bodies on the line, are the poor African women and males.
The middle class people living with HIV still feel stigmatised [and can
afford] to come out.
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While there is an abundance of activism across the continent, some of
which is already bearing fruit, major gaps still exist in our understanding of
the various contexts in which such activism is performed. Mark Hunter, Marc
Fiedrich and Margrethe Silberschmidt, writing in this special issue, begin to
unpack many of the very specific local cultural and contextual issues
involved in interventions and activism in different parts of Africa. Further
research is needed to understand how war and other social conflicts impact
on women’s vulnerability.  Hunter considers the impact of isoka particularly
in relation to young men. Similarly, we need to understand better the ways
in which taken for granted cultural practices and norms may disadvantage
girl children in rural and urban contexts (such as lobola – bride price). Such
understandings could help activists develop programmes that focus on
changing the unequal social relations that contribute to the infection of the
mostly powerless, marginalised and poor individuals and groups (Campbell
2003).

Identities
It is already clear, from what we have said above, that it is impossible to
consider either the HIV/AIDS epidemic or interventions and activism
surrounding it without thinking about personal and social identities. As
Stuart Hall points out (Hall 1996) identities are more fluid and fragmented
than we often like to think. We are, in his phrase, always in the process of
becoming – ‘human becomings’ rather than ‘human beings’. And the way
we become, that is who we become, is very tied up with conscious and
unconscious processes of identification: who do we like, desire, wish to be,
wish to be with, who do we hope desires us? And, on the other hand, who
do we dislike, who makes us recoil, who do we identify against? These are
not fixed certainties. Rather they are socially constructed. To misquote Marx
(1963), we make ourselves in conditions not of our own choosing.

The rapidly changing circumstances in which people are living their
everyday lives inevitably produce new narratives through which they tell
themselves who they are, and how they can live and act in the context of HIV
and the risks associated with it. One such narrative is that described by
Mandisa Mbali in her discussion of ‘denialism’. Allegiances and
identifications formed in (and in response to) one context may not serve
people well in others. If, as she argues, AIDS denialism is a kind of identity
claim in response to racism, its continuation in the face of the epidemic is
potentially disastrous and has its own impact on contemporary formations
of identity. In the section on interventions we have pointed to changing
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relations of gender and family forms as a result both of the epidemic and of
changing socio-economic conditions. Margrethe Silberschmidt and Mark
Hunter, in their articles in this special issue, consider how masculinities have
changed and continue to change in the context of the epidemic. Both draw
attention to the importance of socio-economic relations, Silberschmidt in the
context of East Africa and Hunter in KwaZulu-Natal in South Africa.
Silberschmidt points to male disempowerment. She argues that:

Patriarchy does not mean that men only have privileges. A patriarch has
also many responsibilities. The key and the irony of the patriarchal
system reside precisely in the fact that male authority needs a material
base. Patriarchy used to be closely linked to male entitlement to control
all essential resources, to ‘own’ and decide over the means of production.
(p49, below)

Changes in the organisation of household responsibilities have, she
suggests, led to both women and men playing their social roles differently
(or occupying new social positions) and, therefore, constructing new
formations of identity. This, she suggests, requires new kinds of intervention
that engage actively in dialogue with men. Where different forms of masculinity
are needed in the fight against HIV, interventions that ignore men and/or
seek only to empower women may be less than effective.

Hunter’s nuanced and detailed examination of the making and unmaking
of isoka masculinities gives us another example of how formations of
identity are reinvented as contexts change. His interviews with three
generations from the same family give a vivid picture of some of these
changes. As he points out, the very existence and depth of the epidemic
mean that masculinities (and, equally, femininities) are changing and will
continue to change. As he says, isoka masculinity has not vanished. Its
content is now contested and it is possible to say that the Don Juan
understanding of isoka is no longer dominant. At the same time, activism
and interventions can and will provide the resources for people to reinvent
themselves as different kinds of men (and women).

The questions which Hunter and Silberschmidt’s respondents are trying
to answer deal with all kinds of uncertainty and fragmentation in relation not
only to gender and family but to people’s place(s) in the world more
generally. The young people and teachers in Alex Kent’s study too are trying
to understand who they are or can be. Particularly poignantly, they are
concerned about how they can live their lives, survive and even thrive in a
world where much seems risky – with the prevalence of HIV and gendered
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violence playing a very particular part in the formation of identities. The
women living with HIV described by Manchester are also finding their own
ways of surviving and thriving, their hopes (and maybe their health) buoyed
by their own visions and activist interventions.

Conclusion
We have argued in this paper that interventions, activism and identities are
interdependent in critical ways. Interventions and activism both come out
of and impact on social identities and their success may well be dependent
on the degree to which they chime with existing formations. The narrative
and discursive resources available to people are historically specific and are
never independent of the political and socio-economic conditions in which
they live. Overall, we believe that this issue shows the importance of taking
into account a range of differences that affect people’s lives, opportunities
and identities in the kinds of interventions and activism we develop. Gender,
as we have shown, is a key issue here. While not independent of other
differences (like race, sexuality, ethnicity and socio-economic status), it is
a critical aspect of identity shaping both the forms of intervention and
activism adopted in attempts to reduce the impact of HIV/AIDS and people’s
responses to them.
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