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Conclusion 

I felt weak yesterday; after all it is the same blood running through the family – Mae 
Tibaigana about the death of a young child in the family. 

This thesis comes to an end where it began, with Mae Tibaigana describing her 
experiences of loss and uncertainty in this era of AIDS, on the toll they’ve taken 
on her body, and the ways they’ve distorted kinship connections. Mae 
Tibiagana’s expression of despair also alludes to the common anxieties that older 
people have about the future and legacy of their relations. In their daily lives, 
older men and women endure tremendous loss and hardship – burying relatives, 
nursing patients and raising orphans. They make the best of this situation, in part, 
by trying to secure care, which they do with varying success. Ethnography has 
proven a valuable tool for capturing the messy attempts of people to make sense 
of extraordinary circumstances (cf Moyer 2003; Hastrup 2005).  

This study is part of a developing field of kinship studies that seeks to provide 
an alternative to structural perspectives, and to understand kinship relations as 
continually forged through everyday practice, through living together in the on-
going and unpredictable flux of history. The question I raised in the Introduction 
was how we could understand the tension between practices of care and pro-
cesses of aging, while 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 to provide that 
care. Care practices magnify relationships and capture some of the fundamental 
issues that older men and women struggle with in the era of AIDS; they trigger 
moral questions about social norms and practices around property and gender, 
and create new forms of belonging within the family. 

Through focusing on the role of older bodies in forging relations of care over 
time I have been able to paint a more nuanced picture of what is often called 
‘distortions or breakages in care relations’, which marked early analyses of the  
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Photo 7.1 Two older sisters living together in old age, in the visitor’s room of their house 

 
 
epidemic (Ankrah 1993; Williams 2003), following more contemporary analyses 
which argue that disruption is part of the human condition (Becker 2002: 7). In 
this sense I situate AIDS in broader concerns about social transformations and 
their effects on social relations in the eyes of older people. I focus on the creative 
ways in which persons continuously shape everyday relations, through ‘doing 
kinship’ (Alber et al. 2008; Dilger 2010a) and I show how kin-related care is 
endlessly stretched, activated and intensified to the extent that certain relations 
have become even more intensive than before. 

Being old in Kagera is shaped by experiences which older people have had 
while providing care in situations where new modes of caring were required. For 
the current generation of older men and women in Kagera, having grown up in 
the pre-AIDS era, AIDS predicated a fundamental break with the past; family 
care relations and the generational authority and gender roles embedded in them 
are increasingly contested. Care practices in the era of AIDS reflect contentions 
about social relations that are rooted in these historical transformations. Practices 
of care giving by older people created a space for reflections on changing values, 
in that way providing a possibility to act. 
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Within the social worlds of older people three factors influence their ability to 
engage in practices of care. Firstly gender shapes the expected roles and possi-
bilities of care giving and receiving care; secondly material assets and poverty 
structure the possibilities of older men and women to engage in relations of care; 
and thirdly a morality of care that has emerged around AIDS influences what is 
considered good care and how older people should practise this care.  

Neither these social worlds nor the factors shaping care, however, have re-
mained the same throughout their lifetimes. Instead, they have constantly shifted 
and continue to do so. Historical processes of transformation throughout the life-
times of older men and women have shaped contemporary gender and genera-
tional roles and influenced older people’s material position. Their life experien-
ces have shaped their values attached to social relations; and the morality of care 
has emerged and transformed over three decades of AIDS. In short, people 
change as they age, but so does the world around them.  

It is within this ever shifting social world that older men and women practise 
care and engage in family relationships and try to normalise the extreme cir-
cumstances in which they find themselves. Extreme circumstances then do not 
just shape the relations of older men and women; they become part of the process 
of aging. This interplay between practices of care in the era of AIDS and 
experiences of aging are the focus of my analysis. The intertwined physicality of 
AIDS-related loss and of growing older, work together to shape the dynamics of 
care practices. The aging body, which serves as the locus for this physical 
entwinement, is what permits – or challenges – older people to make connections 
with others and normalise extreme circumstances: New demands are put on the 
aging body as a result of changed care realities in the context of HIV. Loss and 
anxiety often have a physical impact, yet older people in particular need their 
bodies to be healthy so as to be able to socialise and to remain productive while 
being confronted with declining strength.  

Through the analysis of events around care I argue that older men and women 
do not just live with loss and disruption but actively seek to manage the ex-
perienced disruption by making connections with important others in the realm of 
the family and their close personal networks. In the remainder of this conclusion 
I discuss how the aging body is instrumental in navigating relations of care and 
how the ability to do so changes over time as the body grows older, but also as 
situations within new fields of care change all the time. Bodily transformations 
conjoin transformations in care relations. 

Practices of care with an aging body  
Sina nguvu, ‘I have no strength’, was a common expression used by older people 
when talking about experiences of old age. Though the older men and women 
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were generally able-bodied, old age naturally came with a decline of strength: 
Hearing impairments, old age illnesses such as high blood pressure, diabetes and 
in some cases heart problems and strokes, but also more general old age ailments 
such as sore backs, general fatigue and a decline of the teeth, hearing and eye-
sight. Though these issues are a part of natural aging, they have become more 
urgent in the current era of AIDS as bodily impairments are magnified in prac-
tices of care (cf Ssengonzi 2007; Seeley et al. 2008; Ainsworth & Dayton 2000).  

AIDS mortality, together with migration and the monetisation of the economy 
have out-stretched family care networks. Kinship relations have become dis-
persed or disappeared, and exchanges within relations have become more mone-
tised. More often, support is predominantly provided by the immediate nuclear 
family. As a result, older people feel that in old age they still have to rely on their 
own physical strength.1 

Care giving is embedded in family histories, previous expectations and ten-
sions. An older mother is not just caring for an AIDS patient, but for her son of 
whom she had high expectations. This turns care roles into moral and emotional 
concerns. Throughout the ethnographic chapters a morality of care unfolded. 
This is a different morality than that around AIDS, which serves to make sense of 
distortions of kinship relations and often leads to the exclusion and stigmatisation 
of AIDS patients (Posel 2004; Dilger 2010a). Though a morality of AIDS is also 
present in the village, amongst older persons a competing morality of care pre-
vails, centring around three values: Compassion, endurance/suffering and provid-
ing. These values are linked to older people’s experiences with historical trans-
formations in family care. Upholding these values places a high demand on the 
aging body, albeit differently for older men and women, and is strongly enforced 
amongst caregivers who check on one another during visits to homes where 
patients are dying.  

Compassion, or huruma, is of central concern to older people, a value which 
they feel is lacking in contemporary relationships. With respect to care, com-
passion refers to issues such as closeness and intimacy as well as inclusion. 
Closeness is related to intimate, bodily acts of caring such as washing, cleaning, 
and cooking – often the domain of women. In these practices, the older person’s 
body plays a central role. Care giving is demanding, especially in a village con-
text where water and wood must be gathered and food must be farmed. Cooking 
in this context, in particular, takes a lot of time. Care is not just about touching 
and physical presence but also about heavy work. Patients in their final stages 
need to be washed, and are unable to eat independently. Many have food re-
                                                            
1  This was especially so for widowed and divorced older women-the majority amongst older women, 

who were more dependent on these dispersed relations for old age care than older, mostly married 
men.  
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quirements that put heavy demands on financial resources and time. These acts of 
care giving adversely affect the health of older people, women in particular, 
especially when patients are ill for prolonged periods of time.  

Compassion plays a different role in the context of death and mourning when 
it refers to older people’s role as comforter at funerals. In these situations older 
people’s memories of their prior losses are triggered which, in turn, can cause 
sleeplessness and anxiety. Older people also employ their bodies to create close-
ness and intimacy as part of providing compassionate care. This is particularly 
the case in relation to care for grandchildren where physical presence and touch 
are essential elements. Abnormal situations which are demanding on the body are 
when grandparents have to take in small toddlers who are still breastfeeding. 
Care then requires soothing grandchildren in the night and carrying them around, 
practices which often drain their strength.  

Suffering or enduring is the second value associated with good care. This is 
particularly the case for older women. Because giving care is both confronta-
tional and sad, it is an emotional process. The shock of seeing an emaciated son 
or daughter return from the city, the pain of having to wash a body covered in 
diarrhea and sores, the exhaustion that comes with sitting vigil all night or spoon-
feeding a relative are practices that remind older people of the expectations they 
once had for their dying relative and also trigger emotions such as anger and 
sadness. In addition to these grief-associated emotions, caring for relatives also 
leads to mawazo, or worrisome thoughts, over how to live up to new demands, 
such as raising grandchildren. Older people consider these worries and emotions 
detrimental to health. Heart problems, high blood pressure, strokes and anxiety/ 
insomnia are often attributed to emotions around illness and death. Endurance is 
linked to self-control, a core-value of Haya social relationships and containment 
of emotions, which if done properly, can counter the detrimental effects of care 
giving on the health of aging bodies and minds.  

A third value of care relations that runs through the chapters is the materiality 
of care. Care is about providing in different ways. Providing as a value is linked 
to notions of parenthood – more so to fatherhood than to motherhood – and 
features in the material aspects of care giving. Older men are involved in the 
financial and organisational aspects of caring: Mobilising resources, organising 
transport to the hospital, paying school fees for grandchildren and involving the 
broader family clan. When women are single, either because they have been 
widowed or divorced, they are responsible for men’s work, and many older 
women who do not have assets to sell are engaged in casual labour to be able to 
provide for the costs of medicines for patients and grandchildren and the costs of 
schooling and feeding grandchildren. Older women often manage this through 
hiring assistance, or selling assets, depending on their socio-economic position. 
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They can also draw on the support of remaining adult sons and daughters, but 
avoid this as much as possible so as not to place too much demand on already 
overstretched kinship networks and risk compromising their own old age 
security. The value attributed to providing leads to the older body needing to 
work into old age. When older men or women say, like Ta Stephen, that they feel 
that old age is worse than carrying stones on their heads, they are literally 
referring to demands on their bodies that they can hardly live up to.  

As people age bodies change in appearance, but also in the ability to act. The 
demands on older person’s bodies are evoked in subjective experiences of the 
aging bodies. Older people putting an emphasis on strength when they discuss 
aging reflects their constant confrontation with their physical body while they 
age, a balancing act between what is just barely possible and what is not possible 
at all. The multiple and varied demands put upon the body intertwine with nor-
mal processes of aging and make strength a core concern, while also making the 
physical body the vehicle for interaction. Care in this way transforms together 
with the body. This opens a second realm in which older people’s bodies are 
important: The way older men and women through their practices of care make 
connections. 

Practices of relating with an aging body  
A second level in which the older body is an essential focus is on the level of 
relating: The way older people, through bodily practice, forge relations with 
those they care for and with others. Care is essentially intersubjective in that it 
takes place in the context of social relations, both intimate and broad. Care is 
both the object and the subject of social relations; through social relations care is 
provided, while at the same time through care social relations are intrinsically 
produced. In this section I discuss the way relations of care are reconfigured and 
how older men and women attempt to normalise an extraordinary situation 
through their practices of relating. I discuss the relationality of care in three 
different situations in which relations of care are often strained and result in 
conflict: The situation of anticipated and actual loss when older people are 
confronted with dying and death; the situation after death when older people 
need to navigate relations with those who remain, including other family mem-
bers, specifically when grandparents take in grandchildren; and thirdly situations 
where older people imagine the future, and how they try to actively prepare for 
old age while being confronted with dying, death and new care constellations.  

Within these realms it is important to emphasise that older men and women 
are confronted with shifts in – and hence forge relations – mainly within their 
close circle: family, friends and neighbours. Experiences of shifting care rela-
tions are so potentially disruptive because care mainly takes place between in-
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dividuals who are close and often share a long history together. Shared history is 
an element of closeness (cf Whyte & Whyte 2004). Through the shifts in con-
stellations of family care, several of the relatives and friends to whom older 
people were very close might fall away and as a result older people will start to 
rely on some relatives and friends more strongly than on others. New realities of 
care might then bring some relatives such as grandchildren closer, which creates 
new forms of intimacy but also generates new conflicts.  

In the realm of care, older persons engage with those who will die, often their 
adult children. The physical body serves as a vehicle for forging relations as 
older persons sit with patients, and touch, wash and feed them to create feelings 
of inclusion and closeness, despite the conflicting emotions that arise in caring 
for the dying. A parent-child relationship is one of mutual provision, and though 
this aspect of the relationship does not alter when patients become ill, the balance 
is distorted. An older mother is seen as a source of security; when the mother is 
present the patient is cared for. During periods when patients feel better, he or 
she often they tries to assist their older caregiver.  

As emotions can be disruptive for both the relationship of the older person 
towards the patient but also of the relationship between the older person and the 
community, in particular when the patient is a person supporting the older person 
very much, an important practice in caring for patients is the concealing of the 
illness. Older parents avoid discussing their suspicions about a patient’s illness 
openly and carefully choose those with whom they speak, often choosing neigh-
bours and friends with whom they share a history. Even then the illness is only 
referred to in concealed ways. Such acts of concealment are considered an es-
sential element of compassionate care and affirm the parent-child relationship, 
because through concealing, dangerous emotions are avoided. In that sense, 
though expectations of being cared for by children have changed, the relation 
between parent and child in the context of patient care has remained the same. 
For example, many women make sense of their caring task by stating that parents 
suffer for their children. Concealment assists to ‘normalise’ the extraordinary 
situation of dying and death in two contexts: Between the patient and the care-
giver, and between the older person and the community. 

In managing death and bereavement, practices of relating demand engagement 
with the extended family and community. In moments of bereavement ‘multiple 
selves’ are activated; older caregivers recognise the danger of identifying with 
their bereaved self, fearing that they might cease to exist as a social person. Older 
persons attempt to push aside the painful memories to balance the reminders of 
loss with the obligations that are requested of them as villagers: They go to 
funerals after burials and they silence those speaking about death. In their contact 
with community members, in their roles as comforter for other bereaved, they are 
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connected with community members once more. Both concealing and enduring 
are related to a core value of social relations in Buhaya, that of enclosure, keep-
ing things enclosed, as revealing might be potentially dangerous to an indivi-
dual’s social position and that of his or her family. 

A second realm where older people use their bodies to engage in making 
connection is in relation to those who remain. Older caregivers do not provide 
care in isolation; family members are incorporated in care giving. Older care-
givers are not just providers of care but also receivers of care. Similarly others 
are incorporated in everyday care tasks. This notion of embeddedness allows us 
to understand the older person within broader family care relations, rather than 
solely as a caregiver in relation to the person receiving care.  

Older people draw on remaining children to assist them with the different care 
demands, in particular when the caregiver is an older woman. Adult daughters 
often come to stay for some time to assist in everyday chores, sons may assist in 
covering material costs, and at other times members of the extended family are 
asked to assist in transporting the patient to and from the hospital, sometimes at 
great expense to the older person. But most of the care is shared in the household 
and sometimes grandchildren are involved in caring for their dying parents as 
well. After death, funeral societies and neighbours assist in the burial and mourn-
ing period, but the many deaths have led to this support becoming highly insti-
tutionalised. Within the intersubjective relations of older persons there is there-
fore a constant negotiation of roles and the need for older persons to continuously 
‘position’ themselves in the realm of family care within the limits of their phy-
sical body.  

Bodily presence is also a central feature in care for grandchildren. Grand-
mothers forge relations with grandchildren through touching, closeness and per-
missiveness but the physical body is also needed to exert authority over grand-
children in different stages of their lives. Grandparents are mixtures of parents 
and grandparents, but are limited in the extent to which they are able to provide 
materially and discipline grandchildren. Mutual care between grandparents and 
grandchildren now has become essential for everyday survival and it is not un-
common for grandparents as well as grandchildren to assume caring roles that 
heavily challenge their abilities.  

Though grandparenting practices have adapted to meet the demands of caring 
that have arisen in the age of AIDS, the framing of grandparenthood has not 
significantly altered. The combination of these old frameworks with the decline 
of physical strength that comes with natural aging, makes it difficult for grand-
parents to exert disciplinary authority and provide materially, both of which 
would have traditionally been considered responsibilities of the parents. Here, 
especially older women lean on remaining adult children to discipline grand-
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children, thereby creating another form of ‘normalcy’, namely that the social role 
of the older person remains intact as much as possible. For example, involving 
the brother of a deceased son to discipline a grandchild makes it possible for a 
grandmother to exercise her authority through the classificatory father of the 
grandchild. In this way, older men and women use their life experiences and their 
social status as an old person in practices of relating.   

A third realm in which older people need their bodies to forge relations is in 
the realm of old age care: Their hopes for a future. Within the changed field of 
care, bodily contact plays a crucial role in consolidating relationships over time. 
Older persons, especially older women, need their bodies to remain independent, 
to fulfil the additional demands made on them by raising grandchildren and by 
nursing, and to make relations, for example, through socialising and being able to 
give. At the same time appearance is also a marker of social status, and of good 
care, especially in old age. Old age is marked by care relations that concern very 
intimate domains of life and the body; good care for an old person involves 
washing them, clearing feet of sand flees and applying body gel. In this sense 
‘body work’ is part of the old age experience anyway, but in the era of AIDS 
concerns over good care have deepened. 

When the body fails and care is absent, older persons try to build relations of 
closeness through providing materially (promising inheritance, or investing land 
or money in other relations) or through other practices, for example by com-
plaining to neighbours about the care of their relatives in an attempt to shame 
them into caring. In the areas of active care giving, practices of care can therefore 
be seen not only as ways to consolidate relations of care between the older 
person and those they care for, but also to those who remain, i.e. a consolidation 
of relations which older men and women will depend on in old age. Older bodies 
need to be strong to continuously shape relations that might lead to security in 
old age. In this sense the physical body is more than a vehicle in shaping 
relations of care; it also is a marker for the state of an older person’s relations. A 
well-cared for body indicates the presence of those who provide.  

Whereas discourses of disconnection between generations are overtly present 
in the village, actual practices of care and relating of older persons in my view 
also point towards the making of connections between the generations. Connect-
ions are made through concealing or silencing emotions; through physically and 
mentally enduring emotions around death; through creating closeness in relations 
that remain; or employing the physical body to forge new relations of care. 
Through these bodily practices of care it is possible at some level to overcome 
the inherent tensions that underlie overstretched kinship relations in this era. In 
this sense we can speak of the aging of AIDS: AIDS has become embedded in 
social relations of care in such a way that it is made into something of the 
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everyday, something normal. Care then becomes a way in which older persons 
continuously forge relations, thereby normalising the constant shifts in care 
networks. The physical body can then be seen as the core area for the negotiation 
of forms of normalcy in what older men and women perceive as disrupted rela-
tions.  

Whereas the aging body does not define experiences of old age, and old age 
identity solely and good social relations can and often overcome the limits of the 
aging body, as several authors maintain (Sagner 2002; Livingston 2005), I argue 
that in the era of AIDS the body increases in importance in experiences of aging. 
It becomes ‘present’ (cf. Shilling 1993): older people have to face their aging 
body and ‘embody’ their experiences when they speak of aging in terms of lack 
of strength. 

Aging bodies over time 
In the ethnographic chapters of this thesis I show that a time perspective is 
essential if we want to understand experiences of aging, especially in an epi-
demic of nearly three decades. Care realities and care practices are not static but 
have adapted to changed circumstances and this has placed a demand on the 
aging body in terms of providing care and practising relating. A time perspective 
illuminates how family care networks are adapting as people age and become 
more dependent. The role of the physical body in practices of care and relating 
and how this changes over time is a relatively recent focus (Livingston 2005: 28; 
Geissler & Prince 2010). Not only do older people experience everyday life and 
enact everyday practices of care through their bodies (Scheper-Hughes 1992; 
Shilling 1993; Nettleton & Watson 1998; Livingston 2005), but the anticipation 
of aging, of changing bodies is central to their experience of old age (Fairhurst 
1998).  

A focus on time also illuminates how people ‘make historical sense out of 
their changing bodily experiences’ (Livingston 2005: 1). Older people lived 
through and in a sense embody historical transformations which have changed 
firstly the position of women and generational authority in family care relations 
and hence influence the way older bodies can act. Historical transformations 
have influenced the way older bodies are looked upon, in contemporary society. 
Older people, despite their efforts to make connection in family care, and despite 
their important roles in solving family conflicts often feel disconnected from the 
current era of AIDS. Partly this is related to the fact that they are not seen as 
‘going in those ways’, having sex and hence do not possess the embodied 
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knowledge young people feel they possess; partly it is related to their feeling of 
being unable to control their children and grandchildren and keep them safe.2  

It is important to recognise that the older persons who provide active care are 
often the persons who are still able-bodied. The experience of growing old with 
the epidemic, however, does not stop with the active care giving task. The loss of 
loved ones has an immediate effect, but also lasting implications for experiences 
of old age. Over the course of the epidemic, now three decades, older people of 
today have taken on different roles in family care: Older men and women mostly 
care for adult children as they die, but many older persons have also cared for 
spouses and siblings, for example divorced sisters who moved back home or 
brothers who had led a mobile life. Increasingly older persons now care for 
adolescent grandchildren and sometimes even great grandchildren. Here the 
focus on aging places the older person in a broader perspective of how family 
care relations adapt as new care demands emerge. Older people are then part of 
constantly and rapidly shifting networks, in which they fear a time when they 
become dependent. The aging body for a large part frames what older men and 
women can be in their relationships of care.  

One question which I asked in the introduction after describing Mae Tibai-
gana’s physical experience of loss was how kin relations can compensate for the 
gradual physical aging process over time. Can older people manoeuvre the 
unpredictable chaos of life in such a way that they overcome physical decline, for 
example through the creative ways in which they make connections with others? 
Initially I was looking for a key – a way to understand what it is that allows some 
older people to manage the new care realities while for others old age has 
become a painful and lonely experience. I found that there is no key. The way 
older people manoeuvre through this unpredictable chaos is a constant balancing 
act and the outcomes sometimes seem more attributable to chance than to 
anything else. The ethnographic method has allowed me to listen to individual 
older people’s stories and lay bare attempts to normalise an extraordinary situ-
ation. Through looking at the body, introducing an understanding of old age in 
this situation of increased care roles as something that has mainly to do with 
physical capacity, I have argued that caring in the era of AIDS in northwest 
Tanzania, but also being old in times of AIDS, is essentially about establishing 
and maintaining close connections through time. Older people’s bodies are vehic-
les to make connections, but are also representations of failure or success.  

This thesis reinvigorates a long-standing medical anthropological subject of 
inquiry, care, and in particular the importance of family care in the management 
of illness (Janzen 1978; Bor & Elford 1992; Livingston 2005) and shows how in 
                                                            
2 It remains to be seen how the new social reality of Anti Retroviral Therapy affects the way of looking 

at older bodies. 
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current debates around AIDS, which focus on technology, citizenship and bio-
medicalisation which are influenced by the rapid developments in AIDS treat-
ment in recent years, family care giving as a subject of inquiry has remained 
under examined (Sankar 2010). A focus on the body and temporality in analyses 
of family care in the era of AIDS triggers important questions; around person-
hood and the limits of the body as the social realities of care around AIDS keep 
on changing rapidly, and around issues of connection and disconnection between 
and within generations, as the physical ability of individuals within family rela-
tions continues to change. 

 




