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Abstract

Studies in sub-Saharan Africa show that masculine identities contribute to men’s relatively lower uptake of HIV services.
Although useful, these studies pay less attention to men’s agency to negotiate and refashion masculine identities
which better suit their lives as men living with HIV. In this article, | analyze the refashioning of masculine identities
among men living with HIV in Uganda, adjustment processes which helped their self-management, and adherence
to treatment. In-depth interviews with 18 men are thematically analyzed. Physical recovery was the embodiment of
recovered masculinity and underpinned the men’s ability to refashion alternative, hybrid masculinities. Men negotiated
and refashioned two forms of dominant masculinity already identified in this context, respectability and reputation,
notably being a responsible father again and supporting other men with HIV, and being strong, resilient and an HIV
survivor. Understanding men’s refashioning of masculinities can inform service providers’ approaches to reach more

men with HIV treatment.
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Introduction

Despite gender structures which offer men numerous
material benefits and decision-making authority, studies
in sub-Saharan Africa over the last 10 years, including
studies in Uganda, show that men face greater challenges
than women when it comes to accessing HIV treatment
services, adhering to drugs and continuing on treatment
and care (Cornell, Mclntyre, & Myer, 2011; DiCarlo
et al., 2014; Mills, Beyrer, Birungi, & Dybul, 2012;
Muula et al., 2007; Siu, Seeley, & Wight, 2013), with
resulting higher mortality rates (Alibhai et al., 2010;
Birungi & Mills, 2010; Braitstein et al., 2008; Cornell,
Myer, Kaplan, Bekker, & Wood, 2009).

Masculinities and the related stigma affecting men liv-
ing with HIV help explain these gender inequalities with
service uptake (Camlin et al., 2016; Chikovore, Gillespie,
McGrath, Orne-Gliemann, & Zuma, 2016; Fleming,
Diclemente, & Barrington, 2016; Mburu et al., 2014;
Nyamhanga, Muhondwa, & Shayo, 2013; Siu et al., 2013;
Skovdal, Campbell, Madanhire, & Mupambireyi, 2011;
Wyrod, 2011). Studies highlight a tension between wide-
spread ideals and practices of masculine identity, such as
physical strength, emotional and physical resilience, inde-
pendence, authority over women and sexual prowess, and

HIV service providers’ recommendations about what
patients need to do and be to become “good” HIV patients
and “therapeutic citizens” (Mfecane, 2011; Siu et al.,
2013). HIV and its treatment can undermine masculine
identities and consequently men are frequently less able to
admit there is a problem, seek support or remain engaged
with treatment.

The social research on masculinities and men’s use of
HIV services is nuanced, capturing a diversity of mascu-
linities and their fluidity over time and place. For example
Siu et al. (2013) identified two interrelated dominant mas-
culine value systems among Itheso gold miners in Uganda
which influenced men’s performances of masculinity in
different settings, including their HIV testing and treat-
ment behavior. First, masculine respectability, encom-
passing the values and ideals of being a good husband,
working hard to provide for the family and responsible
fatherhood. The norms and values of respectability reflect

'"University of East Anglia, Norwich, United Kingdom

Corresponding Author:

Steve Russell, School of International Development, University of East
Anglia, Norwich NR4 7T]J, UK.

Email: s.russell@uea.ac.uk


https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/qhr
mailto:s.russell@uea.ac.uk
http://crossmark.crossref.org/dialog/?doi=10.1177%2F1049732318823717&domain=pdf&date_stamp=2019-02-14

Qualitative Health Research 00(0)

those of dominant public institutions such as the church,
family, and the state, and are public masculine ideals
endorsed by women as well as men. Second, reputational
masculinity, informed by the values shaped and endorsed
among men in a given social domain, and the values by
which a man’s status, honor, and manhood are judged by
other men. Among the miners in Uganda these included
physical strength (to be a tough miner), authority over
women, sexual prowess, independence and control over
decision making, and almost compulsory spending on lei-
sure and drink.

Over the life course, men are also likely to shift their
masculine identities (Coles, 2009), for example, Siu et al.
(2013) found that older men were more reluctant to be
tested due to the threat a positive result would pose to their
respectability (as older men and husbands they should not
be promiscuous). However, if the older men did get tested,
masculine respectability values (being a responsible
father) enabled them to become more committed to HIV
treatment and stay well to support their families.

These studies, however, tend to emphasize the struc-
tural aspects of dominant masculinities, that is the obliga-
tions, norms, and informal “rules” which constrain men’s
HIV treatment behavior, or sometimes enable it. They
pay less attention, however, to men’s everyday practices
and agency to change these very structures: to renegotiate
masculine values which are dominant in their communi-
ties and live different masculine identities to suit their
new lives and to manage well on antiretroviral therapy
(ART). Only a few research studies have noted men’s
agency to negotiate masculinities after they see the ben-
efits of ART and physical recovery (Camlin et al., 2016;
Dageid, Govender, & Gordon, 2012; Mfecane, 2012;
O’Brien & Broom, 2013; Siu, Wight, & Seeley, 2014).
More detailed evidence and conceptual analysis of this
refashioning process, however, remain limited.

In this article, I thematically analyze evidence about
men’s refashioning of masculinities in Uganda while on
ART, referring to the notions of emergent and hybrid mas-
culinities (Inhorn & Wentzell, 2011) or mosaic masculini-
ties (Coles, 2009). I adopt the sociological approaches of
structuration (Giddens, 1984) and habitus (Bourdieu,
1977) to emphasize people’s agency to reshape the very
social structures which also pattern their behaviors. This
brings to the fore men’s room for maneuver to refashion
their notions of masculinity to better suit their new cir-
cumstances. These refashioning processes were important
adjustments to the condition, the treatment regimen, and
their sense of self: and so important adjustments to help
them cope and effectively self-manage their long-term
condition. Better understanding of masculine identities in
relation to HIV can assist HIV service providers consider
their own service delivery approaches for reaching more
men with HIV treatment and care.

Self-Management and Masculinities

Self-management of a long-term illness refers to the differ-
ent work which people do to cope with and adjust to a
health condition and its treatment, and to sustain well-
being (Schulman-Green et al., 2012). The work is not just
about taking medication but extends to emotional and psy-
chological adjustments such as incorporating the illness
and treatment into one’s identity (Russell & Seeley, 2010)
and sustaining a positive self-image (Swendeman, Ingram,
& Rotheram-Borus, 2009). Three broad domains of self-
management work for long-term conditions, and more spe-
cifically HIV, have been conceptualized from systematic
reviews of the literature (Schulman-Green et al., 2012;
Swendeman et al., 2009). First is focusing on illness needs
and managing physical health, for example, adhering to
drugs, eating well, stopping drinking, and using condoms.
Second is mobilizing resources, for example, disclosing,
joining support groups, and building productive relation-
ships with health care providers. Third is living with a
chronic illness (psychological and social domains), nota-
bly adjusting to and normalizing the condition and adjust-
ing to one’s new sense of self and identity.

The majority of HIV self-management instructions for
patients in Uganda at the time of the study focused on the
first domain of illness management (Russell, Namukwaya,
Zalwango, & Seeley, 2015), particularly emphasizing
adherence, stopping drinking, and changing sexual
behavior. The implications of these messages in Ugandan
society are not gender neutral because of existing gen-
dered behaviors in this setting: In general, it is men who
have to make more behavior changes with regard to
drinking or their sexual behavior to become a “good
patient” (Russell et al., 2015). As Mfecane (2011) argues,
men must abandon their lifestyles and leisure if they are
to become good “therapeutic citizens” (“These drugs
deprive of us fun” [Mfecane, 2011, p. 129]).

Gender structure refers to the socially constructed and
performed roles, obligations, responsibilities, and behav-
iors of sexed bodies in particular social contexts and
structural situations (Martin, 2004). Masculinities are
constructed in relation to femininities within this gender
structure, and although they vary across societies, promi-
nent features of masculinity which enable male social
dominance include greater access to resources and wealth
ownership, being the provider for the family, physical
strength, and emotional resilience (Wyrod, 2011). Most
dominant masculinities, what Connell (1995, 1998) terms
hegemonic masculinities, legitimize men’s authority over
women, so legitimizing patriarchy.

The concept of hegemonic masculinity enables analy-
sis of a hierarchy of masculinities, and so not just power
relations between men and women, but also between men
(Coles, 2009; Connell, 1995). Hegemonic masculinities
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influence expectations and behaviors for men and women
which contribute to the subordination of women, but
which also operate to subordinate men who seek to live
alternative (and subordinated) masculinities. In Uganda,
Siu et al.’s (2013) work on respectable and reputational
hegemonic masculine value systems and other studies in
Uganda which have found similar hegemonic masculini-
ties (Mburu et al., 2014; Wyrod, 2011) demonstrate how
a serious illness such as HIV, which undermines many of
the valued performances of manhood, poses serious chal-
lenges to men’s masculine identities. Masculinities then
drive particular patterns of HIV stigmatization among
men in Uganda (Mburu et al., 2014; Russell, Zalwango,
et al., 2016; Siu et al., 2013; Wyrod, 2011) and hinder
men’s uptake of HIV testing and treatment services.

Three aspects of the diversity and fluidity of mascu-
linities are particularly relevant to this analysis of men’s
refashioning of masculinities. First, a variety of hege-
monic masculinities can co-exist in a given setting (Coles,
2009; Connell, 1995; Connell & Messerschmidt, 2005),
among different groups based on intersections of class or
occupation, gender, sexuality, ethnicity, and other subcul-
tural identities. Put another way, a variety of social set-
tings and identity groups exist which enable diverse
dominant masculinities to be formulated and lived by dif-
ferent groups of men.

Second, masculinities as social structures are con-
stantly in flux (Connell & Messerschmidt, 2005) because
men relate to dominant masculinities in complex, cre-
ative, and transformative ways. Masculinities are con-
stantly being shaped and refashioned as men live their
lives, for example, during different phases of life, in
response to new relationships, responsibilities, and,
importantly for this article, to accommodate changes to
health and physical bodies (Coles, 2009; Inhorn &
Wentzell, 2011). The term “emergent” masculinities cap-
tures how masculinities are always in flux (Inhorn &
Wentzell, 2011), are performances that are “ever in prog-
ress” (Inhorn & Wentzell, 2011, p. 803), as men live their
lives in changing circumstances.

Third, and related to the above, Coles (2009) argues
that at a broader theoretical level, hegemonic masculinity
is often applied to the analysis of male power at a struc-
tural level, for example, how groups exert power over
other groups to achieve dominant positions, but at the
expense of men’s agency. For Coles (2009, p. 30), this
structural emphasis means that *. . . the fluidity of mascu-
linity is rarely given critical consideration in the context
of men’s lives . . . ” Research on men’s adjustments to
living with HIV and starting ART, for example, could
avoid these structural limits by focusing on *“. . . the strat-
egies men use to negotiate masculinities in their everyday
lives” (Coles, 2009, p.30). Faced with new circumstances,
men have agency to fashion their own masculinities,

drawing from a range of existing forms of masculinity to
create what Coles (2008) terms “mosaic” masculinities,
or hybrid masculinities. In this article, I examine men’s
refashioning of these emergent and hybrid masculinities
while on ART, identities which helped them to do the
work of self-managing HIV and taking daily treatment.

Coles (2009) combines notions of hegemonic mascu-
linity with Bourdieu’s (1977) theory of habitus, social
field, and forms of capital to examine how men can
deploy their agency to negotiate masculinities which suit
their own circumstances. Habitus refers to a set of dura-
ble dispositions of thoughts and practices which shape,
but which do not determine, people’s everyday lives
(Bourdieu, 1977). People are collectively influenced by
habitus, but at the same time the structures of habitus are
constantly reshaped by people’s actions. Men draw on the
habitus of various masculinities at their disposal, lead
their lives according to circumstances, and do not neces-
sarily or always have conscious purposes to reproduce or
challenge the norms or values influencing their daily
practices. But as men lead their lives with a new condi-
tion such as HIV, for example, many will be reconfigur-
ing how they think of themselves and their male identity.
Gidden’s structuration theory is a similar theorization of
structure—agency interaction: social structures such as
masculinities shape men’s lives, but their social practices
will collectively both reproduce structures of masculinity,
and also creatively alter these structures, leading to both
social continuity and change.

These structure—agency interactions help us see how
men, faced with HIV and the need to adjust to life on ART,
can deploy their agency and refashion their masculine
identities. They have room for maneuver within the habitus
of masculinities. In new circumstances, men can select dis-
positions which better suit their new lives and . . . choose
to disassociate themselves from the mainstream and oper-
ate in social milieu where their masculinity is dominant in
relation to other men” (Coles, 2009, pp. 30-31).

An earlier study in Uganda has shown how men’s
decisions to begin ART are supported when they attend
HIV treatment facilities which became part of a new
social domain of supportive relationships with counsel-
ors, health workers, and fellow patients, where they
acquired new knowledge and self-confidence (Russell
et al., 2015). Health facilities become sites where men
can reconceptualize or reframe HIV and themselves as
men (Russell et al., 2015; Watkins-Hayes, Pittman-Gay,
& Beaman, 2012).

In this article, qualitative findings are presented on
men’s refashioning of their masculine identities, how
these adjustments helped them remain on treatment, and
what lessons this might offer for HIV service providers
wishing to reach and retain more men on HIV treatment.
The men were drawing on older forms of respectable and
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reputational masculinity to suit their new circumstances,
and newer discourses of masculinity they had been
encountering in the new HIV-ART social domain: they
were, therefore, building “emergent” and hybrid mascu-
linities to suit their new circumstances.

Methods

In 2011-2012, qualitative and quantitative data were col-
lected for a study on the ways that people living with HIV
(PLWH) on ART in Wakiso District, Central Uganda,
were coping with and self-managing the condition and
adhering to treatment. The aim of the study was to develop
understanding of the factors which enabled or hindered
people’s ability to self-manage and adhere to treatment. In
this article, the qualitative findings on men’s masculinities
and self-management of treatment are presented.

Participants were recruited from the Entebbe branch
of The AIDS Support Organization (TASO), the govern-
ment hospital in Entebbe, and three government health
centers with referral links to Entebbe hospital. To be eli-
gible, participants had to have been on ART for more than
1 year. A list of eligible patients was compiled from each
facility, the lists were stratified by age and gender, and 42
participants were then purposively sampled from the gen-
der and age categories to ensure gender balance, a mix of
ages, and a range of patient experiences. Four partici-
pants could not be interviewed successfully or more than
once and were excluded from final analysis. Of the 38
participants included in the analysis, 18 were men.

Ethical approval for the study was obtained from the
Uganda Virus Research Institute Science and Ethics
Committee and the Research Ethics Committee of the
University of East Anglia, United Kingdom. Overall,
approval was granted by the Uganda National Council for
Science and Technology. The data were anonymized
using participant codes and pseudonyms. All participants
provided written informed consent at the start of the
research, and verbal informed consent was sought in each
subsequent meeting.

Interviews were conducted by four experienced
Ugandan social science researchers at the Medical
Research Council (MRC), Uganda. The two male research-
ers in the team conducted the interviews with the male par-
ticipants, who were interviewed twice. The first interview
was a relatively unstructured interview about each partici-
pant’s life and illness history, conducted over two to three
visits because of the wide-ranging and sensitive nature of
some of the questions. These multiple visits allowed for
iterative learning and the development of more focused
follow-up questions. The first interviews were conducted
in places chosen by each man, usually at their home but on
a few occasions in settings further from home to avoid sus-
picion from neighbors and any involuntary disclosure of

their HIV status. When conducted in the men’s homes, the
MRC researcher also spent time with the man if he was
working in the house, garden, or on other activities. The
first interviews were not taped, because experience in this
setting indicated people are more open when not being
recorded, especially during the first few interviews.
Interviews were conducted in the preferred language of the
participant, in the majority of cases Luganda. Detailed
notes from the interviews and observations were taken and
were written up afterward in English.

The second interview was semistructured and
recorded, transcribed, and then translated into English.
The question guide was informed by the preceding life
and illness history interview, as well as the research
objectives and theoretical frameworks which informed
the research. It explored fully participants’ approaches to
self-management since becoming HIV positive and start-
ing ART, for example, their feelings and responses to test-
ing positive, questions of stigma and disclosure, their
work and relationships, and their treatment seeking and
adherence. The use of several visits allowed a degree of
rapport to develop which led to rich discussions of par-
ticipants’ experiences.

Qualitative data were initially organized into broad
codes using QSR Software NVIVO 9. To check analyti-
cal rigor, two researchers independently coded these
results. A more detailed thematic analysis was then under-
taken (Green & Thorogood, 2004), using a mix of induc-
tive and deductive approaches. Themes and subthemes
were identified based on the narrative content itself,
examining each transcript line and paragraph in detail,
but also based on the research questions and existing the-
oretical and empirical work. In this way, the analysis was
an iterative process, developing themes, and concepts
from the data, then linking these to the existing literature
(Green & Thorogood, 2004). The themes and subthemes
developed for different areas of writing were then dis-
cussed in more detail by the team members and agreed
after a 2-week analytical workshop. Themes were tested
further by checking counter examples and exceptions.

Quotes used in the article are either the words of the
participants or the interviewer’s words used in the write
up of the first interview which was not audio-recorded.
Frequently, repeated expressions across the interviews
are not quoted but cited using quotation marks.

Results

Participant Characteristics

The majority of the men were in the middle phases of
their life course and had children (9/18 were 30-39 years
old, and 7/18 were 40—49 years old). The other two men
were 51 and 74 years old. Most had been taking ART for
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2 to 3 years, with the longest period on treatment being 8
years. Five of the men stated they were single and 12
were in relationships. They engaged mainly in small scale
farming, fishing, and building trades, and a few were in
the formal sector (policeman, teachers). Nearly half of
the men were income poor (8/18 men), defined in terms
of struggling to meet basic food needs. The others had an
adequate material standard of living, through their sala-
ries or successful trades. Those able to cultivate around
their homes were usually able to eat one meal a day, but
two men in extreme income poverty faced a daily strug-
gle for enough food.

Physical Recovery and Rebuilding
Respectability

Bourdieu’s (1977) forms of capital are also applied by
Coles (2009) to examine how men negotiate their status
position within different social domains of masculinity.
The possession of valued forms of capital by men in a
given field of masculinity gives them status, creating
hierarchies. In addition to the social, cultural, and eco-
nomic capital which dominant groups seek to legitimize
as valuable and possess, in the field of masculinities
physical capital is also important: The male body and its
strength, resilience, and image are a highly valued
resource (Coles, 2009). Physical capital can enhance
other valued forms of capital for men such as economic
or social capital (e.g., their ability to work, status as a
worker or position in their social networks).

The physical capital of the 18 men in the study had
seriously deteriorated with HIV (all except one had
become very sick, and some bed-ridden, before testing),
undermining social capital (due to stigma), and valued
economic capital (ability to work, earn and provide).
Their subsequent recovery on ART meant that they recov-
ered their physical capital and embodied masculinity,
vitally important for the performance of valued mascu-
linities. This embodied masculinity underpinned the
men’s ability to rebuild their respectability, as well as
reputation. Without physical capital, you could not
rebuild respectability through work and providing for
one’s children. Without it, if you looked sick, you were
labeled as weak or immoral and could not be a respect-
able father or husband. And without physical capital, you
would also struggle to fashion new forms of masculine
respectability in the wider community as a man living
with HIV, for example, acting as an inspiration and
adviser to others. Body image was crucial for refashion-
ing masculinities as men on ART.

Looking across the men’s narratives, they had con-
structed a clear chronological logic for getting tested,
starting ART, and staying on ART, framed in terms of
their masculine respectability and their responsibilities as

a man, which can be distilled as the following sequence:
I was weak and desperate to get better, and had two
options, death or treatment; I was encouraged by seeing
other men recover on ART; I decided to start the drugs,
and got support from health workers; I started to feel bet-
ter, to eat more, to become strong; I could go back to
work, and therefore could provide for my family, as a
man should.

Some of the men used the analogy of an “engine over-
haul” when discussing their physical recovery, particu-
larly the fishermen who used boat engines for their
livelihood. Men took pride in their renewed strength and
ability to provide for their families, embodying a return to
a “proper” masculinity.

When people see him now, they exclaim that he has a
powerful engine. This is because he is strong and can now
work and do anything. These are the same people who were
saying that he was going to die.

The men also expressed joy about their physical
appearance, about looking good and “passing as normal”
among people in the wider community (also reflecting a
degree of ongoing fear of stigmatization). The minority
who were more open about their status talked about this
pride in their looks when with others, as this fisherman
explained:

In the past there was so much fear (about HIV) . . . (but now)
I drink my beer and I tell the people around that I am HIV
infected, and [ am proud . . . I show off because I look good.

Four interrelated processes (themes) of refashioning
masculine respectability are examined below. A common
thread through them was the new sense of responsibility
that the men felt for their own health and that of the wider
community.

A new sense of responsibility for my own health and the well-
being of others. Daily drug adherence had become the most
important new responsibility. The men’s renewed health
showed them the benefits of adherence. Through the sup-
port and encouragement of counselors and fellow patients,
and the new habits they were developing of taking the
medication, the men’s dispositions toward health and risk-
taking had changed. In the new social domain among oth-
ers living with HIV, people often spoke about the drugs as
“food,” something which just had to be consumed. One
respondent used the analogy of a car (the drugs) and a
driver (the patient): A responsible driver never has a prob-
lem, but if he drives recklessly, then he will die.

Such a shift to more respectable or responsible values
and behaviors inevitably created tensions with the value
systems of reputational masculinity, but the men appeared
to be managing or negotiating these tensions. There was,
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for example, a selective “disobedience” of the health
workers’ instructions which enabled a balance between
new responsibilities and some of their earlier ways of
having fun. The men had reduced their alcohol consump-
tion, for example, but occasionally still went out with
friends to have a beer for pleasure, which they thought
was important to sustain their male friendships (and so
important for their masculine identity and well-being).
This was their negotiation of the terrain of masculinity to
ensure their health and well-being were sustained.

It is hard for someone to stop eating the kind of food he grew
up eating. . . . He cannot stop alcohol because when he sees
a friend drinking, he also feels like drinking, although he
does not drink everyday.

The men’s reprioritization of health was linked to their
reappraisal of the value of life after they felt that they had
“come back from the dead.” ART had given them a new
chance for a future, one which included the chance to
invest for their children’s future (Russell, Martin, et al.,
2016). Men’s new sense of responsibility for themselves
was therefore also relational, intertwined with a newly
awakened responsibility for others, as a father primarily,
but also as a husband and a fellow HIV patient what the
men sometimes called a community of PLWH.

In their refashioning of respectable masculine identi-
ties, the men were drawing both from long standing
notions of respectability, notably “working hard to pro-
vide for my family,” and newer values from the HIV-ART
social domain. For some, HIV had been a “wake-up call,”
and ART had given them a new sense of purpose as a
father and provider, to “leave something behind”: “T work
hard for my family, as a man should,” said one of the
men. This responsibility was a cause of worry for many
of the men. One said that the support for his children was
straining him financially, but that “he had to face life as a
man,” and their children were a powerful motivation for
them to continue treatment:

... My children are a reason to fight for my life—so I can
take care of them . . . (before HIV) I did not know how to
save money or even budget, and used it for things that did
not matter, but ever since I was told that [ am HIV positive,
I realised that I had to plan for my family and I am building
four houses for rent to help me financially.

The men’s overarching logic of responsibility for adher-
ing to ART, described earlier, was evident throughout these
discussions, and for the men who were more economically
secure this masculine responsibility was widened to the
extended family, such as the children of deceased brothers
and sisters. Two of the men who were open about their status
in the community were proud of being seen to be providing
for other households, a valued respectable (and reputational)

achievement, especially because it was a public rebuttal to
stigmatizing discourses about those with HIV being irre-
sponsible or a burden on others.

The men also emphasized their newly found sense of
responsibility for the health of their partners, and also the
wider community of PLWH, having reflected on their
own illness experiences and their conversations with peo-
ple in the new HIV-ART social domain. Preventing HIV
transmission to others and advising others were two main
responsibilities of a man living with HIV, aspects of a
new responsible and caring masculinity:

He said that all the children tested negative but his wife
tested positive. He told me that his wife refused to take
Septrin and also go for further treatment arguing that she
was feeling strong. . . . He has been encouraging her together
with the counsellors from TASO but in vain, but he is now
feeling relieved that she is talking about seeking treatment.

As with alcohol use, with sexual behavior some of the
(usually younger) men would, sometimes, disobey the
“rules” about extramarital affairs or multiple partners, but
the few who said they did occasionally sleep with another
woman claimed that they always used a condom. The
men were also concerned about (re)infecting their part-
ner, but some argued they could not always use condoms
with their partner because they had other priorities as men
to father a child (also the wish of their partner). Pleasure
remained another reason for not using a condom with a
long-term (also positive) partner, as one man explained:
“you realise that you are not enjoying, and sometimes I
say that condoms were not meant for us and that is why |
do not use them.”

In their narratives, the men were, therefore, mostly
portraying themselves as a “good patient,” pursuing the
ideals and practices of a good “therapeutic citizen”
found in HIV treatment and care discourses (Mfecane,
2011). They could not, however, always follow the
“rules” or advice from health workers, and often for
good reason. Their negotiated form of therapeutic citi-
zenship appeared to be a positive shift toward feeling
empowered, recovering control, and contributing to a
sense of greater well-being, alongside the obvious medi-
calization and disciplining of the self which arose from
taking ART and following the instructions encountered
at the clinic (Russell et al., 2015).

Becoming expert patients: Listening and learning in the HIV
community. Studies in Uganda and South Arica have
shown that men struggle more than women to mobilize
certain types of resource for their HIV self-management,
notably social support and building productive partner-
ships with health workers (Mfecane, 2011; Siu et al.,
2013). In these studies, men viewed clinics as female
spaces, and taking instructions from female health workers
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was seen as a nonmasculine practice and sign of weakness.
The men in the study, in contrast, had managed to form
positive relationships with male and female health workers
and counselors, who had encouraged and helped them
reconceptualize their situation. The quality of these rela-
tionships and the trust within them, built through the atten-
tion and care they had received, were key factors which
had encouraged the men to keep coming back, and to
change. One illustrative comment came from a boda-boda
(motorbike taxi) driver: “. . . these two ladies (at TASO)
offered us good counseling and they are really important to
us”; and another from a fisherman:

There was a counsellor called Irene who came and told me
that I should not worry because they were also infected. She
told me that someone can live for over 30 years if they are
eating well. . . . Following her instructions is what has gotten
me here and I am very grateful to her.

Counseling by other people living with HIV, and the
caring relationships which counselors and other health
workers helped to develop with the men (compared to
overly hierarchical ones), encouraged the men to listen,
adapt, and engage with treatment:

Counselling has been very important to me. . . . The
experience has been like a child waking up and going to
school . . . and what they told me at first I still remember.
Now I am like a professor, the three years they have been
counselling me have been as if I was studying a degree.

The way our basawo (health workers) treat us, it is not the
same as those who administer treatment for malaria or
fevers. They treat us like people . . . they counsel us and they
take care of us. They (health workers who give other
treatment) are really difficult people . . . they even slap you.

In a few cases where a female health worker (at a
government provider) was reported to have scolded a
male patient, or staff had kept patients waiting, this par-
ticular group of men had been willing to swallow their
pride or wait for the nurses: They were willing to play
the game needed to keep obtaining the drugs they val-
ued so much. Other men were reported to have stormed
out, never to return.

Respectability within a new community of people living with
HIV. Regular appointments at the clinic were a time and a
space where a new collective identity was being fash-
ioned through interactions with counselors, health work-
ers, and among the patients themselves. The fashioning
of a shared responsibility to tackle HIV and help or advise
others were important processes in the men’s refashion-
ing of responsible masculinities, as one of the research
assistants reported: “The respondent added that the clinic

is always crowded, but this gives them time to share their
experiences and also give some new people advice on
how to cope with HIV.” One man captured well this new
sense of responsibility, fashioned in the social domain of
the clinic:

When we are gathered at the clinic, we benefit a lot. This
situation united us and we are the same. In fact, we call
ourselves members; so when we meet, we simply greet hello
member. It is as if we are in a club. You see now when we meet
and we are conversing, one says that I still drink some alcohol
and you also take the opportunity to tell them . . . that alcohol
is bad you should leave it if you still need your life . . . and to
continue with your plans.

The men who were open about their status sought to
raise awareness and offer peer support for other men in
their community, especially for local teenagers and work
colleagues, just as they had been supported when they
first thought about going for a test. They argued that they
could only perform this role because they looked
healthy—otherwise they would be shunned and not lis-
tened to. This role was transformative for some, offering
a new purpose and sense of leadership among fellow
workers, as the expert and living example which others
could follow.

Refashioning Reputation: Fashioning Hybrid
Masculinities

What might be interpreted as reputational masculinities,
the marks of honor and status among fellow men, were
less frequently discussed in the interviews compared with
issues of respectability or responsibility. This is not sur-
prising, given that reputational masculinities are per-
formed among peers, and the interviewers, although
males, were MRC researchers who were perceived to be
closely linked to the health care profession (and partici-
pants sometimes called them musawo, a Luganda term
for health worker).

The men did, however, feel able to talk about reputa-
tional masculinities in two areas of their life. First, when
talking about their “previous life,” which they said
involved having a lot of fun, spending money on drink-
ing and sleeping with women. Some reflected back with
pride about their previous “conquests” over women, and
one boasted how women loved him because he was
“good at sex.” Others spoke with regret about their pre-
vious risk-taking. But both perspectives on life before
HIV were narrated as a great contrast with their present
life. Second, the men felt comfortable discussing aspects
of their new lives which reflected a refashioned reputa-
tional masculinity: a hybrid of an existing habitus and
new discourses of being a man who is taking ART. They
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would still go for a drink with friends, or some might
have a brief affair (with condoms they said), and their
renewed strength and looks helped them fit back into
their previous social milieu. But they were also chang-
ing the meaning of what it meant to be strong, tough,
brave, resilient, and a leader among men. Three interre-
lated processes are examined below. A common thread
for these reputational masculinities was being a survivor
and reclaiming control, by being smart, courageous, and
up for the fight.

Being smart, adjusting, and coping. Preexisting and estab-
lished markers of reputational masculinity for many of
these men included being smart, canny, and successful
(in business or with women, for example), and maneu-
vering around authority and dealing with challenges.
Such canniness was now being applied to the skills of
survival with HIV. Most men had been near death and
proudly described how friends had exclaimed disbelief
when they saw them healthy again. In their own minds,
this gave them a new sense of reputation among their
friends and work colleagues in terms of their resilience:
They were too clever and strong for HIV, they were a
survivor, and they had out-maneuvered death and were
achieving things once again in life. One aspect of this
skill was to listen and adapt: “Once a person who has
had the experience (of HIV and recovery) tells you
something, you listen to whatever you are told if you
are wise.”

For these men, the route to success is to accept your
status and do something about it. Then, if you are clever,
you adjust and start taking the tablets (the first domain of
self-management—see the introduction) and change the
way you live so you can stay well (third domain of self-
management). To refuse treatment “makes no sense”:

... I hear them talk about HIV infected people like they are
already dead and useless in this world . . . (but) I know what
I am musawo and I take my ARV to have better health. One
who does not know their status is the one who talks like that
but when they get to know about their status, their attitude
changes. Those who fail to change die quickly.

AIDS in the 90’s killed my elder brother and the way he died
was very bad. . . . In late 1992, my other sister also succumbed
to the same illness, but now . . . if I say I am infected they say
... how come his hair is dark or how come he has no rash on
his body. So in this era . . . the health workers have done a
commendable job and people refuse for nothing to go and
seek treatment.

Restoring order and regaining control. The dominant value
system of reputational masculinity endorsed men who had
control over their lives, and authority within their families.
Adhering to ART meant they could begin reestablishing

this control after serious illness had undermined it. This
sense of rebuilding control stemmed from established ide-
als (also respectability-related) of being strong, working
hard, earning money and being independent. In addition,
the HIV-ART social domain offered new reputational ide-
als of control to live by: the men spoke of a new-found
confidence, pride in their knowledge about their condition,
a self-efficacy with managing it, as well as being a role
model for others.

Restoring order and control involved resource mobili-
zation (the second domain of self-management), espe-
cially disclosure to family and friends to get support, and
building good relationships with health workers. The lat-
ter resource mobilization revealed the overlap between
the refashioning of reputational and respectable mascu-
linities. The men were refashioning ideas about what a
man in control can do and be, which included making
more responsible decisions for himself if he accepts
advice and even follows a woman’s instructions. This
partnership process was articulated well by a participant
who talked about the sense of control he derived from
health workers” instructions:

I 'am in control of the illness when I respect what the health
workers tell me to do. . . . That is why you see me build and
going forward and when I look back, before I started on
ARVs, [ used to be disturbed by diseases. . . . But now, I do
not have that thought. If you ask me my dreams now or what
I am planning, I can tell you that [ am going to plant a mango
tree and I will be able to eat fruits from it.

Being strong, brave, a fighter. The men reaffirmed their
existing reputational identities using language of bravery,
determination, resilience, and strength of personality as a
man living with HIV. They were applying these valorized
attributes to their new ways of being a man in the HIV-
ART social domain. Several men used the metaphor of
fighting or being at war against the virus: “What pushed
me to do that (advise youths about HIV) was the desire to
fight the virus, let me call it fighting, and make sure it is
reduced”; “When I swallow my drugs . . . I feel my heart
has settled like when killing a snake, you hit it once, twice
and by the third strike at it, you see it weakening. This is
how I feel sometimes”;

When we went for a seminar, we learned and after learning
... I became firm like a hero who has joined a war because
this is like war, you cannot retreat. When I got to know that
I am infected . . . I said to myself be strong . . . I became
strong and now I do my work. (Man, age 43)

Others referred to their resilience: “I am tough, that is
why I have survived and am not among the dead,” and
another man captured well the fearlessness required for
the fight:
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I fear nothing because I am a man, I should not be afraid of
anything. . . . I am strong because I accepted that I am
infected with HIV with the support of the basawo. They
gave me ARV:s as treatment and therefore I have no reason to
be afraid. When someone gives you an instrument like a
shield to fight with in a war, do you say that I am afraid? You
have to fight.

The above quotes illustrate the way the men used the
valued masculine ideals of being a fighter, toughness and
bravery as metaphors for their self-management or adher-
ence work, and also in their work supporting others, of
being at war against a deadly enemy.

Negotiating Ongoing Challenges to Masculinity

There were, not surprisingly, tensions and challenges for
the men as they adjusted to life with HIV, and sought to
refashion the way they lived, their self-image and image
among others, both in terms of respectability and reputa-
tion. First, most had to cope with the ongoing threats to
respectability arising from their HIV status, in terms of
the stigma they feared would be enacted if others discov-
ered their status. Most of the men had only selectively
disclosed their status, in fear of losing respect: They
could not predict how people would react, feared gossip,
and wanted to preserve their dignity in the community.

In this village, aaa! I cannot tell them, I remain here like a
king, and I do not spend time sympathizing with myself, or
that everywhere I pass worry about people thinking I am sick
and [ am going to die.

The majority adopted a nondisclosure strategy out-
side of the HIV-ART social domain and their immediate
family, which they thought was the best way to preserve
respectability and reputation in mainstream society with
its own moralities and values: “I don’t want that (to dis-
close). I want them (my colleagues) to remain among
my friends when [ meet them . . . now my friends that I
work with, they will know about it and start saying a
lot.” A minority, in contrast, deliberately adopted a more
open disclosure strategy, precisely because they wanted
to fashion for themselves a new masculine identity in
the wider community as a leader, an adviser, a fighter
and survivor.

Second, despite recovering their health the struggle of
rebuilding a livelihood returned to be the main challenge
and source of worry for men. The processes of refashion-
ing respectability and reputation in the field of work and
being a provider were fragile. They also felt the added
burden of wanting to recover economically what they had
lost because of HIV. A constant feature of men’s narratives
was the challenge of finding money, the struggle of pov-
erty, and the need to rebuild, to be successful providers.

One man, for example, the boda-boda driver, said he could
not sleep peacefully, and another thought only about
“dying without building a house for my children.” As one
of the fishermen said,

Finances are low and so are the fish. School fees are so high
and they put me under pressure. Sometimes I fear the
situation in which I would leave my children because I do
not want them to suffer. But I can sustain my family.

Third, and as Mfecane (2011) found in his study of
men taking ART in South Africa, some men expressed an
ambivalence about ART: They valued and adhered to
ART, but it stopped their freedom and fun. A few men
talked about how they felt deprived of the old ways of
having “real” fun, like drinking, socializing with friends,
and finding women:

I no longer go out for fun like I was doing before, because I
have fun when I drink alcohol but I no longer drink like
before. So when I see my friends going to have fun I do not
follow them. I am not free to do many things because of the
drugs because they have got several conditions. . . . I can say
that this drug is the one that minimises fun.

In the process of negotiating their respectability
(reducing drinking and sexual partners, using condoms),
men were therefore also having to refashion their reputa-
tional practices. This was hard for those who, as a result
of renewed health, felt the desire to have a good time
again as they had done before with their friends. Some of
the men had put the old partying behind them, but others
managed to find a compromise between their desires for
health and fun.

Discussion

HIV can “demote” men to be lesser forms of men among
their peers and communities (Wyrod, 2011). In this article,
the data show that if men on ART can adjust and feel com-
fortable with their new masculine identities, this also
helps them adjust to and better manage their condition.
Seventeen out of the 18 men who participated in the study
said they were adhering to ART and looked healthy in
appearance. The men demonstrated adjustments to the
condition and a new sense of self, and projected “. . . a
positive view of the self and the world in the face of a
health problem” (Swendeman et al., 2009, p. 1161). The
method of using multiple interviews with each man, and
observations in their home environments, gave confidence
that these performances were not just for the interview but
reflected more sustained and deeper adjustments to their
outlook and identities. I do not claim that they were typi-
cal of many men in this setting who continue to struggle to
get tested or adhere to treatment, but it is from such men
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that we can learn about adjustments to masculine identi-
ties which enable better engagement with HIV treatment,
and so perhaps insights for ART interventions.

Men’s fashioning of masculine identities was rela-
tional, the product of a multitude of interactions in a new
HIV-ART social domain. Structuration processes were
also evident as men continued to refer to and reproduce
dominant masculinities in this setting, but were also cre-
ative, shaping newly emergent and hybrid norms, values,
priorities, and dispositions as men living with HIV. Health
workers and peers living with HIV were part of this pro-
cess, providing knowledge, support, and encouragement
for this difficult process of reconceptualizing or refram-
ing their situation (Russell et al., 2015; Watkins-Hayes
etal., 2012).

The men had constructed a logical narrative for engag-
ing with HIV treatment: physical recovery means
strength, and so an ability to work again, which means I
provide for my family as a man should, which brings me
back respectability in the community and builds my self-
esteem. The centrality of the body for practicing gender
identity was evident (Inhorn & Wentzell, 2011; Martin,
2004). Bodily integrity was the embodiment of a moral
and rejuvenated masculine integrity, and physical capital
was important for men to rebuild other economic, social,
and cultural capital needed to begin refashioning respect-
ability and reputation. Health providers as well as the
wider media (e.g., television, road side advertising
boards) should therefore continue to develop innovative
and eye-catching images and messages which emphasize
physical recovery and performance of masculinities
(Shand, Thomson-de Boor, van den Berg, Peacock, &
Pascoe, 2014), as well as through peer role models who
can visibly show through their own bodies the benefits of
treatment (Mazanderani, Locock, & Powell, 2012).

Men’s alternative dispositions and practices were not
always based on deliberate strategies for change. Rather,
they reflected a gradual process of adjustment, of shifting
priorities and behaviors in a new HIV-ART social domain
surrounded by others doing similar things (or not, and
them seeing the health consequences). Sometimes, how-
ever, the men did talk about a more purposive resistance
to the prevailing stigmatizing narratives about men with
HIV, and this process of resistance thinking and speaking,
even in the interview itself, could in itself have been con-
tributing to the refashioning of their identities.

A subtle hierarchy of masculinities was also perhaps
emerging within the new HIV-ART social domain, linked
to performances of respectability as “responsible” men
living with HIV, and reputational performances as a
fighter and survivor of HIV. Performances of an emergent
responsible masculinity, such as adhering, stopping
drinking, not infecting others, and advising others, were
clearly partly performances for the interview, but as noted

above, appeared to be consistent with their evident health
and sense of pride and self-esteem. In contrast, references
were also made to men who were not finding or had not
found the inner strength to overcome fear and stigma, or
the resources to be successful at the new work of survival,
and so were heading for death, or had already died. The
participants were therefore refashioning emergent domi-
nant masculinities in their new social domain. They were
no longer living “subordinated” lives in an environment
of HIV stigmatization. As Coles (2009, p. 33) notes, men
living masculinities which are not dominant in the wider
society can still “assume a dominant position in relation
to other men.” However, it should also be noted here that
the men’s categorization of “those who are canny, fight
and succeed” (Us), and those who “refuse to get tested, or
struggle to adhere, or die” (Them), did not appear to be
expressed as a means to divide the community of men
living with HIV, or subordinate others, but to express
their understanding of the challenges that many men face
with self-management, such as stigma and poverty.

World Health Organization (WHO; 2016) has advo-
cated differentiated service delivery (DSD) for HIV ser-
vices and a move away from a “one size fits all” approach.
Research on masculinities in different contexts can
inform such differentiated services for men within
national HIV programs. The groups often listed for more
support are key populations groups, adolescents, and
mobile or migrant populations, but there is also a need for
services to be tailored to groups of men with specific bar-
riers to treatment engagement. The WHO recognizes that
“(i)nnovative service delivery models are essential to
improve men’s access to HIV care services” (WHO,
2016, p. 254) and highlights the importance of peer sup-
port to help men navigate the health system and enhance
adherence counseling. However, emphasis tends to be on
the types, location, providers, and frequency of services.
These are of great importance, but the building of rela-
tionships and trust which oil the service delivery machin-
ery also need strong support (Gilson, 2003). The findings
in this article indicate that DSD pathways would need to
go beyond dealing with the location of services, to address
questions of masculine identity, and so include counsel-
ing services which can support their work to renegotiate
masculinities and related stigma.

The emergent and hybrid masculinities identified
among men taking ART in this part of Uganda suggest
three broad and interrelated approaches for ART interven-
tions to better reach out to men. First is the need to ensure
geographical accessibility so that men can access a new
HIV-ART social domain and the trained health workers
who can, potentially, play important roles in initial refram-
ing and refashioning processes. Other studies have shown
the importance of flexible opening hours to accommodate
men’s work routines, for example (Camlin et al., 2016;
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Mills et al., 2012), decentralizing services to reduce the
direct and indirect costs of care, and the use of mobile
clinics or clinics close to busy work and transport hubs
(Kuwane, Appiah, Felix, Grant, & Churchyard, 2009).

Second, in the understandable drive to prioritize ART
access, more emphasis also needs to be placed on devel-
oping interpersonal quality of HIV services if they are to
be acceptable and effective (Moyer & Igonya, 2014). The
quality of counseling and support for participants
appeared to have been critical to their ongoing engage-
ment with ART treatment and the complex work of
refashioning identities. Good relationships with health
workers, and notably counselors, build trust and recep-
tiveness to their messages (Mukumbang, Marchal, Van
Belle, & van Wyk, 2018; Russell, Martin, et al., 2016;
Shand et al., 2014). The gap between the life-worlds of
men and the logic of clinical treatment needs to be bridged
through listening, understanding, and empathy. Men’s
refashioning of masculinities was a difficult terrain to
navigate, particularly to negotiate conflicting habitus for
how a man should have fun and be independent, com-
pared with how a good patient should behave. Interactions
with providers which offer an understanding of men’s
options to continue enjoying themselves, but in different
ways or on a more limited scale (e.g., less drinking), are
likely to reap greater success than strict or dismissive
approaches to their needs. This would also acknowledge
the patient’s need to adopt an identity different to that of
being HIV positive, to occasionally escape its responsi-
bilities (Mfecane, 2011).

There are obvious resource and structural causes for
poor interpersonal quality care. But in various fields of
health care, communication is an area which can be worked
on relatively easily and cheaply (Penn, Watermeyer, &
Evans, 2011). Simple training methods for communication
and sharing decision-making can start a conversation and
begin change, for example, showing video testimonies of
men’s bad and good experiences with HIV services,
through role-play exercises, or even using actors and
vignettes to stimulate discussion and change (Prose,
Brown, Murphy, & Nieves, 2010). Given the values of
masculinity which hinder men from admitting failure, or
which mean men are likely to feel particularly belittled if a
female health worker (who comprise the vast majority of
health workers in these settings) scolds him for failing to
take his drugs, improved interpersonal quality of care and
communication will benefit all patients but might have a
disproportionate impact for men.

Third, greater gender sensitivity within ART pro-
grams is needed to support men’s work to refashion mas-
culinities. HIV stigma and barriers to treatment uptake
are experienced differently by men and women (Russell,
Zalwango, et al., 2016; Wyrod, 2011), and so the values
of masculinity which promote health-seeking behavior

could be better harnessed (Dageid et al., 2012; Mburu
et al., 2014; Mfecane, 2012; Siu et al., 2013), such as
promoting ART as a means of rebuilding strength and the
ability to provide, as seen in this study. This would also
require new training and practices among health work-
ers, to enable them to work more sensitively and effec-
tively with men, to accommodate their fears and needs,
and to discuss how to move forward (Mfecane, 2011). A
more radical approach would be to find additional, inno-
vative and low-cost ways to offer livelihood support for
patients, which can have a particular appeal to mascu-
linities and for men as they seek to (re)build livelihoods
(Camlin et al., 2016; Mburu et al., 2014; Siu et al., 2013).
An example of low-cost support for livelihood develop-
ment is the SEARCH project in Uganda, which linked
treatment engagement with small lottery incentives
(Camlin et al., 2016).

Initiatives might also support men’s refashioning of
masculinities through gender transformative interven-
tions. Gender structures are deeply embedded but are
always changing. Studies are beginning to show that gen-
der transformative interventions which get men to dis-
cuss, reflect on, and challenge masculine norms and
gender inequalities, in social spaces and among peers
groups which allow men to discuss vulnerabilities, for
example, can help them refashion masculinities and
reduce violence or risk taking (Campbell, Nair, &
Maimane, 2007; Lynch, Brouard, & Visser, 2010; van
den Berg et al., 2013; Wyrod, 2011). Only one study has
examined how such gender transformative programs
(“One Man Can” in South Africa) affect the uptake of
HIV treatment (Fleming, Colvin, Peacock, & Dworkin,
2016): The results were positive. How best to design and
implement these complex interventions to change social
structures will vary depending on the context.

The complexity of the above interventions means
they are likely to face challenges in achieving their
goals, but involving peers in both health service deliv-
ery improvements and gender transformative interven-
tions is often an ingredient for success (Fleming,
Diclemente, & Barrington, 2016; Kuwane et al., 2009;
van den Berg et al., 2013; Wyrod, 2011). Peers are more
likely to be socially close to patients and can offer role
models of change, for example, with respect to newly
emergent and hybrid masculinities which are motiva-
tional for other men. In this study, most of the men
spoke about the HIV clinic as a supportive space where
both counselors who are HIV positive and fellow
patients helped them reconceptualize their situation and
adjust to HIV and life on ART (Russell et al., 2015). The
use of peers or expert patients by TASO Uganda for the
provision of decentralized HIV services partly explains
the organization’s success in providing a supportive
environment which has sustained retention in care
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(Abaasa et al., 2008; Okoboi et al., 2015). With the large
number of people needing HIV treatment services in
Uganda, DSD can help release human resources, while
the use of peer supporters in care delivery can help con-
tribute to less hierarchical relationships, providing good
quality care which supports men, and women, to refash-
ion their identities and sustain self-management.

Acknowledgments

I am grateful to all the study participants, and to the staff at The
AIDS Support Organisation (TASO) and government health
facilities in Uganda for facilitating this research. Many thanks
to the research team based at the Medical Research Council in
Uganda for their expert data collection and contributions to
analysis: Flavia Zalwango, Joseph Katongole, Richard
Muhumuza, Ruth Nalugya, and Stella Namukwaya. Many
thanks also to Janet Seeley for contributions to analysis and
Bregje De Kok for comments on this article.

Declaration of Conflicting Interests

The author declared no potential conflicts of interest with
respect to the research, authorship, and/or publication of this
article.

Funding

The author disclosed receipt of the following financial support for
the research, authorship, and/or publication of this article: The
qualitative data for this article are from a study funded by the UK
Economic and Social Research Council (ESRC), with additional
funding from the UK Medical Research Council (MRC), project
number: RES-063-23-2663; Research Fish Award No: ES/
HO043551/1. The data have been archived at the UK Data Archive.
See: http://www.data-archive.ac.uk/, archive code: SN 851094.
The author received no payment to write the article.

References

Abaasa, A. M., Todd, J., Ekoru, K., Kalyango, J. N., Levin,
J., Odeke, E., & Karamagi, C. (2008). Good adherence
to HAART and improved survival in a community HIV/
AIDS treatment and care programme: The experience
of the AIDS Support Organization (TASO), Kampala,
Uganda. BMC Health Services Research, 8, Article 241.
doi:10.1186/1472-6963-8-241

Alibhai, A., Kipp, W., Saunders, L. D., Senthilselvan, A., Kaler,
A., Houston, S., . . . Rubaale, T. (2010). Gender-related
mortality for HIV-infected patients on highly active anti-
retroviral therapy (HAART) in rural Uganda. International
Journal of Women'’s Health, 2, 45-52.

Birungi, J., & Mills, E. J. (2010). Can we increase male
involvement in AIDS treatment? The Lancet, 376, 1302.
doi:10.1016/S0140-6736(10)61918-6

Bourdieu, P. (1977). Outline of a theory of practice. Cambridge,
UK: Cambridge University Press.

Braitstein, P., Boulle, A., Nash, D., Brinkhof, M. W., Dabis, F.,
Laurent, C., . . . Low, N. (2008). Gender and the use of anti-
retroviral treatment in resource-constrained settings: Findings

from a multicenter collaboration. Journal of Women'’s Health,
17,47-56. doi:10.1089/jwh.2007.0353

Camlin, C. S., Ssemmondo, E., Chamie, G., El Ayadi, A. M.,
Kwarisiima, D., Sang, N., . . . the SEARCH Collaboration.
(2016). Men “missing” from population-based HIV testing:
Insights from qualitative research. AIDS Care, 28(Suppl.
3), 67-73. doi:10.1080/09540121.2016.1164806

Campbell, C., Nair, Y., & Maimane, S. (2007). Building contexts
that support effective community responses to HIV/AIDS: A
South African case study. American Journal of Community
Psychology, 39, 347-363. doi:10.1007/s10464-007-9116-1

Chikovore, J., Gillespie, N., McGrath, N., Orne-Gliemann, J., &
Zuma, T. (2016). Men, masculinity, and engagement with
treatment as prevention in KwaZulu-Natal, South Africa.
AIDS Care, 28(3), 74-82. doi:10.1080/09540121.2016.11
78953

Coles, T. (2008). Finding space in the field of masculinity:
Lived experiences of men’s masculinities. Journal of
Sociology, 44, 233-248. doi:10.1177/1440783308092882

Coles, T. (2009). Negotiating the field of masculinity: The pro-
duction and reproduction of multiple dominant masculini-
ties. Men and Masculinities, 12, 30-44. doi:10.1177/1097
184X07309502

Connell, R. W. (1995). Masculinities. Berkeley: University of
California Press.

Connell, R. W. (1998). Masculinities and globalization. Men
and Masculinities, 1(1), 3-23. doi:10.1177/1097184X98
001001001

Connell, R. W., & Messerschmidt, J. W. (2005). Hegemonic
masculinity: Rethinking the concept. Gender & Society, 19,
829-859. doi:10.1177/0891243205278639

Cornell, M., Mclntyre, J., & Myer, L. (2011). Men and antiret-
roviral therapy in Africa: Our blind spot. Tropical Medicine
& International Health, 16, 828-829. doi:10.1111/j.1365-
3156.2011.02767.x

Cornell, M., Myer, L., Kaplan, R., Bekker, L. G., & Wood,
R. (2009). The impact of gender and income on survival
and retention in South African antiretroviral therapy pro-
gramme. Tropical Medicine & International Health, 14,
722-731. doi:10.1111/j.1365-3156.2009.02290.x

Dageid, W., Govender, K., & Gordon, S. F. (2012). Masculinity
and HIV disclosure among heterosexual South African
men: Implications for HIV/AIDS intervention. Culture,
Health & Sexuality, 14, 925-940. doi:10.1080/13691058.
2012.710337

DiCarlo, A. L., Mantell, J. E., Remien, R. H., Zerbe, A., Morris,
D., Pitt, B., ... El-Sadr, W. M. (2014). “Men usually say that
HIV testing is for women”: Gender dynamics and percep-
tions of HIV testing in Lesotho. Culture, Health & Sexuality,
16, 867-882. do0i:10.1080/13691058.2014.913812

Fleming, P. J., Colvin, C., Peacock, D., & Dworkin, S. L.
(2016). What role can gender-transformative programming
for men play in increasing South African men’s HIV test-
ing and engagement in HIV care and treatment? Culture,
Health & Sexuality, 18, 1251-1264. doi:10.1080/1369105
8.2016.1183045

Fleming, P. J., Diclemente, R. J., & Barrington, C. (2016).
Masculinity and HIV: Dimensions of masculine norms
that contribute to men’s HIV-related sexual behaviors.


http://www.data-archive.ac.uk/

Russell

13

AIDS and Behavior, 20, 788-798. doi:10.1007/s10461-
015-1264-y

Giddens, A. (1984). The constitution of society: Outline of a
theory of structuration. Berkeley: University of California
Press.

Gilson, L. (2003). Trust and the development of health care as
a social institution. Social Science & Medicine, 56, 1453—
1468. doi:10.1016/S0277-9536(02)00142-9

Green, J., & Thorogood, N. (2004). Qualitative methods for
health research. London: SAGE.

Inhorn, M. C., & Wentzell, E. A. (2011). Embodying emer-
gent masculinities: Men engaging with reproductive and
sexual health technologies in the Middle East and Mexico.
American Ethnologist, 38, 801-815. doi:10.1111/j.1548-
1425.2011.01338.x

Kuwane, B., Appiah, K., Felix, M., Grant, A., & Churchyard, G.
(2009). Expanding HIV care in Africa: Making men matter
in Johannesburg. The Lancet, 374, 1329.

Lynch, 1., Brouard, P., & Visser, M. (2010). Constructions
of masculinity among a group of South African men
living with HIV/AIDS: Reflections on resistance and
change. Culture, Health & Sexuality, 12, 15-27. doi:10
.1080/13691050903082461

Martin, P. Y. (2004). Gender as social institution. Social Forces,
82, 1249-1273. doi:10.1353/50f.2004.0081

Mazanderani, F., Locock, L., & Powell, J. (2012). Being dif-
ferently the same: The mediation of identity tensions in the
sharing of illness experiences. Social Science & Medicine,
74, 546-553. doi:10.1016/j.socscimed.2011.10.036

Mburu, G., Ram, M., Siu, G., Bitara, D., Skovdal, M., &
Holland, P. (2014). Intersectionality of HIV stigma and
masculinity in eastern Uganda: Implications for involving
men in HIV programmes. BMC Public Health, 14, Article
1061. doi:10.1186/1471-2458-14-1061

Mfecane, S. (2011). Negotiating therapeutic citizenship and
notions of masculinity in a South African village. African
Journal of AIDS Research, 10, 129-138. doi:10.2989/1608
5906.2011.593375

Mfecane, S. (2012). Narratives of HIV disclosure and masculin-
ity in a South African village. Culture, Health & Sexuality,
14(Suppl. 1), S109-S121. doi:10.1080/13691058.2011.64
7081

Mills, E. J., Beyrer, C., Birungi, J., & Dybul, M. R. (2012).
Engaging men in prevention and care for HIV/AIDS in
Africa. PLoS Medicine, 9(2), Article e1001167. doi:10.1371/
journal.pmed.1001167

Moyer, E., & Igonya, E. K. (2014). When families fail: Shifting
expectations of care among PLWH in Nairobi, Kenya.
Anthropology & Medicine, 21, 136-148. doi:10.1080/136
48470.2014.924298

Mukumbang, C., Marchal, B., Van Belle, S., & van Wyk, B.
(2018). “Patients are not following the (adherence) club
rules anymore”: A realist case study of the antiretroviral
treatment adherence club, South Africa. Qualitative Health
Research, 28,1839-1857.doi:10.1177/1049732318784883

Muula, A., Ngulube, T. H., Siziya, S., Makupe, C. M.,
Umar, E., Prozesky, H. W., . . . Mataya, R. H. (2007).
Gender distribution of adult patients on highly active
antiretroviral therapy (HAART) in Southern Africa: A

systematic review. BMC Public Health, 7, Article 63.
doi:10.1186/1471-2458-7-63

Nyamhanga, T. M., Muhondwa, E. P. Y., & Shayo, R. (2013).
Masculine attitudes of superiority deter men from access-
ing antiretroviral therapy in Dar es Salaam, Tanzania.
Global Health Action, 6(1), Article 21812. doi:10.3402/
gha.v6i0.21812

O’Brien, S., & Broom, A. (2013). Gender, culture and chang-
ing attitudes: Experiences of HIV in Zimbabwe. Culture,
Health & Sexuality, 15, 583-597. doi:10.1080/13691058.
2013.776111

Okoboi, S., Ding, E., Persuad, S., Wangisi, J., Birungi, J.,
Shurgold, S., . . . Moore, D. M. (2015). Community-based
ART distribution system can effectively facilitate long-
term program retention and low rates of death and virologic
failure in rural Uganda. AIDS Research and Therapy, 12,
Article 37. doi:10.1186/s12981-015-0077-4

Penn, C., Watermeyer, J., & Evans, M. (2011). Why don’t
patients take their drugs? The role of communication,
context and culture in patient adherence and the work
of the pharmacist in HIV/AIDS. Patient Education and
Counselling, 83,310-318. doi:10.1016/j.pec.2011.02.018

Prose, N. S., Brown, H., Murphy, G., & Nieves, A. (2010).
The morbidity and mortality conference: A unique oppor-
tunity for teaching empathic communication. Journal of
Graduate Medical Education, 2, 505-507. doi:10.4300/
JGME-D-10-00074.1

Russell, S., Martin, F., Zalwango, F., Namukwaya, S., Nalugya,
R., Muhumuza, R., . .. Seeley, J. (2016). Finding meaning:
HIV self-management and wellbeing among people taking
antiretroviral therapy in Uganda. PLoS ONE, 11(1), Article
e0147896. doi:10.1371/journal.pone.0147896

Russell, S., Namukwaya, S., Zalwango, F., & Seeley, J. (2015).
The framing and fashioning of therapeutic citizenship
among people living with HIV taking antiretroviral therapy
in Uganda. Qualitative Health Research, 26, 1447-1458.
doi:10.1177/1049732315597654

Russell, S., & Seeley, J. (2010). The transition to living with
HIV as a chronic condition in rural Uganda: Working to
create order and control when on antiretroviral therapy.
Social Science & Medicine, 70, 375-382. doi:10.1016/j.
socscimed.2009.10.039

Russell, S., Zalwango, F., Namukwaya, S., Katongole,
J., Muhumuza, R., Nalugya, R., & Seeley, J. (2016).
Antiretroviral therapy and changing patterns of HIV stig-
matisation in Entebbe, Uganda. Sociology of Health &
Iliness, 38, 58-72. doi:10.1111/1467-9566.12341

Schulman-Green, D., Jaser, S., Martin, F., Alonzo, A., Grey,
M., McCorkie, R., . . . Whittemore, R. (2012). Processes
of self-management in chronic illness. Journal of Nursing
Scholarship, 44, 136-144. doi:10.1111/j.1547-5069.2012
.01444 x

Shand, T., Thomson-de Boor, H., van den Berg, W., Peacock,
D., & Pascoe, L. (2014). The HIV blind spot: Men and
HIV testing, treatment and care in Sub-Saharan Africa. IDS
Bulletin, 45, 53-60. doi:10.1111/1759-5436.12068

Siu, G. E., Seeley, J., & Wight, D. (2013). Dividuality, mascu-
line respectability and reputation: How masculinity affects
men’s uptake of HIV treatment in rural eastern Uganda.



Qualitative Health Research 00(0)

Social Science & Medicine, 89, 45-52. doi:10.1016/j.socs-
cimed.2013.04.025

Siu, G. E., Wight, D., & Seeley, J. (2014). “Dented” and “resus-
citated” masculinities: The impact of HIV diagnosis and/
or enrolment on antiretroviral treatment on masculinities
in rural eastern Uganda. SAHARA-J: Journal of Social
Aspects of HIV/AIDS, 11, 211-221. doi:10.1080/1729037
6.2014.986516

Skovdal, M., Campbell, C., Madanhire, C., & Mupambireyi, Z.
(2011). Masculinity as a barrier to men’s use of HIV ser-
vices in Zimbabwe. Globalization and Health, 7, Article
13. doi:10.1186/1744-8603-7-13

Swendeman, D., Ingram, B. L., & Rotheram-Borus, M. J.
(2009). Common elements in self-management of HIV and
other chronic illnesses: An integrative framework. A/DS
Care, 21, 1321-1334. doi:10.1080/09540120902803158

Van den Berg, W., Hendricks, L., Hatcher, A., Peacock, D.,
Godana, P., & Dworkin, S. (2013). “One Man Can’: Shifts
in fatherhood beliefs and parenting practices following a
gender-transformative programme in Eastern Cape, South

Africa. Gender & Development, 21, 111-125. doi:10.1080/
13552074.2013.769775

Watkins-Hayes, C., Pittman-Gay, L., & Beaman, J. (2012).
“Dying from” to “living with”: Framing institutions and the
coping processes of African American women living with
HIV/AIDS. Social Science & Medicine, 74, 2028-2036.
doi:10.1016/j.socscimed.2012.02.001

World Health Organization. (2016). Consolidated guidelines
on the use of antiretroviral drugs for treating and prevent-
ing HIV infection: Recommendations for a public health
approach (2nd ed.). Geneva, Switzerland: Author.

Wyrod, R. (2011). Masculinity and the persistence of AIDS
stigma. Culture, Health & Sexuality, 13, 443-456. doi:10
.1080/13691058.2010.542565

Author Biography

Steve Russell, is a senior lecturer in Health Policy and Social
Development at the University of East Anglia, Norwich, United
Kingdom, and his research focuses on social aspects of HIV.



