
UvA-DARE is a service provided by the library of the University of Amsterdam (https://dare.uva.nl)

UvA-DARE (Digital Academic Repository)

Being old in times of AIDS: aging, caring and relating in northwest Tanzania

de Klerk, J.

Publication date
2011

Link to publication

Citation for published version (APA):
de Klerk, J. (2011). Being old in times of AIDS: aging, caring and relating in northwest
Tanzania. [Thesis, fully internal, Universiteit van Amsterdam]. African Studies Centre.

General rights
It is not permitted to download or to forward/distribute the text or part of it without the consent of the author(s)
and/or copyright holder(s), other than for strictly personal, individual use, unless the work is under an open
content license (like Creative Commons).

Disclaimer/Complaints regulations
If you believe that digital publication of certain material infringes any of your rights or (privacy) interests, please
let the Library know, stating your reasons. In case of a legitimate complaint, the Library will make the material
inaccessible and/or remove it from the website. Please Ask the Library: https://uba.uva.nl/en/contact, or a letter
to: Library of the University of Amsterdam, Secretariat, Singel 425, 1012 WP Amsterdam, The Netherlands. You
will be contacted as soon as possible.

Download date:24 May 2023

https://dare.uva.nl/personal/pure/en/publications/being-old-in-times-of-aids-aging-caring-and-relating-in-northwest-tanzania(1a2dd5e0-d810-46d1-ba45-391381625d8c).html


 

 

1 
Introduction 

It is the end of August and the summer heat has made the winding paths that criss-cross the 
village dusty. We are sitting in the brick house of Mae1 Tibaigana, who adopted me into her 
family and her life. The sun shines through the barred window openings and from the open 
door we can see villagers passing; on foot carrying grass or baskets or the water boys on 
bicycles loaded with jerry cans, cycling down to the river at a dazzling speed. The leaves of 
the banana tree plantation surrounding the house rustle in the wind and tick against the 
corrugated iron roof. Once in a while a neighbour calls out a greeting ‘Olailote, how have 
you slept!’ to which Mae Tibaigana replies from inside the house, often joking back and 
forth until the neighbour is out of sight. In the back of the house grandchildren go in and out 
doing their chores. In the midst of this activity we talk quietly. Mae Tibaigana tells me that 
the daughter of her deceased husband’s brother2 is seriously ill. She is only three years old 
and suffering from convulsions. Her parents live in Dar es Salaam, but her mother is visiting 
the village with the ill child. Two days later, when I come back from Rubya, the local 
hospital, she tells me that she just received the news that the child had died, and that the 
father is flying back from Dar es Salaam to attend the burial. The wake will be held the next 
day. Mae Tibaigana explains that she has not felt well for a day. ‘I don’t know, my body felt 
weak, I had no strength to get up in the morning, I don’t know. And then I received this 
news. So maybe it was because of this child dying, after all it is the same blood running in 
the family’.   

When I noted down this event, in the summer of 2002, when I was in Kagera 
Region in Tanzania, exploring the consequences of AIDS mortality for older 
people, I was struck by how kinship and care relations in the AIDS era are 
changing in both obvious and subtle ways, that these bonds are constantly forged 
and negotiated. Mae Tibaigana’s story drew me to what would become a core  
 

                                                            
1  In Kihaya, the local language, ‘Mae’ is a respectful way to address an older woman; ‘Ta’ is a 

respectful way to address an older man. In the thesis I use synonyms for older people’s first names, 
with the adjective Mae or Ta.  

2  This was a classificatory brother; a father’s brother’s son. Four generations of this clan family live in 
this part of the sub-village and the family is divided into two branches of two brothers and their 
offspring who moved to the area in the late 1890s. 



4 

 

Photo 1.1 List of deceased people from Kashenye village, one of the most  affected  
 villages on the border with Uganda, recorded by village historian  

 
 
focus in this dissertation, the disjunctures and continuities of practices around 
family care, and the evolving role of older people in modifying and running these 
institutions. I was intrigued by Mae Tibaigana’s flexible way of practising 
kinship, how relations, property and power dynamics in Kagera Region are 
shaped by marriage, and shared history, to the extent that Mae Tibaigana related 
her own physical weakness to the death of a young child who was biologically 
not related to her. I had also noticed the physicality of her experiences before, 
when she discussed the death of her two daughters, who both died within three 
weeks of each other in October 2000. She always referred to bodily weakness, a 
head that was not working well, and a rising blood pressure. Her physical 
problems became acute when she was confronted with emotional events, such as 
burials - common public ceremonies in today’s Kagera and an important part of 
social life. As a creative and resourceful woman, she found ways to adapt social 
obligations to fulfil social expectations.  

These modes of speaking about experiences with grief and death are common 
practice amongst older men and women in this area of Tanzania. The first AIDS 
case in the region was officially diagnosed in 1983 and since then older men and 
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women have been confronted with the death of relatives. The challenges and 
contradictions older people face are intimately bound together with narratives of 
AIDS in Tanzania, and with the changes in the political landscape that have 
occurred in their lifetimes, from the colonial period to independence, from na-
tionalism and socialism to neoliberalism. Their stories suggest that some im-
portant things have been left out of discussions about AIDS and kinship in East 
Africa: The challenges of care giving falling on older generations, and the 
shifting economic and social dynamics for, in particular, older women in this 
panorama. The embodiment of relations and distortions in those relations, the 
practices of relating, of creating ‘kinship’, (grand)parenthood, and friendship are 
what drew me to what would become the main question of this thesis: How do 
older men and women manage the new care realities that AIDS presents, in 
combination with out-migration and commoditisation of everyday life, while 
they are growing older themselves.  

The central thread in this thesis is the tension between practices of care and 
processes of aging in new fields of care. Older people are being involved in more 
care tasks while at the same time, as a result of their physical aging, it is less easy 
for them to provide that care. The AIDS epidemic has an effect on the ability of 
older people to position themselves in intergenerational relations. There are new 
demands on old age which implies an alteration in older people’s biographies. In 
this sense AIDS is disruptive; however, it is not the only factor disrupting older 
people’s biographies; migration and monetisation of their livelihoods also play a 
role in the changing relations of care. The interaction between the disease and 
these wider socio-economic processes over time (cf Seeley 2010; Rugalema 
2010), make for increasing complexities of these biographies that this thesis will 
address and explore. 

Between the conception and completion of this study, the anthropological at-
tention for older people as caregivers has grown. Older people are mainly studied 
in their role as caretakers for ill adults and orphans, but in recent years there has 
also been more attention paid to older people as subjects at risk from HIV/AIDS, 
mainly as a result of the realisation that patients using Anti-Retroviral Therapy 
(ART) drugs are aging. In this sense the body of literature on older people in 
relation to AIDS follows foci of attention in the broader field of AIDS, where the 
universal access campaigns from the late 1990s and early 2000s changed the face 
of AIDS forever. 

The subsequent ‘pharmaceuticalization of public health’ (Biehl 2008: 12) im-
plied a shift in anthropological attention to those who access medication and live 
with the drugs. AIDS medicines became available to villagers through Rubya 
district hospital in December 2004, six months after I left the village. In July 
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2005 villagers were hardly using the services, but in the second half of 2005 
ART became a social reality in the village.  

The rapid developments have also fundamentally altered the experience of 
care giving; whereas AIDS at the time of the study implied an almost certain 
death, in the years between the end of the fieldwork and the write up of this 
thesis, AIDS medicines slowly started to keep patients alive. This process is 
relevant for understanding the ways in which the demands of care giving as 
provided by older people changed once more. In this sense this study is part of a 
historical era. This change in the social realities of AIDS in Africa and the fact 
that this dissertation focuses on the pre-ART era is one of the reasons why the 
concept of ‘time’ emerged at the forefront of this dissertation leading to an 
examination of the value of my data. In this thesis I stress the analysis of the 
relationship between temporal moments of disruption (such as in this case caused 
by AIDS) and the sharp increase in demand for care placed on the shoulders of 
older people. I find value in the careful analysis of how relations of older men 
and women are shaped over time in response to extreme circumstances. 

Old age, care and AIDS: Conceptual framework 
This study aims at capturing older men and women’s experiences with the AIDS 
epidemic, giving voice to overwhelming feelings of loss and breakage. It aims at 
deepening the knowledge on care relations in the context of AIDS, how these 
have altered over time and under the specific circumstances prevailing in north-
west Tanzania. Specifically the thesis looks at how older men and women over 
60 years of age shape and maintain their relations of mutual care in the era of 
AIDS in a rural village. Whereas early analyses of the consequences of AIDS for 
older people framed this in terms of fracturing family care systems (Ankrah 
1993) and livelihood crises (Rugalema 1999; Williams 2003) others point to the 
continuing support of extended families, albeit under stress and with changes in 
family care systems (Foster 1995; Kaijage 1997; Nyambedha et al. 2003, Nyam-
bedha 2004).  

The conceptual framework of this thesis links to a revival of African kinship 
literature in the past decade, in which the focus came to be placed on the 
experience and continuous creation of kinship relations, thereby moving away 
from culturalist conceptions of kinship and concerns with social structure, bio-
logy and continuity (Alber et al. 2008: 3). Kinship and family care in this body of 
literature is seen as something that might be informed by ideologies but is prac-
tised and made in everyday life, hence allowing for a cultural creativity in the 
way relations can be shaped where they perhaps never existed before, under the 
influence of situational circumstances (Alber et al. 2008: 3; cf Hastrup 2005).  
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Particularly relevant are recent debates on relatedness defined as the experi-
ences and practices of relations between generations. Relatedness opens the way 
to study experience of relations and practice of relations between generations 
(Carsten 2000), including the way kinship roles are adapting to new forms, and 
how practices around HIV/AIDS become part of kinship negotiations (Nyam-
bedha & Aagaard-Hansen 2007: 518; Dilger 2008: 207-208). I use the term ‘re-
lating’ instead of relatedness, to emphasise my experiential focus on the way 
caregivers are able to position themselves in the new realities of care. A relation 
of kin then becomes such a relation through practice; a grandparent becomes a 
grandparent when practising that role towards a grandchild.3 

This new emphasis on the experiential dimensions of kinship is especially 
relevant to examine how AIDS distorts relations of care, as it draws attention to 
the many subtle ways in which older men and women attempt to manage the 
consequences of AIDS illness and death. These involve prolonged nursing of 
patients, bereavement, raising of orphaned grandchildren and a disintegration of 
their own old age security. A focus on AIDS also draws attention to the reverse 
process: How new relations of care are produced. It is therefore important to not 
look at AIDS in terms of crisis and disintegration but in terms of the creative 
ways in which older people re-institute their roles in relations of care. In this 
sense a focus on AIDS allows us to understand how social transformation takes 
place as well as how practices of ‘making normalcy’ become relevant. From this 
perspective we can see how older people have agency in recreating a new level of 
‘normality’ of everyday life while living through a disruption that so deeply 
affects the fundamental relations of sociality.  

Older men and women in the rural village in Kagera where this study took 
place, talk about the era of AIDS in terms of a break with the past. ‘When the 
condition was still good’, would be an opening when discussing AIDS. The long 
presence of AIDS in the village has changed narratives and understandings about 
the illness. When older people say: Kifo ni kawaida, death is normal, they refer to 
the banality of death, and the necessity to find a way to live with the constant 
threat of death. A longitudinal perspective in this sense is important as it allows 
for the balancing and evolution of different discourses around AIDS when peo-
ple’s experience with the epidemic increases.  

What is special about the current group of older men and women in the village 
is that they are the last generation(s) who grew up in the pre-AIDS era. They 
were confronted with AIDS when they started to grow physically older, when 
                                                            
3  There are different schools of thought that are referred to in practice theory. I have mostly been in-

spired by Bourdieu’s practice theory on looking at practices of making and engaging in relationships, 
in particular his work on the way people are influenced in their practice by unconscious frameworks 
of reference (Bourdieu 1977), but do not apply a Bourdieudian analysis. An alternative approach to 
practice theory is a focus on the senses, a phenomenological approach. 
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they were 60 and have provided care as they aged into their 70s and above. 
Younger relatives die at a time when these older people need them, and had 
counted on their support. The older men and women who are slightly younger 
and are still physically able to sustain themselves were in their middle ages when 
AIDS started and have seen different relatives die – siblings and spouses initially, 
those very people who were out trying to make a life through business and later 
on their adult children and sometimes grandchildren. Experiences of AIDS are 
therefore different in certain life phases, also calling for a longitudinal frame-
work to explore these biographies of disruption. A focus on temporality makes it 
possible to frame experiences of long-term care in old age in broader kinship 
dynamics over time.  

 
Aging in new fields of care 
The increasing care tasks that older men and women in rural Tanzania are faced 
with coincide with their own process of growing older, physically and socially. 
In order to understand how older people’s increasing care tasks in the era of 
AIDS feeds into their experiences of old age, and how these experiences differ 
amongst older men and women, it is necessary to explore the process of aging 
further.  

There is a rich body of anthropological literature on aging in Africa which in 
recent years has increasingly concerned itself with the experience of older peo-
ple, to provide an alternative to positivist modernisation theory. In particular this 
body of literature focuses on how older people experience old age within a parti-
cular socio-cultural context, and the various ways in which older people are able 
to create the conditions for their own existence, actively shaping this experience 
(Caplan 1995; Makoni & Stroeken 2002).4 Makoni & Stroeken identify a shift in 
thinking about intergenerational tensions and its consequences for old age 
identity. In early literature old age identity was linked to societal transformations 
where individual skills and achievement5 became more important than 
‘traditional’ knowledge. In recent analyses a much more dynamic perspective of 
societies prevails, arguing that it is normal that the ascription of status in a 
society provokes conflict and contention (2002: 6). Important in this body of 
literature, they argue, are notions of old age identity as constructed 
intersubjectively in a social environment (McCall 1990 in Makoni & Stroeken 
2002: 7), whereby older people’s roles in continuously creating the social fabric 
(Devisch 1996 in Makoni & Stroeken 2002: 9) and the social techniques they use 
                                                            
4  In terms of theoretical work, there has been an emphasis on social structure and less on experience of 

old age until a narrative turn in anthropology emerged in the past decade (Makoni & Stroeken 2002: 
4). 

5  Here they refer to skills related to older people’s functioning in emerging market economies and capi-
talism. 
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to avoid marginalisation (van der Geest 2002; van Dongen 2002)6 are important 
foci of attention.  

The concept of aging is often used to denote the process of growing older, 
leading to the loss of bodily functions and increasing dependence (von Faber 
2002: 36). Aging in this sense is referred to in terms of chronology, increasing 
biological age and has often been criticised for its negative associations with the 
stage of old age, where social categories such as widowhood are often more 
relevant social categories than chronological age (Makoni & Stroeken 2002: 6). 
Secondly old age is not necessarily a time of dependence (von Faber 2002: 36-
37). On the contrary, old age, especially in the era of AIDS is a time of mutual, 
but shifting interdependencies. Though I concur with these critiques I find value 
in the concept of aging for its inherent notion of time. There are three relevant 
notions of time inherent in the concept of aging: Physical changes as older people 
grow older, the historical time period an older person grew up in, and time spent 
with others in everyday activities of living together.7 

Whereas the interplay between aging and the physical body/illness constitutes 
an important subject in studies on aging in Africa, and especially its effect on the 
social status of older men and women (Makoni & Stroeken 2002: 6) the role of 
the body as a site for experiences of old age is relatively under-examined. Sagner 
(2002: 59) argues that in African self-identity the presence, continuity and con-
nectedness of kin relations makes it possible to overcome the negative effects of 
bodily aging for self-identity in old age. This opens up an understanding of elder-
liness as constituted mainly by the aging body as a vehicle for constituting rela-
tions of care thereby avoiding marginalisation. The notion of physicality then 
centralises the concept of the changing body and the way older people live in and 
overcome the limits of their older body, in engaging in social action and remak-
ing relations (Shilling 2008).  

Old age is a time connected to past and present: Relations have been shaped 
over a life time and this has shaped the relative positions people have taken up 
towards one another over time and frames older people’s perspectives of the 
present. Older men and women were born into a particular set of historical 
circumstances, a historical time that was partly shaped by the previous genera-
tions. In each generation social and cultural practices are reshaped. In this sense 
                                                            
6  Van der Geest argues that there is a disconnection between the younger generation and the older 

generation, whereby the younger generation merely conducts ‘empty’ performances of respect. Van 
Dongen in her treatise on South African society argues that in the post-apartheid era there is no social 
space anymore for the memories of older people. I take both these analyses as inspiration for the 
question how AIDS creates disconnectedness between generations as it is an illness attributed to 
younger people or on the other hand connectedness as older men and women play increasingly im-
portant roles in society (van der Geest 2004b; van Dongen 2003).  

7  These notions of time parallel those recognised in the life course perspective, biological time, his-
torical time and social time (Aldous 1990: 573). 
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the term ‘generation’ refers both to the generational roles that are shaped through 
everyday living together as well as the values that have been shaped in a specific 
time period (Alber et al. 2008: 5). This shapes notions of identity and feelings of 
belonging in old age (Sagner 2002; van Dongen 2003; van der Geest 2004a). 
Current practices of relating in old age are also linked to other events in the life-
span of older people, such as widowhood and divorce. Both values and life-
events over time influence how older people experience their current practices of 
relating and are able to engage in relations. 

While the concept of aging in this sense connects the present era to the past, 
we also have to beware not to view historical events as determining social 
practice in the present. In living everyday life older men and women are mainly 
concerned with the present – the relations of today (Whyte & Whyte 2004). Haya 
experience time as a fluid and open process where the past and the future are 
continually amended by personal and communal narratives and only events in the 
present moment are fixed. Taking the meaning of social relations for experiences 
of old age as a central focus, Whyte & Whyte (2004) propose the concept of 
‘inter-subjective time’; analysing shared time, and an imagined future embedded 
in certain kinship relations through living together. This notion of time allows for 
the understanding of how practices of relating are about situations and adapt as 
social realities change, but also to how within broader family relations the bal-
ance between care giving and receiving care shifts over time.  

Aging as a concept linking past and present, natural aging processes and their 
interplay in everyday practices of relating, allows us to understand how inter-
generational relations and roles of older people and family members change over 
time in response to new challenges, taking seriously the long presence of illness, 
death, mourning and loss.  

 
Relational care  
Care as it is comprised of in discussions on Home-Based Care (HBC) and 
Community-Based Care (CBC) contains both assistance and support through the 
extended family and informal social relations as well as care provided by (semi-) 
trained health professionals to the sick specifically.8 In this dissertation I focus on 

                                                            
8  These latter forms of care evolved in East-Africa in the late 1990s often under the influence of reli-

gious institutions and NGOs when health facilities could no longer handle the many dying patients 
(Iliffe 2006). The World Health Organization released the Community-Based Care in Resource-
Limited Settings (CBCR) framework in 2002. CBCR was defined as any form of care given to the 
sick in their homes (2002: 95) The focus of CBCR is geared towards an approach to strengthen 
caregivers, in the beginning of the epidemic in their role as carers for ill people and their families, and 
as the epidemic progressed in the care for orphans (2002: 10-11). In this policy framework it is men-
tioned that caregivers suffer from burnout, fatigue and depression (2002: 42) and that their network 
should be strengthened by friends, neighbours, spiritual support (…) support in rotation, and recrea-
tional breaks. Care to caregivers is mainly provided through recreational breaks and through strength-
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the former – care provided by the family, taking older men and women and their 
families as a starting point, rather than any formal or informal structures of home 
care. Care in this context is defined as broader than care for sick people and is 
defined as material, emotional and practical assistance (Kleinman & van der 
Geest 2009) to those who are unable to provide for their own needs. This in-
ability may arise from physical incapacity as a result of aging, infancy or illness. 
Relational care then comprises the care in and for social relations. 

Care in the family context is associated with aid by close relatives and friends, 
and often, but not solely includes nursing activities, but also emotional attention 
and affection. In this sense care is material, but is also about presence. Morgan 
(1996: 97-98 in Marianti 2002: 5) distinguishes caring ‘for’ and caring ‘about’. 
Care, outside the health care setting, therefore usually comprises a close relation-
ship between the ‘carer’ and the ‘cared for’. A focus on care thus explicitly asks 
questions about close relations, the aid that flows between carers and the cared 
for and the biographies that emerge in and through the interaction that care 
represents.  

Care giving is an interaction as well as a process which unfolds over the 
course of a relationship (Mol 2008). It also is an identity-production as it 
represents a shift in (social) positions. Relational care is not just about two 
interlocutors; it is also about those around them looking and commenting. In that 
sense care is the language of the relation rather than being a transaction. When I 
use the term relational care I refer to this, embedded, interaction. Practices of 
care are therefore practices in which relations are forged or strained. Relations 
are ‘made’ through everyday interaction – daily support, working on the land 
together, popping in to greet a parent in the morning, and gestures of intimacy, 
such as hanging on a grandmother’s lap, or being delegated to fetch water or milk 
(cf Whyte et al. 2004; Whyte & Whyte 2004; Geissler & Prince 2004). In situ-
ations of illness, especially AIDS, these practices of relating are magnified and 
thereby profoundly reshaped.  

In the reflections of older people four elements are important in relations of 
care: Physicality, emotionality, morality and materiality. In terms of physicality, 
AIDS raises questions around the body and care in multiple ways. Acts of care 
giving are essentially about bodily contact, touch and intimacy. In this sense, the 
body as a relational vehicle is important in acts of care giving. Care is about 
spaces for touching, presence and closeness. Touch, argue Geissler & Prince 
(2010: 13), is a central practice of relatedness; touch makes relations by closing 
the physical separation between one and the other. At the same time older peo-
                                                            

ening support systems of friends, spiritual leaders and neighbours (2002: 42). Older women are spe-
cifically mentioned as a group at risk of losing social security (Community-Based Care in Resource-
Limited Settings, a framework for action. World Health Organization 2002: 27). In the village this 
form of care is virtually absent. 
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ple’s bodies are socially and physically aging, constraining their ability to coun-
ter the new social realities of care that have emerged as a result of AIDS. Gender 
is important here – male bodies are able to move differently than female bodies – 
as social divisions are embodied in the gendered body (Shilling 1993: 14). The 
majority of caretakers are older women, though older men also play important 
roles. Here it is important to analyse the difference between female and male 
bodies and the acts of care giving.  

AIDS illness evokes powerful emotions, especially when older caregivers are 
confronted with the disintegrating bodies of AIDS patients (Henderson 2004; 
Livingston 2008) and the imminent death of relatives. A focus on emotions 
draws attention to the concerns of older men and women with broader kinship 
relations and how emotional practices are responses to challenges of continuity 
and belonging in kinship relations (Dilger 2008: 211). A focus on emotional 
practice in relational care opens the door to the subjectivity of older caregivers 
and the way they experience their old age in the face of their growing res-
ponsibilities (Biehl et al. 2005: 5).  

Care, as a result of its very close, interpersonal nature brings up questions of 
what good care entails and when practices can be seen as neglect (Mol 2008). In 
this sense gender and generation are part of the moral questions around appro-
priate care. Care giving takes place in a local moral world (Kleinman 2006). As a 
result of the new social realities of care that emerge as a result of AIDS, gender 
and generational roles in care practices have to be constantly defined as well. 
Older people expressed three core values or concepts which run through the 
ethnographic chapters of the thesis: Kuvumilia, ‘putting up with’ or enduring 
hardship, huruma, ‘compassion’ as a core quality of relations and providing, as a 
central element of today’s relations of care.  

Care giving also contains material aspects, both in terms of activities that 
come with care for patients and grandchildren as well as with the labour involved 
in earning money for care needs for the ill person. A focus on materiality draws 
attention to the ability of older persons to engage in or mobilise social relations 
through which they can live up to the material demands of care giving. It also 
illuminates the diversity in the economic and social capital of older people, and 
how this is reflected in the care demands that are made of them, as well as the 
way care practices deplete material assets and hence old-age security. These four 
elements of relational care are present in each of the new realities of care: Old-
age care, bereavement, illness and raising grandchildren, and they intertwine with 
experiences of aging.  
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Growing old in the era of AIDS 
To situate the analysis of changing care relations as a result of AIDS, as central 
to the experience of growing old in Kagera it is important to sketch the con-
temporary lives of older men and women in Kagera Region and Muleba District 
specifically. Experiences of old age are highly diverse and depend on gender, 
socio-economic status, personal history and physical capacity, but their common 
ground is that they lived through and embodied a period without AIDS for most 
of their lives. In this sense their experiences of contemporary care relations are 
coloured by this shared history.  

 
The uncertainty of relations in Kagera 
The research village is situated in the Nshamba ward of Muleba District, which 
roughly comprises the Ihangiro Chiefdom, 70 kilometres south of the regional 
capital Bukoba. The district is divided into five divisions; Kizigo, Muleba, Ka-
machumu, Nshamba and Kimwani, and has a total of 31 wards and 126 villages. 
Nshamba town is the main market town of the ward, situated in what is called the 
‘business triangle’ between Kamachumu in the north, Muleba in the east, near 
the Lake Victoria and Nshamba town, 30 kilometres to the west. Nshamba town 
itself is small, but there are a number of NGOs and schools, including a voca-
tional training centre based in the town. The weekly market in Nshamba town is 
held on Saturday and is one of the main places for shopping, socialising and 
trade. Nshamba town hosts a number of shops and repair shops most of which are 
owned by Muslims. The Muslim population in the district is quite large but 
dispersed patchily. To the east of the village is the district designated hospital in 
Rubya, and the Catholic Mission, with a weekly market on Sunday.  

The village is built on a plateau, as are most of the older villages in Kagera 
region, above the rivers where the nights are cool with abundant rainfall. The 
village comprises six different sub-villages, with a total of 900 households and 
3,460 inhabitants in 2001 and an average of 5.6 people per household. Each sub-
village (kitongoji, ks) is divided into ten-cells, ten households headed by a ten-
cell leader, who reports to the sub-village chairman.  

In many ways the village is similar to other villages in Kagera Region: A 
centre on the roadside followed by vast banana plantations and coffee trees, 
which surround the homesteads. From a bird’s eye view, villages are dark green 
patches situated on the plateau, surrounded by grassland running down to the 
river. From the main road, smaller paths move deep into the sub-village, branch-
ing off into a network of narrow footpaths winding through the ebibanja(pl.) – 
the family farms. Main crops include banana/plantain, primarily for home-use. 
Coffee is grown as a cash crop. Houses in the village are all built close together, 
sons build their houses close to their father’s house and often a particular area in 
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a village will contain houses of one extended family. Most houses are made of 
mud but usually have corrugated iron roofs, and inside the floors are covered 
with grass.  

Smith & Stevens relate the different economic situation of men and women in 
Kagera to their respective life courses. Men often had both large farms as well as 
salaried jobs in the village and could stay away for a long time because their 
wives were tending to the land. They could therefore build houses, hire labourers, 
buy more land and invest in cattle and transport. Men developed integrated 
businesses during their lifetimes, investing in the land the profit earned from 
tailoring, butchering and furniture making. Women were not supposed to engage 
in income generating activities such as selling produce or coffee (1988: 559). 
This social history is visible in the life courses of the current generation of older 
people. Older men had often engaged in business in addition to developing their 
farms. Older women had been mainly involved in working the land, though the 
majority was also involved in small-scale business such as mat making and beer 
brewing. Most of the older women in the village were living in single headed 
female households (20 widowed and ten divorced). Women often had smaller 
plots of land and insecure tenures (Smith & Stevens 1988: 553). Older men were 
almost always married to younger women. Women in their old age were 
therefore more dependent on members of the extended family. 

The main economic activity of Muleba district is agriculture, especially for 
older men and women.9 Other economic activities include running shops selling 
electronic goods and household necessities as well as mobile phone shops and 
trading establishments in second-hand clothes, working for the plantain-traders, 
and transporting goods on bicycles. Other economic activities include fishing, 
often through seasonal migration to the islands off the coast from Muleba town. 
The islands were seen as dangerous places: Places where jealousy and hatred 
were rampant, and witchcraft was common. Despite these stories, quite a number 
of the village youths would go to the islands seasonally to work and earn money. 
These were the boys who had finished primary school and could not find a job or 
men who did not have enough land to support their families. Several older people 
had children living on the islands.  

There are many factors that have been conducive to a greater uncertainty about 
social relations in the district in recent years. As a result of inheritance practices 
and population growth, the land has become smaller and it has become more and 
more difficult to survive off the land. Despite the AIDS epidemic the region 
experienced a rapid population growth: In 2004 the population living in rural 
areas measured almost 2 million, an average of 70 per km2. Population density 

                                                            
9  District Development Plan 2001-2021, existing site report. 
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has increased threefold since 1967,10 despite the AIDS epidemic and out-mi-
gration. Twenty percent of these two million people lived in a peri-urban area.11 
The population of Muleba District was 386,328 in 2002.12  

In the district itself there is hardly any formal employment outside the govern-
ment sector (teaching, agricultural officers and health staff) and as a result many 
of the older people’s children have moved to the major towns in Tanzania: 
Mwanza, Arusha, and Dar es Salaam. Between 1994 and 2004 the economy 
improved, mainly as a result of new orientations in business and trade and a 
stable political situation (Beegle et al. 2010), despite a decline in coffee prices. 
Monetisation of the economy following liberalisation has led to diversification of 
livelihoods (de Weerdt 2010) but less so amongst older people. At the same time 
this economic development has increased disparities between families. Commo-
dification and monetisation of the economy also find their way into care relations 
making it more difficult to provide care, especially for older people (cf van der 
Geest 1997). 

Those older people with adult children who do well in town, receive remit-
tances and luxury goods, such as mobile phones, televisions and video players, 
and visits once a year, or children invite their parents to the city. Those adult 
children who do not do well often disappear. Migration has changed care land-
scapes; older men and women value city life and education, but at the same time 
fear mobility, both within the region and the city. AIDS illness and death has, 
despite the decline of the epidemic, been an everyday reality for the past 25 years 
and the older people of today continue to lose relatives: Adult children and 
grandchildren, sometimes, the orphaned grandchildren they raised. This everyday 
uncertainty about social relations makes the experience of growing old one in 
which care relations have to be reframed and negotiated on a daily basis. 

 
A heterogeneous epidemic 
The AIDS epidemic in Kagera Region varies remarkably, both in terms of preva-
lence and incidence rates as well as in terms of historical background (Killewo et 
al. 1994). Historical sources show a history very much tied to the period of rapid 
political, social and economic change. Kagera Region, already isolated, squeezed 
between the Lake Victoria in the east and Uganda, Rwanda and Burundi in the 
north and west, became more isolated after the collapse of the East African 
Union in 1977. Tanzania’s socialist politics, which included the closing of all 
                                                            
10  The United Republic of Tanzania: Kagera region: socio-economic profile. National Bureau of Statis-

tics and Kagera regional commissioner’s office (August 2003). 
11  Kagera rural CWIQ. Baseline survey on poverty, welfare and services in Kagera Rural Districts. April 

2004, Economic Development Initiatives. 
12  The United Republic of Tanzania: Kagera region: socio-economic profile. National Bureau of Statis-

tics and Kagera regional commissioner’s office (August 2003: 26). 
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major stores, had led to a widespread scarcity of consumer goods and followed 
by a period of food insecurity after a plague destroyed banana plantations, the 
main staple crop in the region. Due to decentralisation politics the transport 
infrastructure declined resulting in a downfall in economic development and 
educational standard in one of the highest educated regions of Tanzania 
(Mutembei 2001). This was the period when many of the current generation of 
people in their late 50s and 60s were busy building their lives and raising 
families. Villagers developed new mechanisms to survive, which involved a 
risky illegal bidirectional trans-border trade with neighbouring Uganda. Done 
under the cover of night and taking days, this work attracted young men. Young 
women went into commercial sex work in the newly opening markets on the 
border and in town. Border posts became centres for trafficking, goods, alcohol 
and commercial sex (Kaijage 1992: 84). In 1978-9 the Uganda-Tanzania war 
which was fought in Kagera Region, caused social destruction and the soldiers 
who camped and fought in the region in combination with the already high 
mobility and commercial sex work13 created a favourable environment for the 
spread of HIV14 (Iliffe 2006; Mutembei 2001; Kwesigabo 2001; Rugalema 
1999). The political change from socialism to a market economy increased mo-
bility and business. This is visible in the life stories of older men in the village, 
many of whom were involved in business and were highly mobile, only settling 
in the village in retirement, some living in cities.  

By the beginning of the 1980s many adults in Kagera started to become sick. 
The first people to die of AIDS were the most mobile people. These included 
young men who had been involved in the illegal cross-border trade, former 
soldiers of the TPDF,15 professional prostitutes, migrant labourers, commercial 
travellers, and town workers who came home to die (Kaijage 1992: 82). These 
people sometimes were siblings, spouses and friends of the current generation of 
older people, sometimes adult children.  

The epidemic, in terms of prevalence and incidence16 had already reached a 
peak around 1987, similar to the patterns in neighbouring Uganda, and have 
since declined (Kwesigabo 2001; Lugalla 2004). The highest prevalence rates 
were measured in Kiziba, mainly in an area called Kanyigo, where the main 
cross-border trafficking took place and in Bukoba town, places with high mo-
                                                            
13  The chairman of the village, when reading this chapter, criticised Hooper’s association of commercial 

sex work and the camps of the soldiers. ‘I was a soldier, Josien, and there was a war going on. When 
you are a prostitute and the scud rockets are flying around your ears, do you think that you would go 
to a soldier for 10,000 shillings? No! You run like hell. What happened is that many women were 
raped in that area.’  

14  See also Chapter 2 in which I elaborate on the social history of the HIV epidemic in Kagera Region. 
15  Tanzanian People’s Defence Forces. 
16  Prevalence: percentage of population found to be HIV positive at a certain moment in time. Incidence: 

percentage of population newly infected in a period of 12 months. 



17 

 

bility, wealth and high levels of education, where prevalence rates reached 24.2% 
in 1987.17 Within the region differences in AIDS prevalence and incidence also 
presented different dying patterns, indicating slight differences in history though 
there are hardly any sources about the historical background of the epidemiology 
of the AIDS epidemic in the southernmost districts of Muleba. The differences in 
dying patterns between the north and south are important to emphasise: both the 
scale of the epidemic and its social history have implications for family care 
patterns in the present. In Kanyigo some older men and women lost all of their 
children, sometimes up to 11, in a relatively small period of time. Since, orphans 
have grown up and have resettled the once empty houses of their parents or 
moved to other areas in Tanzania. Muleba district in the south was traditionally a 
trading area and with many fishing villages had prevalence rates of 10% in 1987, 
declining to 4.3% in 1999 (Kwesigabo 2001). Dying patterns here were much 
more spread over generations. Other districts, such as Karagwe, which are more 
isolated and Ngara and Birahamulo districts measured hardly any low rates of 
prevalence.  

In popular narratives, northern Kagera is still seen as the most affected area. 
Data from voluntary blood donors18 show different results; according to national 
statistics Muleba district had the highest prevalence of HIV in blood donors 
(29.3% in 2003) in the region and nationwide (Kessy 2005: 14). The choice for 
this medium prevalence area, weaker in terms of education levels and wealth and 
with a more diverse population, from different clans and with histories of re-
settlement, raised the questions, how in areas where AIDS had not wiped out 
entire generations, but had affected more than one generation, were family care 
relations re-created and what role has the older generation been playing in that 
process? AIDS from this perspective is not framed as an illness or livelihood 
crisis but as an entry point to look at how relationships of care in old age are 
reframed and negotiated over time in this particular district.  

Methodology 
A conceptual framework, which focuses on individual social relationships and 
how these are formed, consolidated and lost, requires a methodology that allows 
for fluidity, attention to difference and openness. Doing research on AIDS and its 
consequences implies making explicit what is often hidden, private and painful: 
                                                            
17  Many lawyers, doctors and scientists in Tanzania are from the Kiziba area. This region is also less 

diverse in terms of clans and has since the start of the AIDS epidemic also been highly serviced by 
NGOs, in particular Partage, a French NGO taking over certain community structures. 

18  These are relatives of patients admitted in the hospital. Prevalence rates amongst this group are often 
higher than in the general population. I do not have recent figures but personal communications with 
health staff of voluntary counselling and testing sites from 2003-5 suggest prevalence rates similar to 
what Kwesigabo (2001) found in 1999. 
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The tiring illness, the grief and anger over the death of loved ones, the fears that 
result from the implicit knowledge of the habits of one’s adult child and anxieties 
over the future. These issues are often discussed in surreptitious ways, or not at 
all. For the researcher, this situation called for tact, sensitivity and self aware-
ness, as well as a flexible methodology. My methodology has adapted to my 
growing understanding of the situation in which older people find themselves but 
remains based on two elements: A longitudinal perspective and a focus on story-
telling around events, collecting in this way social biographies of older people 
and those they speak about, which fits the natural way in which older men and 
women discuss matters on an everyday basis. In this way I have pasted together 
the social construction of ‘events’ and analyse them in their broader context. 
Whilst doing the research I found myself mainly in the company of older women: 
They constitute the majority of older people over sixty years and provide most of 
the physical care tasks. Though this thesis focuses mainly on the experience of 
older women, I explicitly do not intend to engage in a women-centred approach 
as ignoring older men in care giving dynamics would misrepresent the broader 
dynamics of family care giving in a patrilineal society.  

 
Data collection 
Data collection started in the summer of 2002 when I spent four weeks in the 
village and interviewed ten older women and men. With the assistance of the 
village chairman I then selected three households of older women affected by 
AIDS. Mae Tibaigana, my 65-year-old key informant in the village and the 
chairman followed these households on a regular basis for eight months and 
made notes about everyday events. These households, all in the same sub-village, 
formed the start of the core group of older men and women who I followed, with 
varying degrees of intensity until the summer of 2005.  

The importance of contextualising AIDS in the everyday lives of older people 
was the main reason for my initial decision to select one sub-village and visit 
each older person over 60 years, the retirement age in Tanzania.19 The sub-
village comprised 105 households (in 2002), 51 older people, 19 men and 32 
women. 13 of the 51 were above 80 years old. I visited these 51 older men and 
women and collected background information on their demography and death 
events in the family, and obtained a ‘feel’ for topics worthy of further study. 
These data provided me with background information on the daily lives of older 
men and women. From these 51 people four other families were selected to be 

                                                            
19  Age in Tanzania has more to do with ability than with age in years, and I did not stick closely to the 

60-year cut-off line after the initial survey. I purposely chose to not use a cut-off line of 50 years old 
as is often done in demographic literature as many fifty year olds often are not yet confronted with the 
physical decline of their bodies.  
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followed more intensively. Another three families who did not live in the sub-
village were added to the people to follow intensively; I was introduced to two 
families because of the intensity of their problems and the other family was my 
landlord and his wife and children. The core families differed on the role AIDS 
played in their lives, their status in the community, religious affiliation and the 
gender of the household head. Not all of these people were followed with the 
same intensity. Personal bonds and trust determined the frequency of our visits 
and often we visited a particular person at the timing of an important event in his 
or her life. Some of these older people started to take on an educator’s role, 
alternating between being a subject of study and being a ‘guide’ to events in the 
village. In particular Mae Tibaigana and the chairman took on these roles, and I 
have highlighted where they were involved in the actual production of data. 

In the first part of the study, which lasted seven months, the focus in the 
household interviews as well as the longitudinal following of the 12 older men 
and women, was on AIDS. I spoke at length about the sickness and death of 
children and siblings, how the same had changed the social position of the older 
person and observed how villagers spoke about AIDS. Besides this focus I 
collected informal conversations and observations about the daily lives of older 
men and women. I participated in village life through sitting at the roadside, 
visiting, being part of celebrations and attending some funerals. General 
discussions were recorded in the roadside kiosk where several men would meet 
in the evenings. Gradually the approach changed to simple note taking of the 
stories that they told during visits or when we or one of us met them at the 
roadside, on the land or in Church. We also collected stories that were told about 
our core families and made notes of major events that we observed happening in 
their lives. 

In the second phase of the research lasting from November 2003 until April 
2004, I kept track more systematically of everyday events. I collected some life 
histories of the people I followed longitudinally, sometimes through conversing, 
sometimes through walks through the village and sometimes through making 
kinship diagrams. The longer we stayed in the village, the more we became part 
of the network of these older people, helping out when they were in trouble and 
our involvement and how we were accepted and given ‘roles’ became an im-
portant learning instrument as well.  

Because the village was situated in a ‘medium’ prevalence area I constructed a 
semi-structured interview guide based on the major themes emerging from the 
data. I conducted this questionnaire among five older people in the village and 
then went to the area in the north, Kanyigo Ward, Kiziba, which was historically 
seen as the most affected area in the region and selected 20 of the most severely 
affected families. In total I spent two weeks in Kanyigo in two villages, Kiga-
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rama and Kashenye (the latter was situated on the infamous smuggling border), 
having spent a week discussing and travelling through the area first. An anthro-
pology student from the University of Amsterdam who interviewed the children 
of the same families joined us in Kigarama. In Kashenye we spoke to older men 
and women who were extremely affected20 by AIDS to see if some general ideas 
held ground. Differences between the two regions – Muleba/Inhangiro in the 
south and Kiziba region in the north – were confirmed during my stay in Kiziba. 
The comparison between the two places made me more aware of the particular 
context in the main research village in the south in terms of localised economy, 
education and migration patterns, and made me aware that family care relations 
in the southern village have to be situated in a different context than in the north-
ern villages.21 Towards the end of the fieldwork I invited groups of older men 
and groups of older women to my house to discuss my preliminary findings. 
These discussions proved very fruitful and lasted between two and three hours 
each.  

 
Cases and events 
A central approach in the collection of data involved recording and assembling 
stories, where people recollected personal histories and recounted particular 
events. Events could include the neglect of an older woman, the impending death 
of a young man who had returned from the city, the HIV test of an older woman 
or the running away of a granddaughter. I recorded the discussions around these 
events from different perspectives and analysed the positions of older people in 
these events. The events unfolded mainly in the lives of the core group of older 
men and women whose everyday lives I followed over the period of time that I 
was living in the village. The living situation of the selected older men and 
women differed in terms of personal history and education, socio-economic 
means in old age, gender, physical strength as well as the way they had been 
affected by AIDS. There were also family connections between several of the 
older people in the core group. 

There were several situations in which data collection in relation to events 
took place. I started my following of events through the analysis of the three 
diaries which Mae Tibaigana produced during the months of my absence. In 
these diaries everyday life was recorded, which I followed up through interviews 
and kept following. I also started with these notebooks on everyday life for the 
other households I was following. I collected data mainly in three different situ-
                                                            
20  Most of the older men and women I interviewed here had lost almost all of their children. One had 

lost her child, and raised her grandchild and lost her as well. I interviewed one person who had not 
lost all her children to provide a contrast. 

21  In the dissertation whenever I use quotes from the northern villages I identify them as coming from 
the north. All other quotes are from the southern village, where the main research took place. 
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ations. One of the situations was spontaneous storytelling in a household, often 
during a visit, while chewing coffee beans and often initiated by the passing of a 
neighbour or a recent event, or a rumour that had spread through the village. 
Usually these stories were not taped, I often felt a tape recorder would disturb the 
spontaneity of a conversation. A second situation was in the form of a loosely 
structured interview during visits with the intention of collecting information on 
a certain subject. The conversation flowed naturally, but was initiated by me. All 
these interviews were taped and translated from Kihaya to English. A third 
situation comprised events such as a funeral or a wedding. In this way I was able 
to trace how narratives changed in relation to these events, what was expected 
from social relations and how they worked in relation to events. The combination 
of methods led to several rich cases, through the analysis of which I have con-
structed how older people form and consolidate the relationships that they are 
part of. Case studies are not an illustration of abstract patterns that an anthro-
pologist discerns from the data but are the core of what analysis is about: They 
serve to illustrate the uncertainty and contradictions, the expectations, and prac-
tices that are the reality of everyday life as van Binsbergen argues.  

‘Whatever happens concretely in a society – interactions, quarrels, reconciliation, collabora-
tion, between very specific individual members, should not longer merely serve as apt illu-
strations, just to elucidate an ulterior abstract order of which these concrete cases are merely 
arbitrary examples. On the contrary, the social order is nothing but the ensemble of all such 
concrete interactions. It is in concrete cases that the fundamental contradictions and the in-
built conflicts of the social texture come to the fore – the abstract structural principles only 
exist in and through the agency that is acted out in these concrete cases.’ (van Binsbergen 
2006: 28) 

Both gender and class were important themes that framed the case studies. 
Gender is central to the ability of women versus men to negotiate their relations 
of care, both in their access to resources and old age care as well as in nursing 
tasks and roles in raising grandchildren. In some cases such as in the chapter on 
emotional care, my informants were nearly all women. Though a gender analysis 
is not overtly present in each chapter, it does come back in every chapter. In 
terms of class, the group of older people is also diverse. Haya society is a 
hierarchical society where clan affiliation, material assets, and most importantly 
land and education determines the possibility for older people to negotiate certain 
relations of care. Since a traditional class analysis would be irrelevant to this 
context, I have conceptualised ‘class’ in terms of social positioning. 
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Storytelling and anecdotes 
Storytelling offers one way to construct social biographies. Orally expressed, 
experience is conveyed through words, tone of voice, facial expressions and 
gestures, and often gives a compelling photo of what is at stake in a local world 
(Kleinman 1998). Through narratives, aspects of experience can be accessed, 
felt, analysed and assessed (Sagner 2002). The stories of my informants in 
Kagera typically reflected their position in the village, and offered a rich source 
of information and insight regarding historical changes, the evolution of the 
AIDS epidemic, and the adaptations over time of kinship bonds and the family, 
altering responsibilities, gender roles, and economic development. On a smaller, 
more personal scale, with storytelling, social relations between a self and others 
form, or between an individual and a collective, or tensions are created as to 
motives, accuracy or truth. For the listener and for the anthropologist, this may 
raise questions about subjectivity and authority, pointing out individual fallibility 
and the need to match personal narratives with those of other individuals, and 
with verifiable social documents. As Jackson argues:  

‘If, however, (…) stories are neither the pure creations of autonomous individuals nor the 
unalloyed expressions of subjective views, but rather a result of ongoing dialogue and re-
action within fields of intersubjectivity, then the very notions of selfhood and subjectivity 
that are brought into relief in the European tradition of story telling are themselves creations 
of a social relation between self and other, and do not exist outside or prior to the narrative 
process.’ (Feldman 1991: 13 quoted in Jackson 2002: 22) 

What is also important is that a story will not stand on its own, but when 
written down, is recreated to fit a frame of meaning, and indeed reflects social 
values in various ways – those of both speakers and the writer may come 
through, for no text is value-neutral. But in the case of ethnography, committing 
oral knowledge to text, adds another layer of complexity. Though the speaker is 
important, often the stories reflect a collective nature: They emerge from and are 
situated in a particular locality like Kagera, and their narrative and emotional 
logic are embedded in local relationships. In a context far from Tanzanian 
villages, Hannah Arendt articulated this communal aspect of stories, reflecting on 
the importance of the web of human connections in which stories emerge and 
develop: 

‘though every story discloses an agent who initiated and suffered the events recounted, this 
particular subject never remains the sole author of his or her own life story, for the story 
comes into being within an “already existing web of human relationships”.’ (Arendt 1958: 
184, cited in Jackson 2002: 23) 

Also, storytelling is something people do; it is active and performative (Fabian 
1990). In my interviews and observations, I noticed how older people occupy 
different positions towards one other, and in each new situation might fall into 
another relationship, or assume another role. This did not lead me to question 
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their sincerity or authenticity, but as I came to know them as individuals, they 
taught me about local dynamics and convinced me of the value of their individual 
narratives in the life of this community struggling through disruption. Recording 
and analysing their stories now, in this format, seems like one way of catching 
and amplifying their voices from the whirlwind of cultural and historical changes 
that over the decades of their lives swept through their villages.  

In listening to and recording stories, it’s important to recall that people may 
create a sense of control that they lacked while living the experience. A narrator 
is also a protagonist, and may determine the stories’ meaning and the roles of 
particular actors. 

‘Story telling reworks and remodels subject-object relations in ways that subtly alter the 
balance between actor and acted upon, thus allowing us to feel that we actively participate in 
a world that for a moment seemed to discount, demean and disempower us.’ (Jackson 2002: 
16) 

Spaces for sharing stories and discussing events often occur in gender-ex-
clusive environments. Many men meet in the evening at the end of a day’s work, 
on the road or in bars to listen to news on the radio. During the day, many older 
men work on the land, go to the market or are otherwise busy arranging business 
or family affairs. At other times, men meet in a neighbour’s home, particularly 
when beer has just been brewed. Or they meet after religious worship, on Fridays 
in the Mosque or on Sundays at Church. For older women, daily life tends to be 
tied to the family and hearth, where they work the land, cook, clean, and manage 
the household. Some older women may find community while they engage in 
beer brewing and mat weaving or through involvement in labour groups. Spaces 
for visiting include each other’s houses between 5pm and 7pm and the roadside 
where some missing ingredients for dinner are bought. Meetings also occur on 
the narrow, winding paths through the banana groves and on Fridays and 
Sundays at church or the mosque. Older men and women alike often look back 
and reflect on the way their social relations are constituted and remark on how 
their physical strength is declining. 

I collected stories together with Augustina (Gussy), a 33-year-old woman 
from the northern chiefdom of Kiziba who was invaluable to the research. She 
knew how to approach older people and put them at ease, and possessed an 
impressive ability to read through the lines of what was said and sort out what 
was done. She was an expert in collecting gossip and quickly understood what I 
was after. We soon developed a very close working relationship whereby I 
watched what people did and she sometimes translated the vernacular Kihaya in 
Kiswahili. In writing up discussions and events that were not taped, I would 
provide the structure of the conversation and that triggered her almost endless 
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memory for quoting verbatim statements. Other interviews, visits and observa-
tions were conducted by Gussy alone as in the following entry:  

From Gussy’s diary: It was the day I came back from Bukoba. I passed Mae Tibaigana to get 
the key and we greeted each other and she asked about Bukoba. I told her it was ok and there 
was rain now. A little bit later two women passed and I heard their voices greeting Mae 
Tibaigana. When I looked outside I saw Mae Tophista holding a stick, walking with another 
woman. I was confused because I did not expect this mama to be walking in the road on foot. 
I asked Mae Tibaigana: ‘Is this Mae Tophista and she can walk?’ 

Mae Tibaigana: Yes, even the day before yesterday she was here and I gave her tea and 
coffee beans and she was telling me about her grandson who wants to chase her out of that 
house. That grandson says she has to go because nothing belongs to her there. She sold all 
her properties so she has to leave. (…)  

Gussy: I feel very sorry for her (…).  

The same issues we observed with older people telling stories about events 
that changed according to their interlocutor and according to their personal 
situation at that very moment were also valid for Gussy and I as interlocutors. 
Language was an important factor in this. I did not speak Kihaya, the vernacular, 
except for some phrases, which was the only language that older women without 
an education spoke. Gussy consequently often developed a closer connection 
with these particular women. I spoke reasonable Kiswahili, fluent enough to 
conduct interviews on my own and participate in discussions, but not fluent 
enough to follow the details and nuances of rapid discussions between groups of 
people in bars and gatherings, or to pick up on nuances in expressions and 
proverbs, though my language proficiency grew over the course of staying in the 
village. Moreover, for villagers Kiswahili was a second language and they would 
only speak it to me, not amongst themselves. Those older women who spoke 
Kiswahili were comfortable speaking Kiswahili with me, but afraid to make 
language mistakes with Gussy present. Language in this sense was also a way of 
subtle power plays; I remained in this sense ‘the outsider’ in many of the con-
versations that we conducted together. Being an outsider was not just negative 
however; those older people who had some knowledge of Kiswahili, consciously 
chose which stories they told Gussy and which stories they told me, as Gussy 
was sometimes too much of an insider. Working in this way with a translator, or 
as I would call it, co-researcher, might pose questions of representation and 
interpretation, and hence questions about anthropological knowledge production 
(Pool 2003). In my analysis I have as much as possible indicated the context in 
which stories were produced and who was involved in producing them. The 
quotes I use in the thesis are the literal quotes from the translated interviews and 
collected stories. 
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Overview of the dissertation 
This dissertation is built around four core chapters (Chapters 3 to 6). In each of 
these chapters, I single out one new social reality: Care for older people in 
Chapter 3, bereavement around death in Chapter 4, care for terminal patients in 
Chapter 5 and care for grandchildren in Chapter 6. In this sense the chapters are 
organised to first highlight the present concerns of older people in terms of care 
and well-being as they gradually age and then focus on how in this context, they 
engage in two specific relations that are under pressure in new realities of care: 
The relation between older parents and dying children and the relation between 
grandparents and orphaned grandchildren. In each chapter I focus on how 
practices of relational care, its physicality, its emotional aspects, moral questions 
and material aspects intertwine with processes of aging, physically and socially. 
In doing so I examine how older people actively engage in shaping their old age. 
In Chapter 3, I argue that in the era of AIDS the social significance of the older 
body changed, to represent an indispensable capital for practices of relating and 
securing care and, and in that way a sense of belonging. In Chapter 4, I show 
how contemporary bereavement practices of older people provide the space for 
older people to engage in forging relations between kin and community mem-
bers. In Chapter 5, I argue that a morality of inclusion has evolved around AIDS 
care, which has led to the smoothening of potential tenuous relations in long-term 
situations of care giving. In Chapter 6, I argue that while grandparenting over 
time creates new demands, grandparents in essence remain grandparents, leading 
to relationships that are marked by both closeness and conflict. The chapters 
follow Chapter 2 in which I examine how family care relations have transformed 
in relation to broader socio-political changes. Care practices reflect contentions 
in contemporary social relations, and, through reflections, a space to act. But care 
practices are also limited by the historical access of, in particular women, to land 
and property. The thesis concludes with a chapter in which I discuss how prac-
tices of care and processes of aging interplay in response to new challenges in the 
era of AIDS.  
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Photo 2.1  Graves of son, daughter-in-law and grandchild of Mae Elesta,  

in the banana plantation next to the house  

 
 

 
 




