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Abstract 
 

This thesis explores the problem of sexual behaviour change in a country which has the 

largest number of people living with HIV in the world. Despite awareness of HIV, and 

knowledge of protective behaviours, many young South Africans still engage in risky sexual 

practices, exposing themselves to risk of HIV infection. This lack of behaviour change by 

people who know the risks involved is the focus of this thesis. 

 

I begin by developing a critique of the dominant behaviour change theories which underpin 

HIV and AIDS interventions, and the way in which they conceptualise the relationship 

between the individual and society. These theories assume a universal, rational individual 

who engages in decision-making before action, or is prevented by problematic factors of 

‘context’ (e.g. poverty, culture, gender dynamics) from engaging in appropriate protective 

health decisions. This conceptualisation of behaviour is inadequate in understanding the 

problem of behaviour change. Cultural-historical activity theory (CHAT), with its roots in the 

theories of Marx, Engels, Vygotsky and Leontiev, enables a different gaze on the problem of 

behaviour change, shifting the primary focus from cognition to activity. This provides an 

alternative dialectical conceptualisation of the relationship between the individual and society.  

 

In this thesis I articulate and extend the methodology inherent in CHAT. In a study conducted 

in a rural area in South Africa I recruited qualitative research processes to explore the 

cultural-historical context of early sexual experiences leading to intercourse; and the 

participants’ experiences of sexual activity in relation to HIV and AIDS. The conceptual and 

methodological tools inherent in CHAT enabled the production of the context of sexual 

activity. The focus on sexual activity as the central object unit and the analysis of the activity 

system illuminated the activity of sex as a social practice, produced and enacted within 

particular interpersonal, social and historical dynamics. Through an historical and current 

contextualisation of sexual activity CHAT-based analysis of the data enabled an articulation 

of contradictions and turbulence within the activity system. The problem of a lack of 

behaviour change is understood through this production of context. 

 

Activity system analysis revealed how the introduction of the injectable contraceptive 

gendered the division of labour in sexual activity. An analysis of the relationship between the 

subject and the object of the activity system revealed a phalocentric identity investment as an 
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outcome of sexual activity. This analysis also illustrated the relative invisibility of HIV 

compared to pregnancy as a negative outcome of sexual activity. These dynamics of the 

activity system structure power and resistance to change in the interaction.  

 

By accounting for the status of the activity system this analysis facilitated an understanding of 

a lack of behaviour change in response to HIV and AIDS. This research process forms the 

basis for a tentative proposal for intervention using the CHAT-based Change Laboratory 

approach. 

 



 vii

Table of contents 
 
 

Declaration ii 
Dedication iii 
Acknowledgements iv 
Abstract v 
Table of contents vii 
List of tables xi 
List of figures xi 
Note xii 
Chapter 1  Introduction 1 

1 HIV and AIDS 1 
2 Prevention as the main response to the epidemic 4 
3 The status quo 5 
4 The nature of the problem 6 
5 Structure of the thesis 8 

Chapter 2  HIV and behaviour change theories 10 
1 Introduction 10 
2 Behaviour change theories and HIV and AIDS 10 

2.1 Individual-centred theories 11 
2.1.1 Health belief model 11 
2.1.2 Theory of reasoned action 12 
2.1.3 Social learning theories 13 

2.2 Impact of interventions using these theories 14 
3 A critique of behaviour change theories 17 

3.1 Cognitivist/rationalist focus 18 
3.1.1 Choice and the rational intentionality of agency 21 

3.2 Individualist assumptions 22 
3.2.1 The role of context 24 
3.2.2 Theorising behaviour change in HIV and AIDS: the shift to ‘context’ 25 

3.2.2.1 Social factors 25 
3.2.2.2 Structural factors 27 

3.2.3 Interventions: effect and constraints 33 
3.2.4 The problem of ‘context’ 34 

3.2.4.1 Context as container 35 
3.2.4.2 The ‘variabilisation’ of context 37 

4 Reconceptualising the relationship between individual and social 39 
4.1 Dialectical interaction 39 
4.2 The analytic inseparability of the individual and society 40 
4.3 The social nature of action 41 

5 Working with ‘context’ 44 
Chapter 3  Cultural Historical Activity Theory 46 

1 Introduction 46 
2 Cultural historical activity theory 46 
3 Revolutionary and philosophical roots 47 

3.1 The relationship between the individual and society 48 
3.1.1 The activity of labour 49 
3.1.2 The relationship between the material and the ideal 50 

3.2 A focus on activity 53 
4 The first phase of CHAT: Vygotsky and the concept of mediation 55 



 viii

4.1 Mediation 55 
4.2 Vygotsky’s theory and ‘behaviour change’ 58 

5 The second phase of CHAT: Leontiev, from action to activity 59 
5.1 Levels of activity 60 

6 The third phase of CHAT: Engeström, activity systems 62 
6.1 Model of an activity system 63 

6.1.1 Components of the activity system 65 
6.2 Characteristics of activity systems 69 

6.2.1 Heterogeneity 69 
6.2.2 Historicity 69 
6.2.3 Contradictions, discontinuity and change 70 

7 The contribution of CHAT to the problematic of the thesis 72 
Chapter 4  Methodology 74 

1 Introduction: Theory, methodology and method 74 
2 Research design and activity theory 76 

2.1 Key principles of qualitative research 76 
3 CHAT: Beyond a qualitative approach 78 

3.1 Recovering the notion of activity 79 
3.1.1 The unit of analysis 80 

3.2 Re-appropriating ‘context’ 81 
3.2.1 Activity systems: the production of context 82 
3.2.2 Activity system analysis: the mechanism of contextualisation 83 

3.2.2.1 Current activity system: current contextualisation 83 
3.2.2.2 Historical contextualisation 84 

3.3 The dynamic nature of activity: contradictions and change 85 
4 Aim of the study 88 
5 Research questions 88 
6 Background to the study 89 
7 The research setting 91 
8 The research process 95 
9 Sample 95 
10 Data collection 98 

10.1 Data collection techniques 100 
10.1.1 Interviews 101 
10.1.2 Focus groups 103 
10.1.3 Data collection process: translation and transcription 105 

10.1.3.1 Translation 105 
10.1.3.2 Transcribing 106 

11 Ethical issues in the research process 108 
11.1 Autonomy and respect for the dignity of persons 108 

11.1.1 Informed consent 109 
11.1.2 Confidentiality 109 

11.2 Non-maleficence 110 
11.2.1 Data collection techniques to manage sensitive discussions 111 
11.2.2 Re-visiting informed consent 111 
11.2.3 Embedding the research in broader processes 111 
11.2.4 Research with child participants 112 

11.3 Beneficence 113 
12 Data analysis 115 

12.1 The first stage of processing the data 116 
12.2 Constructing the activity system(s) 118 



 ix

12.3 Analysing the activity system: working with turbulence 119 
13 Moving to understand behaviour change through the production of context 120 

Chapter 5  Historical activity system analysis 122 
1 Introduction 122 
2 First phase of the activity system of sexual activity 123 

2.1 Mechanisms for the regulation of sexuality 126 
2.1.1 Intercrural sex 127 
2.1.2 Virginity inspection 127 
2.1.3 Penalising premarital pregnancy 128 
2.1.4 Youth organisations as peer socialization processes 129 

3 Second phase of the activity system of sexual activity 132 
3.1 Mechanisms for the regulation of sexual activity 134 

3.1.1 Intercrural sex 134 
3.1.2 Virginity inspection 139 

3.1.2.1 The politics of reproduction and fertility regulation 141 
3.1.3 Penalising premarital pregnancy 143 
3.1.4 Socialization processes: peers and adults 145 

3.1.4.1 Weakening of youth organisations as peer socialization processes 146 
3.1.4.2 Increase in parental monitoring and regulation of sexual activity 149 
3.1.4.3 Significance of peer reference group 151 

4 Setting the scene for HIV and AIDS 156 
Chapter 6 The current activity system of sexual activity 157 

1 Introduction 157 
2 The third phase of the activity system of sexual activity 157 
3 Mechanisms of monitoring and managing sexuality and procreation 162 

3.1 Penalising premarital pregnancy 162 
3.2 The significance of the injectable contraceptive 163 
3.3 Parental regulation of contraceptive use 164 
3.4 Intercrural sex versus penetrative sex 166 
3.5 Social and cultural events linked to peer socialization processes 166 

3.5.1 Initiation 168 
3.5.2 Delay in age of first marriage 170 

4 The role of peers 170 
5 The sexual interaction 173 

5.1 Subject-object relationship 173 
5.2 Division of labour 184 

5.2.1 Horizontal dimension: Roles and responsibilities 184 
5.2.2 The effect of the injectable contraceptive on the division of labour 187 

5.3 Vertical dimension: power and status 189 
6 HIV in the activity system of sexual activity 192 

6.1 Awareness and knowledge of HIV and AIDS 192 
6.2 Response to HIV and AIDS 194 
6.3 The dilemmas of condom use 196 

Chapter 7  Discussion 201 
1 Pregnancy as an outcome of sexual activity 202 
2 HIV as an outcome of sexual activity 203 

2.1 The invisibility of HIV 203 
2.2 Costs and consequences of HIV 204 
2.3 The intersection of a new mediating artefact and the division of labour 205 

3 Personhood versus HIV as outcome of sexual activity 207 
4 Understanding change (or the lack of change) in the activity system 209 



 x

4.1 The state of the activity system 210 
5 The production of context 213 
6 The potential for change 217 

6.1 Changing the conceptual resources available in the activity system 217 
6.2 Changing the community component of the system 219 
6.3 Subject-object-outcome relationship 220 

7 A further contextualisation 222 
7.1 From activity, to action, to practices 225 

8 The contribution and limitations of this study 227 
References 230 
Appendix 251 

1 Appendix 1. Interview schedule (couples and individuals) 251 
2 Appendix 2. Focus group schedules 253 

 



 xi

List of tables 
 

 
Table 1. HIV and AIDS in South Africa in 2007 (UNAIDS/WHO Epidemiological Fact 

Sheets on HIV and AIDS, 2008 Update) .........................................................................2 
Table 2. Decline in antenatal HIV prevalence (UNGASS, 2008, South Africa report) .............5 
Table 3. HIV prevalence: Household survey data in 2002 and 2005 (Shisana et al., 2005) .... 15 
Table 4. HIV incidence in 2005 (Shisana et al., 2005) ........................................................... 16 
Table 5. Leontiev's levels of activity (based on Engeström, 1987) ........................................ 61 
Table 6. Age and sex of the sample ....................................................................................... 97 
Table 7. Interviews conducted ............................................................................................ 102 
Table 8. Focus groups conducted ........................................................................................ 103 
 
 

List of figures 
 
 
Figure 1. Global HIV infection 2007 (UNAIDS, 2008) ...........................................................1 
Figure 2. HIV prevalence in South Africa in 2005 by age and gender (Shisana et al., 2005) ....2 
Figure 3. Lack of behaviour change ........................................................................................7 
Figure 4. HIV prevalence in South Africa over time (Parker, Colvin & Birdsall, 2006, p. 8) . 15 
Figure 5. HIV: Face it loveLife billboard, Eastern Cape Province (August, 2007)................. 23 
Figure 6. HIV loves skin on skin loveLife billboard, Eastern Cape Province (August, 2007).. 23 
Figure 7. HIV prevalence by race among respondents aged 2 years and older in 2005 (Shisana 

et al., 2005, p. 36) ......................................................................................................... 30 
Figure 8. Beaded brooch with AIDS ribbon .......................................................................... 51 
Figure 9. Child participants in an HIV and AIDS community mobilisation with AIDS ribbon 

on their faces (photograph courtesy of Kevin Kelly and the participants) ...................... 51 
Figure 10. Vygotsky's model of a mediate act and its common reformulation (from 

Engeström, 2001, p. 152) .............................................................................................. 56 
Figure 11. The model of an activity system (based on Engeström, 2001, p. 135) ................... 64 
Figure 12. Map of the Amathole Basin, Eastern Cape Province, South Africa ....................... 92 
Figure 13. The Amathole Basin ............................................................................................ 93 
Figure 14. Income amongst employed residents of the Nkonkobe Municipality in 2001 

(Census 2001) ............................................................................................................... 94 
Figure 15. Model of the first phase of the activity system of sexual activity ........................ 131 
Figure 16. Preliminary model of the second phase of the activity system of sexual activity . 137 
Figure 17. Model of the second phase of the activity system of sexual activity ................... 155 
Figure 18. Preliminary model of the third phase of the activity system of sexual activity .... 172 
Figure 19. The object of the activity system of the male and the female subject .................. 184 
Figure 20. The dynamics of personhood and HIV as outcomes of the activity ..................... 208 
 



 xii

Note 
 

 
I have used English (UK) spelling throughout this document although I have retained the 

alternative spelling used many of the authors I have cited, for example, artefact (UK)/artefact 

(US) and behaviour/behavior. The spelling of Russian names differs across texts depending 

on the publisher. For example, Progress Publishers in Moscow uses Leontyev for A.N. 

Leontiev’s (1981) Problems of the development of the Mind, whereas Engeström (1987) uses 

Leont’ev, and Daniels (2001) uses Leontiev. I have used the spelling as it is used in the 

specific text that I am citing and ‘Leontiev’ when I am referring to him generally. The same 

will be done for Ilyenkov, sometimes written as Il’enkov. 
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Chapter 1  Introduction 
 

 

1 HIV and AIDS 
 

It is estimated that there are 40 million people living with HIV in the world (Whiteside, 

2008). Although UNAIDS (2008) argues that infections are on the rise in a number of 

countries including China, Germany, Indonesia, the Russian Federation, and the United 

Kingdom, southern Africa is at the epicentre of the epidemic. Figure 1 provides a global view 

of HIV infection in 2007 which illustrates the severity of the problem in sub-Saharan Africa. 

22 million of those living with HIV in the world, that is, 67% of the total, live in sub-Saharan 

Africa. Three quarters of all AIDS deaths in 2007 occurred in sub-Saharan Africa. 

 

 
 
 
 
 
 
Figure 1. Global HIV infection 2007 (UNAIDS, 2008) 
 

In 2007 it was estimated that there were 5.7 million South Africans living with HIV 

(UNAIDS, 2008). This is the largest population of people living with HIV in the world. Of 

the total South African population of 48.5 million, this is 11.7 %. The table below provides 

details of the HIV and AIDS epidemic in South Africa in 2007. 
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Total living with HIV and AIDS  5 700 000 
Adults aged 15 + living with HIV 5 400 000 
Women aged 15 + living with HIV 3 200 000 
Children aged 0 to 14 living with HIV 280 000 
Adults aged 15 to 49 prevalence 18.1% 
Male youth 15-24 prevalence  4% 
Female youth 15-24 prevalence  12.7% 
Deaths due to AIDS 350 000 
Orphans due to AIDS aged 0 to 17 1 400 000 

 

Table 1. HIV and AIDS in South Africa in 2007 (UNAIDS/WHO Epidemiological Fact 
Sheets on HIV and AIDS, 2008 Update) 
 

The HIV and AIDS epidemic, like many epidemics, is place-specific in its patterns of 

transmission. Craddock (2000) argues that it is characterised by regional coordinates of risk 

and vulnerability. She argues that the particular configuration of historical forces in Africa set 

into motion by colonial administrations during the early decades of this century have 

contributed to this vulnerability. Poverty and disempowerment have played central roles in 

the transmission of HIV in sub-Saharan Africa. For example, socio-economic factors increase 

the possibility of people engaging in practices which heighten the risk of HIV transmission 

(Parker, Colvin & Birdsall, 2006). 

 

There are particular trends in the epidemic across economic strata, age and racial groups. 

These trends exist globally, but reference will be made specifically to South Africa. The 

majority of HIV-infected people in South Africa are those in the economically active 

population, that is, those between 20 and 49 years of age (Shisana, Rehle, Simbayi, Parker, 

Zuma, Bhana, Connolly, Jooste, Pillay et al., 2005), as illustrated in Figure 2 below. 

 

 
 
Figure 2. HIV prevalence in South Africa in 2005 by age and gender (Shisana et al., 2005) 
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The AIDS epidemic has been identified as a ‘gendered epidemic’. Women and girls in South 

Africa are disproportionably vulnerable and at risk (Parker & Colvin, 2007). Figure 2 

illustrates a pattern typical of a heterosexual epidemic (Whiteside, 2008). In 2005, the 

estimated prevalence of HIV for 20-24 year-olds was 23.9% for females and 6% for males. 

Amongst 25-29 year-olds this was 33.3% for females, and 12.1% for males. The prevalence 

amongst male youth 15-24 years old in 2007 was 4%, whereas for female youth in the same 

age group it was 12.7% (UNAIDS, 2008). Young females are therefore three to four times 

more likely to be HIV-positive. Among youth aged 15-24 years, females account for 90% of 

recent HIV infections (Rehle, Shisana, Pillay, Zuma, Puren & Parker, 2007). Parker et al. 

(2006) argue that women’s vulnerability to HIV infection is linked to physiological factors, as 

well as gender roles, including social, cultural and economic factors. Women's inequality and 

lack of control over sexual relationships heightens their vulnerability to HIV and AIDS. 

Socio-economic factors also drive a racial and geographic variation in the epidemic (Parker et 

al., 2006). Shisana et al. (2005) note that for persons aged two years and older, the HIV 

prevalence was 13.3% for black South Africans, 1.9% for coloured South Africans, 1.6% for 

Indian South Africans, and 0.6% for white South Africans1. 

 

The epidemic has serious immediate and long-term consequences primarily through the effect 

of death and illness, for example the orphaning of children, and the loss of breadwinners. 

Since the beginning of the epidemic, 25 million people globally have died of HIV-related 

causes. In 2007, approximately 958 South Africans died every day from AIDS (Whiteside, 

2008). The number of orphans under 18 years of age in sub-Saharan Africa increased to 12 

million in 2007.  

 

The HIV and AIDS epidemic has immense personal, social and economic costs. HIV reduces 

life expectancy, slows economic growth and deepens household poverty. The poorest people 

are the most vulnerable and they bear the greatest burden. Parker et al. (2006, p. 26) comment 

that: 

As the epidemic progresses, its effects can be felt society-wide in the form of changes in 
the country’s productive capacity, in its budgeting and domestic expenditures, in 
agriculture and food production, in the functioning of key institutions such as police, and in 
social service realms such as healthcare and education. HIV and AIDS expands already 
critical areas of need, including supporting affected families and strengthening healthcare 
and other social services. 

                                                
1 Although problematic, racial categorisation within the present context of South Africa still has salience as it 
reflects historical disenfranchisement. 
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Although the virus will eventually be contained, its impact is extremely long term. De Waal 

and Whiteside (2003) argue that HIV and AIDS, climate conditions and deepening poverty 

could generate a new variant of famine in southern African. According to the United Nations 

Development Programme, HIV has inflicted the single greatest reversal in human 

development in modern history (UNDP, 2005). Living in an intricately interconnected world 

means that we will all be affected by the collective loss of human potential. In the face of this 

kind of epidemic, prevention of new infections is critical. 

 

 

2 Prevention as the main response to the epidemic 
 

The most common way in which the human immunodeficiency virus (HIV) is transmitted 

between people is through unprotected sexual intercourse (Parker et al., 2006; Whiteside, 

2008). There are biomedical and behavioural ‘drivers’ (Whiteside, 2008) of the epidemic that 

increase susceptibility to HIV infection. The biological factors are: age, gender, viral load, 

presence of other sexually transmitted infections, a mother being HIV positive, and the 

prevalence of the virus in a particular context (Parker et al., 2007; Whiteside, 2008). 

However, biological susceptibility during unprotected sex is an insufficient explanation for 

the extremely high HIV prevalence in South Africa (Parker et al., 2007).  

 

In exploring why the prevalence is so high, and why it has particular age and gender patterns, 

HIV and AIDS researchers have highlighted behavioural factors which exacerbate the overall 

risk of contracting HIV. These are often referred to as ‘risky practices’. For example, 

unprotected vaginal/anal sex; early age of sexual debut; high age differentials between sexual 

partners; sex early in the relationship; ignorance of HIV status; rate of partner change; 

concurrent partnerships; sexual assault; transactional sex; breastfeeding; injecting drug 

needle-sharing; and, occupational exposure to HIV (Barnett & Whiteside, 2002; Whiteside, 

2008). It is these behaviours which have become the focus of HIV and AIDS prevention 

attempts. 
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3 The status quo 
 

After 27 years of the epidemic and millions spent on interventions, the most recent UNAIDS 

report comments that the world is “at last making some real progress in its response to AIDS” 

(UNAIDS, 2008, p. 9). Globally there are declines in the number of new HIV infections and 

AIDS-related deaths (2005: 2.2 million; 2007: 2 million). However, the AIDS epidemic has 

not turned back, and neither is it ‘over’ in any part of the world. 

 

In South Africa many interventions have been funded2 over the last 20 years and some 

changes have been recorded. For example, reported condom use at last sex has increased 

markedly. Amongst youth aged 15-24, 72.8% of males and 55.7% of females in 2005 reported 

condom use at last sex, compared to 57% for males, and 46% for female youth in 2002 

(Parker & Colvin, 2007; Shisana et al., 2005). In contrast to patterns earlier in the epidemic, 

there are also higher levels of exposure to HIV and AIDS. In a national study of 2 448 

respondents 20-30 years of age, over a quarter of males (28.6%) and over a third (34.0%) of 

females had a person they knew disclose their HIV positive status to them; between 13 and 

19% of youth had helped care for a person sick with AIDS; nearly half had attended one or 

more AIDS funerals during the past year; and half knew someone who had died of AIDS in 

the past year (Parker et al., 2007). There are also changes in knowledge about HIV and AIDS. 

In the same study 94.3% of males and 93.3% of females knew HIV could be prevented 

through condom use, and 41.3% had been tested for HIV (Parker et al., 2007). South Africa 

also has the highest number of people globally accessing antiretroviral (ARV) treatment. The 

percentage of pregnant women on treatment to prevent the transmission of HIV from mothers 

to children has increased from 15% in 2004 to 60% in 2007 (UNAIDS, 2008). There has also 

been a slight decrease in incidence of HIV. Data from antenatal clinics in South Africa show 

that the country’s epidemic might be stabilizing (see Table 2 below).  

 
 

National HIV survey of pregnant women 
 2004 2005 2006 
Women under 20 16 % 15.9 % 13.5 % 
Women 20-24 years - 30.6 % 28 % 

 
Table 2. Decline in antenatal HIV prevalence (UNGASS, 2008, South Africa report) 
  
 
                                                
2 Expenditure on HIV and AIDS increased from R4 270 716 447 in 2006 to R4 530 175 220 in 2007 (UNGASS, 
2008, South African report) 
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There are, however, significant conditions on this ‘positive’ picture. The ‘stabilisation’ of the 

epidemic in South Africa is at an extremely high level. More worrying is the lack of evidence 

of major changes in HIV-related behaviour (UNAIDS, 2008; Whiteside, 2008). It has been 

argued that the behaviour change interventions have had no significant impact on HIV 

prevalence (Parker et al., 2006). Whiteside (2008, p. 1) argues that we have proven 

“lamentably inadequate” at stopping the progress of HIV and AIDS in many communities.   

 

 

4 The nature of the problem 
 

Many South African youth have experienced HIV and AIDS directly. Close family members 

have died of AIDS. They know that HIV is transmitted through unprotected sex. One would 

imagine that in response to the overwhelming evidence of the existence of HIV and AIDS, 

and knowledge of how it is a personal risk, individuals would stop engaging in behaviours 

which Whiteside (2008) argues ‘drive’ the epidemic. This is, however, not the case. Many 

youth do not engage in the protective behaviour of using condoms during sex (see Figure 3: 

Lack of behaviour change). In a recent book Steinberg (2008) highlights a similar issue 

related to participation in treatment programmes. Even if treatment for those ill with AIDS in 

the form of anti-retroviral medication (ARV’s) is available, people ‘choose’ not to take the 

treatment. He argues that they seem to ‘choose’ to die. 

 

In a documentary on the national South African television station (SABC, Special 
Assignment, In the Frontline, 2008) the camera crew accompanied a home-based care-
giver to the homestead of a women in her 30’s. She had been very ill with TB and had 
been diagnosed as HIV positive. Her husband had died a few years earlier. The camera 
switches to a discussion with a group of school youth (approximately 14-20 years old) 
including Nobuhle, the daughter of the women whose house had been visited. Nobuhle is 
in Grade 12 and has already had one child, whom her mother looks after while she is at 
school. The discussion is about HIV and safe sex and part of it is transcribed below with 
the following annotations: GM = Group Moderator; F = female group member; M = 
male group member. Nobuhle’s comments are indicated with her name. Text that has 
been left out is indicted with (…). 
 
GM: How many of you know people infected with HIV? 
Nobuhle: I think maybe six of my family members are infected, and others have died. 
F: I have two members of my family who have died of AIDS, my mother was one of 
them, my mother and my uncle died of AIDS. 
F: At home there are two family members who are infected, and they are still alive, they 
used treatment. 
… 
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GM: How does it change your behaviour? 
F: It helps us to make the right decisions and protect ourselves from unsafe sex. 
… 
F: …It seems like it doesn’t work because teenagers are still getting pregnant. And HIV 
and AIDS is still spreading. 
GM: How many of you have had children? Don’t be shy, just be free, we know that these 
things are …. 
F: I have two children, 5 and 2 years old, I got pregnant at 16 years old. 
… 
GM: Why are we still not using condoms, why are we still not doing safe sex? 
F: Most of [the] girls want to buy love, they buy love with their bodies…Once a guy says 
I don’t want a condom, then, me, I will do unsafe sex, because I’m scared he will leave 
me, so I just have to do what he says, because I love him. 
… 
GM: Do we use condoms now? 
All: no [laughter] 
All: sometimes, sometimes, yes. 
M: I don’t know how to use them. 
M: Sometimes our girlfriends say we are stupid if we use condoms. They don’t like 
condoms. 
M: How can we eat sweets inside paper? [laughter] 
Nobuhle: I don’t like to use condoms. What I can say is that we, one must have only one 
partner because as we even know there are problems about condoms. They say that we 
must not use condoms with that number3...so I don’t trust condoms. 

 

Figure 3. Lack of behaviour change 
 
 
The key question is what is going on here? Why do people not change their behaviour despite 

many interventions informing them of the nature of HIV and AIDS, the nature of risky sexual 

practices, and the best means to protect oneself? Why do people, who can see the presence of 

HIV amongst family members and friends, who know how it is transmitted, and who know 

that they can do something about it, continue to perform the behaviours that put themselves at 

risk? Why do they ‘choose’ to do very little, and most often nothing, about it? This is the 

problem that this thesis attempts to address.  

 

In this thesis I argue that the problem cannot be explained by the dominant behaviour change 

theories which underpin HIV and AIDS interventions. The assumptions inherent in these 

theories do not provide an adequate framework for understanding the problem of behaviour 

change. At the heart of the problem is the way in which these theories conceptualise the 

relationship between the individual and society. In this thesis I argue that cultural-historical 

                                                
3 This is a reference to a recent media report that a batch of free condoms distributed by the government did not 
undergo the necessary testing and therefore the condoms were faulty (The Mercury, August 24, 2007). 
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activity theory (CHAT) provides an alternative conceptualisation of the nature of behaviour 

and the relationship between the individual and society. The philosophical and 

methodological principles of CHAT (or activity theory) provide a means to engage critically, 

and practically, with the notion of ‘context’. Through focussing on HIV prevention dynamics, 

specifically the cultural-historical context of early sexual experience leading to intercourse, I 

demonstrate how using an activity theory approach to understand behaviour change in 

response to HIV and AIDS necessitates the production of context. This process theoretically 

situates the problem of a lack of behaviour change, rendering unchanged (and unsafe) sexual 

practices meaningful. 

 

 

5 Structure of the thesis 
 

In Chapter 2 I examine the assumptions about behaviour and behaviour change which 

underpin some of the most commonly used behaviour change theories and I question the 

adequacy of these theories to provide an appropriate framework for bringing about behaviour 

change. I raise particular concerns with their conceptualisation of the relationship between the 

individual and context. In Chapter 3 I argue that cultural-historical activity theory (CHAT) 

provides a significantly different way of examining and understanding the problem of 

behaviour change. It does this through its conceptualisation of the dialectical relationship 

between the individual and society, and through providing a way to study the individual-

social relationship. CHAT reframes the concept of context, highlights the social nature of 

action, and assumes that practical human activity plays a central role in understanding and 

explaining human behaviour.  

 

In the second half of the thesis I demonstrate how CHAT provides a way of understanding the 

‘behaviour’ of sexual activity in a context of HIV and AIDS. In Chapter 4 I problematise the 

notion of ‘activity theory’ and discuss the gaps in the articulation of a CHAT ‘methodology’. 

I discuss how activity theory goes beyond qualitative research to provide a significant 

contribution to the methodology of studying human behaviour through a focus on activity, a 

unique engagement with the notion of ‘context’, and an understanding of the dynamic nature 

of activity. Through a particular operationalisation of the notion of ‘context’, activity theory 

contrasts dramatically with the dominant behaviour change theories, and enables a different 

understanding of the problem of behaviour change in the context of HIV and AIDS. In this 
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chapter I illustrate the use of the conceptual framework of activity as an analytic tool to 

examine sexual activity, and a response to HIV and AIDS, in a study conducted in the Eastern 

Cape Province of South Africa.  

 

In Chapter 5 and 6 I demonstrate how applying the conceptual and analytic tools of CHAT in 

a research study enables the ‘contextualisation’ of behaviour illuminating the problem of 

behaviour change in the context of HIV and AIDS. Chapter 5 contains an historical 

contextualisation of the activity system of sexual activity. Chapter 6 contains a contemporary 

contextualisation of sexual activity. Throughout these two chapters I illustrate how focussing 

on the dynamic nature of the activity systems, in the form of contradictions, tensions, and 

change, is a further contextualisation of the phenomenon. 

 
In Chapter 7 I discuss this analysis in respect to the problem of behaviour change. In this 

chapter I outline how CHAT provides a significantly different way of understanding the 

problem from that contained in the dominant behaviour change theories used in the HIV and 

AIDS field. I conclude this chapter with a discussion of possibilities for intervention based on 

a CHAT approach.  
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Chapter 2  HIV and behaviour change theories 
 

 

1 Introduction 
 

The severity and enormity of the HIV problem in South Africa was outlined in the previous 

chapter. In the absence of an HIV vaccine, prevention efforts aim to change and reduce the 

behaviours which make individuals more vulnerable to becoming infected, or infecting 

others, with HIV (Bonell & Imrie, 2001; Parker, 2001; Richens, Imrie & Weiss, 2003). 

Particular behaviours such as unprotected sex and particular patterns of sexual contact have 

been identified as contributing to the high risk profile of youth. How one changes these 

‘risky’ behaviours to reduce the risk is a critical issue within HIV and AIDS research. 

Interventions which aim to address these behaviours draw on theories of behaviour change. 

Many HIV and AIDS interventions have not had a significant impact on the epidemic and this 

has generated a critique of the theories on which these interventions are based. In this chapter 

I present and critique the dominant theories of behaviour change which inform these current 

interventions.  

 

 

2 Behaviour change theories and HIV and AIDS  
 

Theories are seen as necessary and central to developing effective behavioural interventions 

(Campbell et al., 2001; UNAIDS, 1999). Within the field of behaviour change there are more 

than 30 theories and models4 (Michie, Johnston, Abraham, Lawton, Parker & Walker, 2005) 

which have been used across a variety of health behaviours, such as, smoking, cancer 

screening (Pasick & Burke, 2008), treatment adherence (Munro, Lewin, Swart & Volmink, 

2007); and, changing diet and increasing exercise (Nigg, Allegrante & Ory, 2002). To address 

changing behaviour in response to HIV and AIDS, most behavioural interventions have 

drawn on these theories and models of ‘behaviour change’ to meet the needs of HIV 

prevention (Bonell & Imrie, 2001; Eccles, Grimshaw, Walker, Johnston & Pitts, 2005; Michie 

& Abrahams, 2004; Nigg et al., 2002; Redding, Rossi, Rossi, Velicer & Prochaska, 2000). 

 

                                                
4 They are variously referred to as ‘theories’ and ‘models’. From here on I will use ‘theories’. 
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Behaviour change theories can broadly be divided into two categories: ‘individual-centred 

theories’ (UNAIDS, 1999) which have dominated the conceptualisation of HIV and AIDS 

prevention efforts and which have been roundly criticised, and more ‘context-centred’ 

theories. In this chapter I briefly present some of the dominant individual-centred theories, 

highlighting their central characteristics. I then present and elaborate the current critique of 

the assumptions in many of these theories. I then discuss, and critique, the shift in the HIV 

and AIDS field to context-focussed theories.  

 

2.1 Individual-centred theories 
 

Kalichman (1998) argues that the individual-centred theories draw on cognitive-attitudinal 

and affective-motivational constructs to understand how individuals change their behaviour. 

Nigg et al. (2002, p. 671) state that  

The emphasis of most of these theories is on understanding the cognitive psychology of the 
individual, either alone or within the context of the individual’s social environment, and 
from the point of view of several key constructs (i.e. motivation, intentions and behavior).  

 

Within these theories change is conceptualised as taking place on an individual level and 

therefore interventions focus on changing individual behaviour, primarily through providing 

information and changing cognitions. Information, education and communication (IEC) 

approaches focus on individual level goals of knowledge, attitude and behavioural changes 

(Holtgrave, 1997; Kalichman & Hospers, 1997). They provide information about HIV and 

safer sex practices, such as delaying debut sex and using condoms. To illustrate the 

assumptions inherent in these theories, I will discuss three of the most widely used theories, 

namely: the health belief model; the theory of reasoned action/the theory of planned 

behaviour; and social cognitive/social learning theories.  

 

2.1.1 Health belief model  

 

The health belief model (Becker, 1974; Coleman & Ford, 1996; Janz & Becker, 1984; 

Mattson, 1999; Rosenstock, 1990) was developed in the 1950’s and is one of the most widely 

used theories within the field of health behaviour research and intervention.  The basic 

premise of this model is that an individual takes preventative action if she or he perceives a 

personal threat, perceives this threat as severe, and assesses the benefits of acting against this 

threat. If these benefits outweigh the perceived costs and barriers to change, the individual 
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will act (Airhihenbuwa & Obregon, 2000; Dagmar, Haller, Sanci, Sawyer & Patton, 2008; 

Kalichman, 1998; UNAIDS, 1999). The concept of ‘self-efficacy’ (the amount of confidence 

an individual has in their ability to perform the behaviour) was a later addition to the theory 

(Dutta-Bergman, 2005; Rosenstock, Strecher & Becker, 1988; Strecher & Rosenstock, 1997).  

 

UNAIDS (1999, p. 6) comments that this theory argues that health behaviour is a function of 

the individual’s “socio-demographic characteristics, knowledge and attitudes”. Demographic 

and socio-psychological variables influence both the perceived susceptibility to, and 

seriousness of, the threat, and the benefits and perceived barriers to action (Munro et al., 

2007; Redding et al., 2000; World Health Organisation, 2003). The individual’s assessment of 

personal threat thus interacts with a number of factors. Drawing on Valdiserri (1989), Kelly, 

Parker and Lewis (2001), argue that the preventative action of condom use in sex will occur if 

the individual a) sees themselves as susceptible to HIV infection, b) perceives the 

consequences of infection as very severe, c) perceives protective action as very effective, d) 

receives a ‘cue’ to action, e) sees minimal costs or barriers to self-protection (such as 

embarrassment over condom purchases), and f) is enabled to protect themselves (for example, 

have the opportunity to get condoms). Health behaviour change is thus based on a rational 

appraisal of the balance between the barriers to, and benefits of, action (Blackwell, 1992). 

 

There have been recurrent criticisms of this model (Harrison, Mullin & Green, 1992) which 

will be discussed in detail below. However, despite these criticisms, use of the health belief 

model is still very prominent. 

 

2.1.2 Theory of reasoned action 

 

The theory of reasoned action (Ajzen, 1988; Ajzen & Fishbein, 1980; Fishbein, 1990; 

Fishbein & Ajzen, 1975; Terry, Gallois, & McCamish, 1993), was developed in the mid-

1960s, and later extended into the theory of planned behaviour (Ajzen, 2005). The main 

proponents of the theory have argued that behavioural intention results in action (Fishbein & 

Ajzen, 1975). Dutta-Bergman (2005, p. 104) summarises this: 

Behavioral intention is dependent on the individual’s attitude toward the specific behavior, 
and his or her perception of the evaluation of the behavior by important others. The attitude 
of the individual, in turn, results from his or her salient beliefs about the outcomes of the 
behavior. Similarly, the individual’s motivation to comply with salient others in his or her 
social network accompanied by the normative beliefs regarding the target behavior 
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ascribed to these salient others produce his or her subjective norms (Fishbein, 1990; 
Fishbein & Ajzen, 1975). 

 
A person’s intention to perform or not perform a behaviour is regarded as the most critical 

determinant, and the single best predictor, of health behaviour (Ajzen, 2005). Intention is seen 

as the “direct precursor to a given behaviour - a cognitive and emotional state that poises an 

individual as ‘ready for action’” (Dolcini, Canin, Gandelman & Skolnik, 2004, p. 408). The 

theory of reasoned action thus  

predicts individual behaviour by examining attitudes, beliefs, behavioural intentions, and 
the observed expressed acts. In this linear progression from attitude to action, a given 
behaviour will be determined by an individual’s intention. (Airhihenbuwa & Obregon, 
2000, p. 7) 

 

Kelly et al. (2001) argue that in the theory of reasoned action, behaviour change is assumed to 

be dependent on changing this cognitive structure in the individual. The intervention 

strategies that emanate from this model are predominantly individual knowledge and 

information focussed. They focus on the individual’s beliefs about and attitudes towards risk-

reduction, response to social norms (for example, the norms around using condoms), and 

intentions to change risky behaviours (UNAIDS, 1999). Increasing the ‘intention’ to engage 

in protective health behaviour, such as using a condom, is seen as an important step in the 

behaviour change process (Dolcini et al., 2004).  

 

2.1.3 Social learning theories 

 

Within social learning theories, latterly referred to as social cognitive theories (Bandura, 

1977, 1986, 2004), individual behaviour is seen to result from the continuous and dynamic 

interaction between individual cognition, behaviour, and environmental influences 

(Airhihenbuwa & Obregon, 2000; Kalichman, 1998; Redding et al., 2000). For example, 

Bandura (1994, p. 30) posits a causal model in which “(1) personal determinants in the form 

of cognitive, affective and biological factors, (2) behaviour, and (3) environmental influences, 

all operate as interacting determinants of each other”.  

 

A central component of this theory is that the individual’s regulation of behaviour is based on: 

beliefs about expected outcomes, the skills to act differently, and a belief that one is able to 

perform the behaviour – the notion of self-efficacy (Bandura, 1989). For example, adopting 

condom use requires the belief that using condoms will prevent HIV infection, and the belief 

that one could insist on condom use with one’s partner. Doubting that you can protect 
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yourself from HIV infection, that is, having low self-efficacy, might result in high risk 

behaviour (Valdiserri, 1989). Behaviours are therefore enacted if people perceive that they 

have control over the outcome, if there are few external barriers, and when individuals have 

confidence in their ability to execute the behaviour (Armitage & Conner, 2001).  

 

Bandura (2004) argues that in addition to knowledge of health risks and benefits, beliefs 

regarding personal efficacy are essential in influencing change. Improving individual self-

efficacy by providing people with skills to engage in particular behaviours is thus seen to be 

central to maintaining behaviour change (Valdiserri, 1989). UNAIDS (1999, p. 7) argues that 

programmes built on these theories “integrate information and attitudinal change to enhance 

motivation and reinforcement of risk reduction skills and self-efficacy”. In practice this means 

focussing on communication between partners about sex and condom use, the individual’s 

beliefs about condom use, and environmental barriers to reducing risk (UNAIDS, 1999). 

 

Kelly et al. (2001) argue that an HIV-prevention campaign designed in terms of this model 

would consist of four major components. The first would be informational so as to increase 

awareness and knowledge of risks associated with specific risk-producing activities. The 

second component would be concerned with the development of the social and self-regulative 

skills to allow effective action. The third component would target the provision and 

enhancement of skills and self-efficacy. The final component would target creating social 

supports and reinforcements for behaviour changes (Bandura, 1989; Bandura, 1994; 

Kalichman, 1998).  

 

 

2.2 Impact of interventions using these theories 
 

The UNAIDS (1999, p. 8) review argues that these individual-level psychosocial theories 

have been useful in identifying “individual behaviours associated with higher rates of HIV 

transmission”. The elements of these individual-level approaches to behavioural change 

programmes which have had success include increasing the individual’s skills in effective 

communication about sex and effective condom use. They have also addressed people’s 

perceptions of risk by personalising the risks related to sexual activity. They have also 

addressed ‘social norms’ by ensuring that perception of risk avoidance is an accepted social 

norm, and providing reinforcement and support to sustain risk reduction (UNAIDS, 1999).  
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The dominant intervention related to these approaches is to increase knowledge and 

awareness and twenty years after the epidemic knowledge levels about HIV and AIDS have 

changed. In Shisana et al’s. (2005) survey amongst South Africa respondents between 15 and 

49 years of age, 71.2% of females and 84.6 % of all males knew that HIV transmission could 

be prevented through the use of a condom. However, in Parker et al’s. (2007) study of youth 

aged 20-30 years of age, 94.3% of male respondents, and 93.3% of female respondents knew 

that HIV transmission could be prevented through using a condom. However, despite many 

years of intervention based on these individual-centred theories, there has been little 

significant change in individual-level behaviour which leads to the transmission of HIV 

(Airhihenbuwa & Obregon, 2000; Kelly et al., 2001; UNAIDS, 1999). In South Africa, 

despite extensive HIV and AIDS prevention programmes, the expected corresponding 

changes in behaviour have not taken place (Attawell, 1998; Campbell, 2003; Campbell & 

Williams, 1998; Parker, Oyosi, Kelly & Fox, 2002; Richter, 1996; Varga, 1999; Whiteside, 

2008). The infection patterns have remained the same, and the prevalence has increased 

steadily over the years (see Figure 4 and Table 3 below). It is currently at 11.7% of the South 

African population (UNAIDS, 2008). In Parker’s words “the epidemic continues to expand in 

large part independent of all of the efforts thus far to control it” (2001, p. 173).   

 
 

 
Figure 4. HIV prevalence in South Africa over time (Parker, Colvin & Birdsall, 2006, p. 8) 
 

 
 

 2002 2005 
15-24 years  of age 9.3% 10.3% 
15-49 years of age 15.6% 16.2% 

 
 
Table 3. HIV prevalence: Household survey data in 2002 and 2005 (Shisana et al., 2005) 
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This data illustrates that there is a ‘gap’ between the individual’s knowledge about HIV and 

changes in behaviour. If behaviour change was dependent primarily on the individual 

knowing about the risk of HIV and knowing how to act in response to this, then this 

prevalence rates should not be what they are. Many researchers in the HIV and AIDS field 

have thus argued that changes in knowledge do not necessarily lead to changes in behaviour 

(Aggleton & Homans, 1988; Attawell 1998; Caldwell, 1999; Campbell, 2003; Höjer, 1999; 

Preston-Whyte, 1999; Stephenson, Imrie & Sutton, 2000; UNAIDS, 1999). This raises 

questions about the theories of behaviour and the assumptions on which these theories are 

based.  

 

There are also significant differences in the prevalence of the disease across different 

contexts, and across gender. Table 4 illustrates data on HIV incidence from the latest 

behavioural surveillance survey (Shisana et al., 2005). HIV incidence for women in the 15–24 

year age group was five times that of males in the same age group (6.1% compared to 0.8%). 

HIV incidence in females aged 15–49 years was more than two and a half times the incidence 

found in males (6.3% compared to 2.4%).  

 
 

 Overall Females Males 
15-24 years 3.3% 6.1% 0.8% 
15-49 years  4.4% 6.3% 2.4% 

 
 
Table 4. HIV incidence in 2005 (Shisana et al., 2005) 
 

 

Parker (2001, p. 173) comments that the HIV and AIDS epidemic “continues to take its 

greatest toll in the so-called developing world and among the most impoverished and 

marginalized sectors of all societies”. The higher prevalence of HIV in resource-poor contexts 

and socio-economically depressed such as Africa, Asia, the Caribbean and Latin America 

(Airhihenbuwa & Obregon, 2000; UNAIDS, 1999) as illustrated in the map on p. 1 in the 

introductory chapter, would suggest that there are contextual dynamics which influence either 

individual behaviour or vulnerability to infection. The individual-centred theories, which 

focus on universal cognitive and behavioural processes, do not seem to account for these 

dynamics.  
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3 A critique of behaviour change theories 
 

The adequacy of the most widely applied behaviour change theories in providing an 

appropriate framework for bringing about behaviour change has been widely criticised in the 

HIV and AIDS literature. In 1999 Rachel King summarized the theories and related HIV and 

AIDS interventions in a significant review for the UNAIDS (UNAIDS, 1999). In this review 

she began to articulate some of the assumptions inherent in these theories. Many of these 

issues were then highlighted by other authors (see Airhihenbuwa, 1995; Airhihenbuwa, 

Makinwa, Frith & Obregon, 1999; Airhihenbuwa & Obregon, 2000; Bajos, 1997; Dutta-

Bergman, 2005; Freimuth, 1992; Kelly et al., 2001; Leclerc-Madlala, 2002; Melkote, 

Muppidi, & Goswami, 2000; Parker, 1995; Pasick & Burke, 2008; Piotrow, Kincaid, Rimon 

& Rinehart, 1997; Rhodes, 1995; UNAIDS/Penn State, 1999). In this literature the theories 

have been referred to as unsatisfactory and superficial (Kelly et al., 2001); as individualistic 

(Airhihenbuwa & Obregon, 2000; Bajos, Ducot, Spencer, Spira & ACSF Group, 1997). They 

have been criticised for prioritising cognitive processes in decision-making (Airhihenbuwa et 

al., 1999); for their rationalist assumptions (Colpin, 2006); and, for their assumptions about 

intentionality and individual agency (Kelly et al., 2001). However, many of these 

commentaries stop short of a comprehensive critique of the assumptions about cognition and 

behaviour, although their points are implicitly based on this. Kelly et al. (2001) provide the 

most significant philosophically-based argument about the assumptions inherent in these 

theories. 

 

The core critique is that these models focus on individual psychological cognitive processes, 

making assumptions about the nature of individual behaviour and the possibility of individual 

agency. In this section I review the key points in the critique of these widely applied 

theoretical approaches in terms of their inherent conceptualisation of behaviour. In response 

to this critique, there has been a shift in theorising behaviour change in the field of HIV and 

AIDS to an incorporation of ‘context’ into an understanding of individual behaviour. I also 

review and critique this shift. 

 

It is important to highlight that this thesis has not used or ‘tested’ any of these theories. The 

theories, and the related critique, are outlined here to illustrate the way in which the problem 

of behaviour change in relation to HIV and AIDS has been conceptualised. I then use the 

critique of these theories as a point of departure for the argument in the thesis. 
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For the individual-centred theories, the critique has been directed at two key issues: the 

assumption that human behaviour is rational and driven by cognitive processes, that is, 

actions originate in the realm of cognitive processes; and, the assumption that decision-

making, and thus behaviour, is primarily an individual level process.  

 

 

3.1 Cognitivist/rationalist focus 
 

Munro et al. (2007) argue that these theories all fit into a ‘cognitivist’ perspective. This is 

evident in the premise that “behavioural changes occur by altering … risk perceptions, 

attitudes, self efficacy beliefs, intentions and outcome expectations” (Kalichman & Hospers, 

1997, cited in UNAIDS, 1999, p. 6). These behaviour change theories draw on rational 

theories of mind (Colpin, 2006). Humans are assumed to be “usually quite rational and (to) 

make systematic use of the information available to them” (UNAIDS, 1999, p. 7). Freimuth 

(1992, p. 101) argues that the health belief model “assumes a ‘rational’ decision-maker”.  

Rationally acting individuals are assumed to engage in a “cost-benefit analysis to determine 

the severity, susceptibility, barriers, and benefits related to a health behavior before adopting 

the behaviour” (Dutta-Bergman, 2005, p. 111). The individual is assumed to perceive a risk, 

assess and value this information by weighing up the costs and benefits of risk-related action, 

and act differently in relation to an interpretation of that information (Rhodes, 1995; 

UNAIDS, 1999; Valdiserri, 1989).  Kalichman (1998) argues that the perception of a personal 

threat creates the psychological ‘readiness’ for particular action. 

 

Chan and Reidpath (2003, p. 43) argue that in these individual-centred theories, “individuals 

are cast as the rational self-governors of risk”. This risk is constructed as knowable, calculable 

and thus preventable (Rhodes & Cusick, 2002). The assumption is thus that an informed 

individual will make rational choices which will protect themselves and others against this 

risk. The assumption within this theory is that the perception of risk (a cognitive process) is 

sufficient to cause a change in behaviour (Bajos, 1997). Chan and Reidpath (2003) argue that 

the AIDS Risk Reduction Model (ARRM) (Catania, Kegeles & Coates, 1990) is typical of 

this approach. This model “focuses on the importance of individual cognitive processes 

around knowledge, knowledge acquisition and the mental algebra involved in risk-reward 

calculations” (Chan & Reidpath, 2003, p. 43). Those who knowingly act riskily are judged as 

irrational in their decision-making (Rhodes & Cusick, 2002). 
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One of the responses to this emphasis on rationality is to argue that health behaviour is not 

necessarily rational (Freimuth, 1992; Munro et al., 2007). In a critique of the theory of 

reasoned action, Airhihenbuwa and Obregon (2000) argue that decisions in sexual activity are 

influenced by emotions, impulse and physiological needs, rather than ‘rationality’. Dolcini et 

al. (2004, p. 409) argue that arousal and the desire for sexual pleasure in the sexual act may 

diminish the individual’s “capacity to evaluate a potentially risky situation and enact a new 

behaviour”. A complex and rational cognitive assessment is unlikely to be primary in the 

sexual act (Kelly et al., 2001). Auerbach, Wypijewska and Brodie (1994, p. 87) argue that 

a well-formulated plan of action that is the product of a careful weighing of potential 
harms and benefits can be dismissed in the context of a passionate sexual encounter when 
competing proximal goals (i.e. sexual gratification) off set well-informed intentions (i.e. to 
use a condom). 

 

However, this response still assumes that decision-making resides somewhere in cognitive 

processes. 

 

Another assumption within the health belief model is that protective health behaviour is the 

primary driver of individual behaviour; that it is the “motivation structuring one’s behaviour” 

(Bajos, 1997, p. 228, cited in Kelly et al., 2001, p. 265). For example, in the protection-

motivation theory (Floyd, Prentice-Dunn & Rogers, 2000; Rogers, 1975) behaviour change 

may be achieved by appealing to an individual's fears, such as their beliefs about the 

magnitude of harm, the probability of the event’s occurrence and the efficacy of protective 

response. These beliefs, and the desire to protect oneself from danger, result in activity (for 

example, the use of condom). Protection is assumed to be the individual’s primary concern 

and the “the motivation to protect oneself from danger is a positive linear function of beliefs” 

(Munro et al., 2007, p. 109). This highlights another aspect of the cognitivist assumptions in 

the individual-centred behaviour change theories: the assumption of a direct and causal link 

between beliefs and behaviour.  

 

Kelly et al. (2001) argue that a fundamental assumption in the health belief model is that 

beliefs about potential risk and outcome expectancies will ‘cause’ behaviour. Modification of 

these beliefs systems are assumed to lead to behaviour change.  Dutta-Bergman (2005) 

highlights the emphasis on beliefs in the formation of attitudes and subjective norms within 

the theory of reasoned action. She argues that the theory suggests that individuals 

“systematically identify and weigh outcomes to form attitudes” (ibid, p. 111). Individual 
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actions are thus seen to be determined by beliefs and health beliefs in particular. Dutta-

Bergman argues that  

Behavioral change is induced by adding a new belief, increasing or decreasing the 
favourability or unfavorability of an existing belief, and increasing or decreasing the belief 
strength, depending on the nature of the behavior (Fishbein, 1990). (2005, p. 111) 

 

A consequence of linking behaviour to individual cognition (thoughts, attitudes or beliefs), is 

that behavioural interventions target these ‘cognitions’ in order to ‘change behaviour’ (Bonell 

& Imrie, 2001). The primary behaviour change strategy thus becomes providing information 

about health risks, and sexually transmitted infection (STI) management in order to change 

risky sexual practices (Craddock, 2000; Leclerc-Madlala, 2002). The dominant behaviour 

change theories assume that if people are “provided with information, the right information, 

(and) sufficient information”, they will adopt the recommended behaviour (Melkote et al., 

2000, p. 17). The significant point here is that the provision of information is assumed to be 

sufficient to induce behaviour change (Campbell, 1997; Kelly et al., 2001). However, as was 

argued above, there is a weak link between changes in knowledge and changes in behaviour. 

Varga (1999) argues that many studies illustrate adequate knowledge and continual high-risk 

behaviour, which is possibly what has driven the HIV epidemic in South Africa. In a review 

of interventions in the last two decades Parker (2001) argues that the limitations of 

information-based behaviour interventions informed by reasoned persuasion as a stimulus for 

risk reduction have become evident:  

In study after study, the finding that information in and of itself is insufficient to produce 
risk-reducing behavioural change was repeated, and the relative limitations of individual 
psychology as the basis for intervention and prevention programs became apparent. (p. 
165) 

 

The gap between knowledge and behaviour, sometimes referred to as the knowledge-gap 

hypothesis (Viswanath & Finnegan, 1995), has become a central concern with the field of 

behaviour change. Why is the provision of information insufficient for behaviour change?  

Kelly et al. (2001) argue that there are fundamental problems with the assumption that 

individual reasoning is the impetus for human action, and thus that the individual’s cognitive 

process of perceiving and assessing the risk provide the impetus for preventive behaviour 

(Rhodes, 1995, Nzioka, 1996, and Valdiserri, 1989, cited in Kelly et al., 2001). The question 

of whether reason is the ‘driver’ of behaviour will be discussed in relation to the concepts of 

choice, intention and agency. 
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3.1.1 Choice and the rational intentionality of agency 

 

Hollway and Jefferson (2005) argue that a conceptualisation of the individual as a rational 

agent emerged in response to the behaviourist conception of a passive subject. This led, in 

turn, to the primacy of the conception of a cognitivist-rationalist ‘self’ able to ‘choose’ to act 

in the way that they do. This is a voluntaristic account of individual action which assumes that 

we can control and will our behaviour (Hollway & Jefferson, 2005). This conceptualisation is 

evident in the assumption in many of the behaviour change theories that actions are under 

‘volitional control’.  For example, a key assumption in the theory of reasoned action is that we 

can ‘choose’ to act in whatever way we want to. In relation to sexual activity and HIV, it is 

assumed that given the appropriate information, or having the appropriate level of awareness 

of risks, the individual can, and will, adopt a number of strategies to diminish the risk of HIV 

infection. The assumption is that the individual will choose to engage in risk reduction 

behaviours such as abstaining from sex; choosing to have non-penetrative sex; choosing to be 

faithful; choosing to reduce the number of their sexual partners; and, choosing to use a barrier 

method such as a male or female condom (Parker, 2005). A consequence of this assumption is 

that individuals are assumed to be able to manage their activity and therefore respond to risk, 

and change their behaviour (Kelly et al., 2001). However, individuals might not be able to 

‘choose’ their behaviour. Assuming the individual can ‘choose’ implies a rational, decision-

making, asocial subject who is individually agentive (Hollway & Jefferson, 2005).  

 

Bruner (1990, p. 9) argues that the term agency “implies the conduct of action under the sway 

of intentional states”. These appeals to intentionality, Kelly et al. (2001) argue, form the basis 

of most health behaviour change models. However, the assumption that action happens as a 

result of conscious, rational choice; the assumption of the rational intentionality of agency; 

the assumption of voluntarism, that we are able to initiate behaviour and influence events in a 

“properly originary way”, is highly questionable (Kelly et al., 2001, p. 255). There are firstly, 

limits on intentionality and secondly, action is contingent in nature.  

 

Kelly et al. (2001) argue that there are many forms of behaviour which are not necessarily 

intentional, that is, they are not necessarily or specifically performed as an intentional action. 

Action is not necessarily resolvable by conscious intention or will (Hollway & Jefferson, 

2005). An example is that of falling asleep, which is “a by-product of a context, and cannot be 

directly achieved as an act in itself” (Kelly et al., 2001, p. 257). Sexual passion is another 
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example. Although we might try to deliberately create the preconditions for passion, it cannot 

be directly willed, but ‘happens’ to us. It is thus not performed as an intentional action. This 

means that our intentions to, for example perform a risk reduction strategy such as using a 

condom, do not necessarily have an initiatory function. This has implications for managing 

health behaviour, and risk reduction.  

 

Kelly et al. (2001) also argue that activity is contingent on concurrent and preceding events. 

The origin of, and motivation for, what we do, derives not from our minds as actors, but from 

a multiply-determined context. The notion of contingent activity, and the constraints on 

individual agency, are premised on the social nature of action which will be discussed in more 

detail below. 

 

3.2 Individualist assumptions 
 

A second major critique of the dominant behaviour change theories is that they are focussed 

on ‘individual’ decision-making (Airhihenbuwa & Obregon, 2000; Dutta-Bergman, 2005). 

The assumption is that risk is predominantly related to individual behaviour and that 

individual agency is divorced from context (Colpin, 2006). For example, the focus on beliefs 

and assessment of risks in the health belief model, and the theory of reasoned action, imply 

that the ‘locus of choice’ is the individual (Dutta-Bergman, 2005). Some of these theories 

seem to incorporate factors beyond the individual into their framework. For example, the 

theory of planned behaviour (Ajzen, 1988; 2005) contains the concept of ‘perceived 

behavioural control’. An individual’s perception of the ease or difficulty of performing a 

particular behaviour is assumed to be determined by his or her beliefs about the factors which 

may facilitate or impede performance of the behaviour (ibid). However, even when external 

factors are taken into account, the onus is on the individual to mentally calculate the value of 

performing a particular behaviour. This thus remains an individualist and mentalist 

conception of behaviour.  

 

If behaviour is assumed to be driven by the individual, behaviour change is conceptualised as 

taking place on an individual level. This is evident in the way in which interventions based on 

these theories target an aspect of the individual’s attitude, belief, and/or, cognition 

(Airhihenbuwa, 1995). For example, in a the billboard communication campaign run by a 



 23

South African organisation called loveLife to address the attitude of youth to HIV, residents 

of a small rural town are encouraged (rather obscurely) to ‘face’ HIV (see Figure 5).  

 

 
 

Figure 5. HIV: Face it loveLife billboard, Eastern Cape Province (August, 2007) 
 
 
The message above a graphic of a naked body is that ‘HIV loves skin on skin’ (see Figure 6), 

presumably targeting the individual’s knowledge about HIV transmission through sexual 

activity. 

 

 
 

Figure 6. HIV loves skin on skin loveLife billboard, Eastern Cape Province (August, 2007) 
 

Although some of the behaviour change theories have attempted to incorporate factors beyond 

the individual, they are still individual-centred. The theory of reasoned action/theory of 

planned behaviour expands on the conceptualisation of ‘behaviour’ inherent in the health 

belief model by recognising the influence of subjective norms (Kelly et al., 2001). For 

example, a young man is predicted to engage in safe sex if he perceives safe sex as enjoyable, 

values the approval of peers, and believes that they endorse safe sex (Valdiserri, 1989). 
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However, despite the expanded conceptualisation of ‘behaviour’ in this theory, these norms 

are relevant only insofar as they influence the ‘individual’ beliefs that predict intention 

(Pasick & Burke, 2008). The primary focus is thus still on individual cognitive processes.  

 

3.2.1 The role of context 

 

The key critique of the individualist assumptions of the behaviour change theories is that they 

do not sufficiently account for the role of ‘context’ in behaviour (Parker, 1995). A range of 

authors in the HIV and AIDS field have argued that there are circumstances beyond the 

individual that affect health and health decision making. ‘Choice’ and agency in the 

‘volitional control’ of behaviour are seen to be affected by ‘contextual’ or ‘social’ factors 

(Auerbach et al., 1994; Caraël, Buvé, & Awusabbo-Asare, 1997; Dolcini et al., 2004; Melkote 

et al., 2000; Stroebe, 2000; Sutton, 1997; Sweat & Denison, 1995; Tawil, Verster & O’Reilly, 

1995; UNAIDS, 1999).  

 

A review of the language used in the behaviour change literature illustrates the emphasis on 

‘other’ factors which influence individual behaviour. Chan and Reidpath (2003) comment that 

although HIV transmission takes place on an ‘individual’ person-to-person level, social forces 

‘heavily pattern’ this transmission. Melkote et al. (2000) argue that behaviour is embedded in 

context; that context is a mediating factor shaping individuals’ behaviours and attitudes 

related to HIV and AIDS. Chan and Reidpath (2003, p. 40) argue that individuals are usually 

seen “as if they are independent of the socio-economic contexts in which they live and 

regarded as rational actors in the transmission cycle of the disease” despite the fact that many 

high-risk behaviours have socio-structural roots. Pasick and Burke (2008, p. 354) critique the 

acontextual nature of the health behaviour model arguing that it “places narrowly defined 

determinants of behaviour in a specific relationship to one another, entirely isolated from 

social context”. They argue that a focus on individual perceptions of self-efficacy neglects the 

larger range of networks and influences that inform and affect health decision-making. Yoder 

(1997) argues that decision-making and the resultant action is mediated by context: 

“individuals evaluate information that may result in action within external constraints, which 

are mediated also by power relations in a society” (cited in Airhihenbuwa & Obregon, 2000, 

p. 7). Parker argues that a complex set of social, structural, and cultural factors “mediate the 

structure of risk in every population group”, and the individual-centred theories therefore 

cannot “fully explain, let alone produce, changes in sexual conduct without taking these 
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broader issues into account” (2001, p. 165, emphasis added). Behaviour is thus seen to be 

‘related’ or ‘linked’, in various ways, to context.  It is also seen as ‘affected by’, ‘informed 

by’, ‘shaped by’, ‘mediated by’, ‘embedded in’, and ‘rooted in’ context.  

 

A significant shift in approaches to HIV and AIDS interventions has been the use of a 

different set of theories which consider ‘context’. I will discuss and critique how this has been 

conceptualised within the HIV and AIDS literature. 

 

3.2.2 Theorising behaviour change in HIV and AIDS: the shift to ‘context’ 

 

The dominant theories in this shift within the HIV and AIDS field are drawn from social, 

economic, anthropological and political models (Sweat & Denison, 1995) and include social 

network theory; the social influence model; the diffusion of innovation model; the 

empowerment model; the theory of gender and power; and the theory for individual and social 

change. Bonell and Imrie (2001) argue that these theories offer considerable potential for 

guiding the design of behavioural interventions because they ‘relate’ the actions of individuals 

to the societies in which they live. It is argued that they can ‘explain’ how socio-economic 

and cultural factors contribute to a population’s vulnerability to infection (Parker, Easton, & 

Klein, 2000; Ramos, Shain & Johnson, 1995). 

 

UNAIDS (1999) suggests that there are two ways in which HIV and AIDS theories and 

interventions have begun to move beyond a focus on the individual. One is through 

acknowledging that individual behaviour is affected by ‘social’ factors. The other is through 

acknowledging the impact of ‘structural’ factors on individual behaviour.  

 

3.2.2.1 Social factors 
 

The theories which focus on this ‘social level’ (UNAIDS, 1999) argue that social processes, 

factors and norms influence individual behaviour. For example, the key factors emphasized in 

social network theory are the role of social support and networks in determining, supporting, 

or discouraging particular behaviours (Heaney & Israel, 1997; Morris, 1997). Interventions 

based on social network theory focus on the nature of the partnership in a sexual relationship, 

and the broader social network because they are seen to sanction behaviour and set social 

norms (Auerbach et al., 1994). These group norms are assumed to influence standards for 
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personal behaviour (Dolcini et al., 2004), encouraging and discouraging risk related 

behaviours. Understanding individual risk behaviour thus involves examining  

the composition of important social networks in a community; the attitudes of the social 
networks towards safer sex; whether the social network provides the necessary support to 
change behaviour; and whether particular people within the social network are at 
particularly high risk and may put many others at risk. (UNAIDS, 1999, p. 9)  

 

The relational nature of behaviour is also acknowledged within the social network theory. The 

nature of the interpersonal relationship is assumed to influence risk behaviours and the ability 

to enact health protective behaviours (Dolcini et al., 2004). 

 

The social influence model (Howard & McCabe, 1990) focuses on societal influences such as 

those of peers, which are assumed to affect, for example, the individual’s engagement in early 

sexual activity. Peer group norms and group membership are seen to be strongly associated 

with sexual behaviour and risk taking (Dolcini et al., 2004; Varga, 1999). In interventions, 

role models are used to build the capacity of young people to examine and deal with these 

social pressures. The influence of significant others on individual behaviour, such as parents 

communicating to their children about HIV and AIDS, has also been emphasised (Dolcini et 

al., 2004). 

 

Another theory used in social level interventions, the diffusion of innovation theory (Rogers, 

1983) focuses on how ideas are “disseminated throughout a community” (UNAIDS, 1999, p. 

9). It assumes individuals will change risk behaviour to be consistent with what is normative 

(Kelly, 1985). Interventions thus try to get peer networks and opinion leaders to endorse 

beneficial prevention, establishing them as ‘normative’ in the individual’s immediate social 

network.  

 

These theoretical approaches on the ‘social’ level thus lead to a focus on social norms and 

social relationships. Many of these interventions have a particular focus on the partners in 

sexual activity, and peers in the context of the activity. A variety of intervention strategies are 

aimed at changing group norms and developing negotiation skills within the relationship 

(DiClemente & Wingood, 1995). The two central assumptions are firstly, that if the norms are 

modified in groups which have the most influence on the individual’s behaviour, for example 

the peer group, individual behaviour change will take place; and secondly, that if individuals 

within the relationship are personally empowered to negotiate safer sexual practices, 

behaviour change would be more likely. 
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3.2.2.2 Structural factors 
 

Parker (2001, p. 173) argues that by the end of the 1990s, cultural, political, economic and 

structural approaches “increasingly merged in offering an important counterpoint to the more 

biomedical and behavioral perspectives that continue to dominate the field and to receive the 

lion’s share of funding and prestige”. This was driven partly by the fact that HIV incidence 

and prevalence is highest in countries with the lowest standards of living and high levels of 

poverty (Sweat & Denison, 1995; Tawil et al., 1995). This suggests that there are a range of 

inter-connected social and economic factors outside individual control which influence 

individual sexual behaviour and vulnerability to HIV infection.  

 

A dominant response within the structural approaches to incorporating ‘context’ into 

understanding behaviour is to identify the contextual factors which influence behaviour 

(Campbell, 1997; Leclerc-Madlala, 2002). UNAIDS (1999, p. 8) has referred to these as the 

social, cultural and economic “determinants of behaviour”, or ‘variables’. In essence, they 

could be divided into structural factors (social, economic and political), and macro-level 

ideological frameworks (gender, cultural and race).  

 

3.2.2.2.1 Social, economic and political factors 
 

Some of the structural socio-economic and political factors which are argued to affect 

behaviour are poverty, unemployment, poor education, limited access to health and social 

services, labour migration, urbanisation, and civil conflict (Amuyunzu-Nyamongo, Tendo-

Wambua, Babishangire, Nyagero, Yitbarek, Matasha & Omurwa, 1999; Melkote et al., 2000; 

Meursing & Sibindi, 1995; Moore & Rosenthal, 1992). These factors include civil and 

organizational elements as well as policy and economic issues (Beeker, Guenther-Grey & Raj, 

1998; Caraël et al., 1997; Parker, 1996; Sweat & Denison, 1995; Tawil et al., 1995).  

  

These variables have been argued by Parker (2001, p. 168) to determine the “social 

vulnerability of both groups and individuals”. He links this vulnerability to diverse political 

and economic processes and policies of economic development, housing, labour, migration, 

immigration, health, education, and welfare. The assumption is that dire economic situations 

establish the conditions for vulnerability to infection and “create the dynamic of the 

epidemic” (ibid, p. 169). This is because economic imperatives lead to urban migration, 
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seasonal work and sex work. These conditions disrupt social systems by breaking up and 

displacing families and fragmenting communities. In a similar way, civil disturbances and war 

disrupt the social fabric of communities and are factors which have a strong correlation with 

high HIV incidence (Parker, 2004). 

 

A significant interpretation of this context-behaviour relationship is that context limits the 

agency of the individual to engage in risk prevention behaviours. Chan and Reidpath (2003, p. 

42) argue that agency is constrained by context because it is limited by relative power:  

Agency however, is not equally distributed amongst the population, whereby every 
individual can freely choose and act. The broader social, political and economic milieu in 
which people seek to act, and the factors such as education, wealth and tradeable skills – 
all interact and influence the extent of the agency available to the individual, and their 
choices and actions.  

 

They draw on the argument by Sen (1999) that agency is constrained by the available social, 

political and economic opportunities. The assumption is that individuals are not necessarily in 

control of these broader factors, but these factors ‘determine’ their health, and therefore their 

health behaviours. Dutta-Bergman (2005) argues that individual agency in resource-deprived 

contexts is limited by these ‘structural’ constraints. Agency is affected because in resource 

constrained contexts, there is a ‘prioritisation of risks’:  

health decisions might be located in the capability of community members to gain access 
to some of the primary resources of life, such as food, clothing, and shelter. In the face of 
the absence of these basic resources, engaging in higher order health behaviors such as 
getting mammograms, not smoking cigarettes, or having safe sex might seem irrelevant. 
(Dutta-Bergman, 2005, p. 109) 

 

UNAIDS (1999, p. 11) also argues that in conditions of intense social and economic strain, 

HIV concerns “take a very low priority in a risk hierarchy”.  

 

A number of researchers have also argued that resource-poor contexts create disabling 

conditions, undermining and limiting the individual’s ability to make safer sexual choices. 

Socio-economic factors are seen to ‘interact’ with individual variables of self-efficacy and 

power in sexual interactions (Campbell, 1999; Campbell & Williams, 1998; Hobfoll, 1998; 

Kelly & Parker, 2000; Lindegger & Wood, 1995; MacPhail, 1998; Melkote et al., 2000; 

Preston-Whyte, 1999; Standing, 1992). These conditions ‘frame’ the choices the individual 

makes about sexual risk (Kelly et al., 2001). Economic necessity might lead an individual to 

exchange sex for economic or other benefits as a matter of survival and this may cultivate 

risky sexual practices (Kelly & Parker, 2000).  Kelly et al. (2001, p. 252) argue that just as it 
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cannot be assumed “that we choose to be sexually active in the ways that we are sexually 

active”, the individual’s ‘choice’ to engage in risk reductive behaviour also cannot be 

assumed. Agency is thus linked to the access of the individual to social, economic and 

political resources.  

 

For some authors, mediating this limit to agency requires altering the structural conditions 

that may impede or facilitate the adoption of safer sex (Parker et al., 2000; Preston-Whyte, 

1999). A structural intervention might involve the provision of basic resources to address 

poverty (Dutta-Bergman, 2005), or improving the logistics of condom availability and 

distribution. Chan and Reidpath (2003, p. 47) argue that addressing the basic structural, 

political and economic factors that “drive, control and pattern” the action of high-risk 

individuals will “increase the agency of the individuals”. Inherent in this statement is the 

assumption that once context in the form of a structural condition such as poverty is 

addressed, the rational subject can then act. The assumption is that behind ‘context’ is a 

universal, rational individual, able to make the necessary decisions about protective health 

behaviour. In this framework, context is thus a phenomenon to be overcome. 

 

3.2.2.2.2 Macro-level ideological factors (gender, culture and race) 
 

The ideological frameworks which are argued to affect individual behaviour include cultural 

and gender beliefs, and racial ideologies. These terms are often conflated and cross-reference 

each other. For example, ‘cultural factors’ might be seen to include the inferior social position 

of women (gender dynamics) and violence and coercion within sexual activity (Varga, 1999). 

Many of these factors are also seen to have a synergistic effect (Parker, 2001), partly because 

gender and racial (and even cultural) positions in society are related to power. 

 

Parker (2001) argues that gender inequalities in society are linked to social and cultural ‘rules 

and regulations’. These rules and regulations “condition the possibilities for the occurrence of 

sexual violence, for patterns of contraceptive use, for sexual negotiation, (and) for HIV/AIDS 

risk reduction strategies” (Parker, 2001, pp. 169-170). Gender power relations are often 

weighted towards male decision-making over sex. Parker (2004, p. 2) refers to a continuum of 

consent in sexual activity “that extends from willed or conscious engagement in sexual 

activity through to unwilled non-consensual sex, that includes the use of coercion and 

possibly physical violence”. In the case of consensual sex, risk reduction involves a range of 
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conscious strategies, but even such strategies are not always readily negotiable, and 

differentials of power may extend beyond mutually consensual sex. This makes women, and 

especially poor women, vulnerable to HIV infection. There are also power differentials in the 

interaction related to the relative age of the participants. A young person may be coerced or 

persuaded to engage in sexual activity by an older person who has authority.  

 
Specific theories address these gender dynamics. For example, the socio-structural theory of 

gender and power focuses on how structurally determined gender dynamics such as the 

distribution of power and authority, and gender-specific norms and roles in relationships 

(Connell, 1987), might affect sexual relationships and influence the risk reductive practices of 

women (DiClemente & Wingood, 1995).  

 

The impact of race and racism has also been linked to issues of both poverty and gender, 

creating a synergistic effect (Parker, 2001). In South Africa, although HIV is present among 

all race groups, the prevalence amongst Africans is 13.3% compared to less than 2% in other 

racial group (see Figure 7 below). Parker et al. (2006, p. 20) argue that even in the post-

apartheid period “racially-based disadvantage continues to occur in relation to exposure to 

poverty, place of residence, education, job opportunities, skills and training and access to 

services”. In contexts with poverty, and constrained opportunities and resources, risky 

behaviours which heighten the risk of HIV transmission, are more likely (Parker et al., 2006).  

 

 
 
 
Figure 7. HIV prevalence by race among respondents aged 2 years and older in 2005 (Shisana 
et al., 2005, p. 36) 
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Women are particularly disempowered and disadvantaged, making them disproportionably 

vulnerable and at risk for HIV infection. Shisana et al. (2005) found that females are more 

likely to be living with HIV, and this proportion has increased over time. In their study, 24% 

of women aged 20-24, and 33% of women aged 25-29 were HIV-positive, compared to 6% 

and 12% among men in the same age groups. As mentioned in the introduction, women’s 

vulnerability is partly linked to physiological factors such as a larger receptive area of the 

vagina, greater likelihood of undetected sexually transmitted infections, and a greater 

concentration of HIV in semen (Parker et al., 2006). It is also linked to gender roles, including 

social, cultural and economic factors. Melkote et al. (2000, p. 21) argue that race and gender 

“configure material realities that determine the manner in which AIDS impacts societies”. 

Although Shisana et al. (2005) only present data on the prevalence of HIV amongst African 

women in the 15-49 year old age group (24.4%), and do not compare this any other racial 

group, the intersection of gender and race suggests that they might be the most vulnerable 

group in South African society.  

 

Research has also highlighted an association between ‘cultural’ factors (social influences and 

conventions) and the ability to change risky sexual behaviour (Amuyunzu-Nyamongo et al., 

1999; MacPhail & Campbell, 1999). Cultural factors, such as the high value placed on 

fertility, and male patriarchy, act as barriers to sexual behaviour change because they hinder 

the use of safer sexual practices as a means to prevent HIV infection (Meursing, 1999). 

‘Culture’ is sometimes seen to influence behaviour in that individuals have to act within the 

framework of norms and conditions set up within particular contexts. Cultural norms might 

“mediate individual decisions in ways that individuals may not always realize” 

(Airhihenbuwa & Obregon, 2000, p. 12). For example, there might be cultural norms about 

men initiating a sexual interaction. ‘Culture’ might thus affect the individual’s ability to make 

‘individual’ decisions, and to change their ‘individual’ behaviour. Airhihenbuwa and Obregon 

(2000) argue that contexts which have more of a ‘collectivist’ culture set up different 

processes for decision-making, and do not prioritise the ‘self’. The individual-centred theories 

are thus argued to be limited in their applicability because the locus of control for health 

decisions rests “somewhere outside the self” (Airhihenbuwa & Obregon, 2000, p. 9). In such 

contexts ‘individual’ decision-making originates in group norms and processes, and cultural 

mores and rituals, and the locus of the decision is in the collective (Airhihenbuwa & Obregon, 

2000; Dutta-Bergman, 2005). In these more collectivist contexts, individualistic messages of 

behaviour change will fail because they are counter-posed to the values of the collective 
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(Dutta-Bergman, 2005). She argues that in Cambodia “buying sex is integral to almost all 

forms of evening entertainment for men, (and) women are expected to contribute to the 

family’s income at a very early age, leading to a sense of family obligation that drives women 

to enter the sex industry in the face of poverty” (ibid., p. 107). However, this critique of the 

individual-centred theories still allows for ‘individual’ decision-making, but only in particular 

contexts (for example, more Western, urbanised settings). In this critique, culture, society and 

context are pathologised as phenomena which obstruct pure universal individual reason. 

 

Parker (2001) argues that gender, race and culture intersect with the social and structural 

factors of poverty and economic exploitation in a form of ‘structural violence’. They find 

expression in racism, social exclusion, gender power and sexual oppression, which in turn 

shape sexual experience and vulnerability to HIV infection. Intervention research has 

increasingly drawn on theories of ‘social transformation’ and ‘empowerment’ in order to 

address power and oppression (Parker, 2001). The theory for individual and social change and 

the empowerment model take a critical perspective on these economic, political and social 

forces (of, for example, gender oppression and economic exploitation) in which the individual 

exists. These macro-level ideological factors are seen to limit agency. The assumption here is 

that HIV and AIDS prevention research must be understood  

as part of a broader process of social transformation aimed not merely at the reduction of 
risk but at the redress of the social and economic inequality and injustice that has almost 
universally been found linked to increased vulnerability in the face of HIV and AIDS. 
(Parker, 2001, p. 172) 

 

Interventions thus focus on the empowerment of individuals, organisations and communities 

to change structural and environmental factors by increasing problem solving capacity and 

enabling them to take action to improve these conditions (Israel, Checkoway, Schulz & 

Zimmerman, 1994; Parker, 1996). The focus of these intervention strategies is to develop 

individual agency, in a similar way to that described above. However, interventions have also 

been targeted at the broader level of community intervention rather than changing individual 

knowledge, attitudes and beliefs (Bonell & Imrie, 2001). Community mobilisation involving 

the “creation of citizen action through the recruitment of community groups to implement a 

plan of action” (Dolcini et al., 2004, p. 411) is used to address some of these social and 

structural factors which impact on individual behaviour. This involves developing advocacy 

skills in order to enable community members to mobilise resources to effect a shift in public 

opinion or policy (Dolcini et al., 2004). In South Africa advocacy has been extensively used 

to change the conditions relating to the governments’ provision of anti-retroviral (ARV) 
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medication for those who are HIV positive, and medication to prevent the transmission of the 

HI virus from pregnant mothers to their children (Nattrass, 2007). The assumption underlying 

the community mobilisation approach is that change on an individual level is effected, and 

sustained, by making changes at broader levels of community and society.  

 

The HIV and AIDS field is characterised by a huge diversity of interventions, employing 

methods that focus variously on the community and societal levels (for example, changes in 

policy and legislation). The distinct shift evident in these theories and interventions is that of a 

focus on the ‘social’ determinants of individual behaviour, or the context ‘surrounding the 

individual’. The interaction of these factors in different types of settings, how they 

considerably influence risk of HIV infection, and the way they influence the capacity for 

individual change, has become the focus of prevention designs. It is beyond the scope of this 

thesis to extensively review the evaluations of interventions based on these theories, however 

a few brief points will be made. 

 
 
3.2.3 Interventions: effect and constraints 

 

Dolcini et al. (2004) argue that there is evidence that some of these approaches have 

mobilised and empowered communities, and resulted in broad-scale changes which have 

improved health conditions. They provide examples of the effectiveness of community 

mobilisation and advocacy approaches in needle-exchange and condom distribution 

programmes. There is also evidence that interventions using ecological models have 

facilitated empowerment and community cohesion (McLeroy, Bibeau, Steckler, & Glanz, 

1988). The National Institutes of Health (1997) argues that evidence suggests legislative and 

regulatory changes have had powerful effects on HIV risk behaviour. For example, the 

insistence on condom use amongst sex workers in brothels in Thailand has lead to a decrease 

in the incidence of HIV infection amongst sex workers. A successful example of changing 

structural barriers to HIV and AIDS care is the work of the Treatment Action Campaign and 

Medicines Sans Frontiers in influencing policy decisions about the provision of ARV’s in 

South Africa (Nattrass, 2007). However, there are significant barriers to working towards 

structural changes, and thus immense constraints on these kinds of interventions. This is 

partly because barriers influencing quality of life and health conditions are usually complex 

and operate at a macro-level (Dolcini et al., 2004). In addition to this change, especially large-

scale change, comes about through processes that often take many years to be realised 
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(UNAIDS, 1999). Donors and funding agencies are also less likely to support interventions 

focussing on the environmental and structural level because they are complex, long term and 

the effects are not easily measured (Dolcini et al., 2004). Developing broad-based and 

sustainable interventions are also difficult (UNAIDS, 1999). Political action (e.g., advocacy, 

lobbying, enacting legislation) might be required to bring about meaningful change, but it 

might also not be possible.  

 

Significantly, these more socially-oriented theories have not been critiqued to the same degree 

as the individually-centred theories. However, there are several problems with the way in 

which the current theories use the term ‘context’ and what this implies about the relationship 

between the individual and social levels of analysis.  

 

3.2.4 The problem of ‘context’  

 

The need, reflected in HIV and AIDS research, to ‘account for context’ mirrors the 

paradigmatic shifts in the social sciences about the relationship between ‘mind’ (or cognitive 

processes) and ‘context’. In this section I draw on learning theory and theories of the nature of 

‘mind’ to understand the relationship between the individual and society.  

 

The mainstream theoretical position on the notion of ‘mind’ has its origins in Plato’s 

theorizing and proposes stable universal processes of mind that are ahistorical (Cole, 1996). 

The assumption in this position is that, methodologically, these can be studied through the 

rational procedures of the natural sciences which are universally applicable methods and 

which focus on the analysis of repeated phenomena. This quantification of the measurable 

properties of matter, through experimentation and deduction, generates natural laws, which 

makes an understanding of the world possible. The human body and psychological processes 

such as cognition are assumed to fall under the ambit of natural science and thus these natural 

science principles can be adopted by psychology to understand behaviour. Of relevance for 

the HIV and AIDS field is that these more conventional theories of knowledge and mind are 

the basis for rationalist, individualist, empiricist conceptions of learning which tend to treat 

knowledge and processes of learning as decontextualised (Lave, 1996). Lave (1996, p. 7) 

argues that learning is seen to be “contained in the mind of the learner” and the “lived world” 

is ignored. 
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The paradigmatic shift in the social sciences away from this conceptualisation of ‘mind’ 

assumes that human mind, cognition (and thus behaviour) are historically and locally 

contingent. In what Cole (1996) refers to as the current zeitgeist, history, culture and language 

are assumed to play significant roles in constituting human thought and action. Persons acting 

and the social world of activity are seen as inseparable (Engeström, 1987; Lave, 1996). All 

human behaviour must therefore be understood “relationally, in relation to ‘its context’” 

(Cole, 1996, p. 131) and this creates a significant theoretical and methodological challenge. 

Lave (1996) asks: how exactly does one conceptualise the relationship between ‘persons 

acting’ and the ‘social world’? Cole (1996) questions how we can understand how the ‘social’ 

enters into psychological processes. Much rests on the way in which one understands the 

word context. 

 

Cole (1996) comments on the variety of words used to refer to the factors which are extra to, 

but which somehow impact on the individual, for example, background, circumstance, 

environment, situation, and, of course, context. As illustrated above, these are very similar to 

what is found in the HIV and AIDS literature. However, although the term ‘context’ may 

have become one of the most prevalent terms used to “index the circumstances of behaviour” 

(Cole, 1996, p. 132), use of the term does not necessarily provide an appropriate account of 

the relationship between the individual and context, or between ‘behaviour’ and context. In 

order to understand the limitations of these conceptions of context, Cole (1996) uses different 

metaphors as heuristic devices which enable an ‘image’ of the relationship between context 

and the individual, for example, the notion of context as a ‘container’. Following Cole (1996), 

inherent in the behaviour change theories is firstly a focus on the context ‘surrounding’ the 

individual, and secondly context is conceptualised as a determinant of behaviour in the sense 

of being a ‘variable’. 

 

3.2.4.1 Context as container 
 

One of the most common conceptualisations is that of context as a static but encompassing 

‘container’ for social interaction (Lave, 1996). McDermott (1996, p. 282) has a useful way of 

presenting the consequence of this kind of conceptualisation: 

In all commonsense uses of the term, context refers to an empty slot, a container into 
which other things are placed. It is the ‘con’ that contains the ‘text’, the bowl that contains 
the soup. As such, it shapes the contours of its contents; it has its effects only at the borders 
of the phenomenon under analysis…The soup does not shape the bowl, and the bowl most 
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certainly does not alter the substance of the soup. Text and context, soup and bowl…can be 
analytically separated and studied on their own without doing violence to the complexity 
of the situation. A static sense of context delivers a stable world. 

 

Context used in this way is sometimes depicted as set of concentric circles representing 

different ‘levels of context’, with the biological person in the middle (Cole, 1996; Tolman, 

1999). A classic example of this in psychology is Bronfenbrenner’s (1979) model of ‘The 

ecology of human development’, which articulates the individual surrounded by micro-, 

meso-, exo-, macro-, and chrono-systemic layers. Geertz (1973) refers to this approach as a 

stratigraphic conception of humans in which the individual psychological essence is covered 

by layers of other situational or contextual variables, such as social and cultural factors.  

This conception is evident in much of the HIV and AIDS literature when context is referred to 

as something “surrounding individual behaviour” (UNAIDS, 1999, p. 9, emphasis added). 

 

There are several problems with this approach. In this conceptualisation individual and social 

factors can be distinctly identified and are separate. Geertz (1973) argues that the 

compartmentalising of components on the ‘social’ level is a mechanism of reduction, 

inappropriately simplifying the nature of reality. Context, and ‘reality’, cannot be ‘layered’ 

like this. Language is a useful example. A word has meaning in the context of the utterance, 

which has meaning in a relationship to a large unit of discourse (Bateson, 1972, cited in Cole, 

1996), but there is no simple temporal ordering. As Cole (1996) argues, that which 

‘surrounds’ occurs before, after and simultaneously with the ‘act/event’. This stratigraphic 

conception of the relationship between the individual and context is also argued by Geertz 

(1973) to generate data which may reflect momentary states or ‘snapshots’ of life, but it does 

not enable an understanding of the processes which lie behind psychological life. The 

container notion of context also does not account for the process of history, and for social 

dynamics such as power relations between people at different levels of context. In sexual 

activity, certain factors will indeed limit agency, or as Parker notes “disable volitional control 

over sexual activity and contribute to overall vulnerability to HIV infection” (2004, p. 2), but 

in this conceptualisation, the mechanism behind these limitations is not self-evident.  

 

The conceptualisation of context, as that which ‘surrounds’, contains an additional 

assumption. Using the terms ‘contextual’ factors or ‘cultural factors’ in relation to the 

individual distinguishes two levels of analysis: the individual and the social. An attempt is 
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then made to explain the relationship between them by identifying what aspects of the ‘social’ 

affect the individual. These factors are then treated as variables. 

 

3.2.4.2 The ‘variabilisation’ of context 
 

In the ‘variabilisation’ of context, the contextual or cultural factors are ‘unpacked’ into 

antecedent variables so that their relationship to individual behaviour can be studied, and 

“firmer causal conclusions can be reached” (Cole, 1996, p. 3). An example of how these 

factors are variabilised within the HIV and AIDS literature is the position of Melkote et al. 

(2000). They argue that once the appropriate behavioural and societal variables which 

“impinge on preventative health behaviour” (ibid, p. 19) have been identified, one must 

integrate them into the framework for understanding behaviour and behaviour change. In 

other words ‘context’ or society is delineated as a set of independent or mediating variables 

and their impact on the dependent variable of psychological factors is then assessed (Berry, 

Poortinga, Segall, & Dasen, 1992; Lonner & Adamopoulos, 1997). In this reductive 

conceptualisation contextual factors, or events (independent variables), are thus seen to 

‘cause’ individual behaviours (dependent variables). Context and ‘mind’ are ordered 

temporally - context as stimulus, and mind as response (Cole, 1996). This methodological 

approach does not really understand or explore context, but instead it “creates reactions” 

(Edgerton 1974, cited in Cole, 1996, p. 329).  

 

Treating context or ‘culture’ as a variable has been criticised for the methodological and 

conceptual problems it creates. Choosing which variable is the independent variable of focus 

involves a process of selection. A singular object or event is taken as the subject matter of 

analysis, even if it does not exist as a single object or event, or set of objects or events 

(Dewey, 1938, cited in Cole, 1996). Dewey argues that “in actual experience there is never 

any such isolated singular object or event; an object or event is always a special part, phase, 

or aspect, or an environing experienced world – a situation” (ibid, p. 67, cited in Cole, 1996, 

p. 132). Tolman (1999, p. 82) argues that for the individual 

the ‘historical-sociocultural milieu’ or ‘society’ is not a set of variables that can be 
subtracted from the focus of concern by being held constant. The individual is society 
manifested in a single organism. And its nature is not that of variables but of process! 

 

Another problem with this conceptualisation is that although a relationship between 

individual and social ‘levels’ is acknowledged, the interaction is unidirectional. Hollway and 
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Jefferson (2005) argue that the voluntaristic account of individual action has to some degree 

been ‘replaced’ by a deterministic account of individual action which retains the essential 

dualism between individual mind and society/context. Context is seen as primary and it 

‘causes’ behaviour. Bourdieu (1977, cited in Cole, 1996, p. 139) argues that context is not 

cause, and one cannot “treat practice as a mechanical reaction, directly determined by the 

antecedent conditions”. Levels of context in the concentric circles metaphor cannot ‘cause’ 

other levels of context. Cole (1996) also argues that although the metaphor of context as 

concentric circles is useful in the sense that it highlights that phenomena are constituted by 

something ‘other’, either ‘above’ or ‘below’, it is limited because it assumes the 

circumstances of action to be immutable and static. It does not account for the dynamic and 

dialectical interaction between the individual and context.  

 

Within the HIV and AIDS literature there is some recognition of issues beyond a 

variabilisation understanding of context. Kippax (2003, p. 21) critiques the reductionism and 

decontextualisation inherent in health behaviour theories which “assume a rational unitary 

human subject separating the intra-psychic from the interpersonal and social”. She argues that 

sexual activity cannot be reduced to relationships between variables and the experimental 

manipulation of variables in these approaches fails to give an adequate account of sexual 

behaviour change. Further evidence of an understanding of context beyond variables is in the 

number of authors highlighting the ‘complexity’ of sexual behaviour (see for example, 

MacPhail & Campbell, 1999; Parker, 2001; Pasick & Burke, 2008; Piotrow et al., 1997; 

UNAIDS, 1999). For example, UNAIDS (1999, p. 5) argues that sex is a diverse and complex 

health behaviour “deeply embedded in individual desires, social and cultural relationships, 

and environmental economic processes” infused with norms, regulations and conventions 

about appropriate behaviour. Aggleton (1996) argues that motivations for sex are often 

complicated and societal norms, religious criteria, and gender power relations infuse meaning 

into sexual behaviour (cited in UNAIDS, 1999). Spronk (2005) highlights the many reasons 

why people might engage in sex, for example, sex might be motivated by the pursuit of 

pleasure, a desire for intimacy, an expression of love, a definition of self, procreation, 

domination, or a need for money. UNAIDS (1999) and Craddock (2000) argue that 

acknowledging the complexity of sexual behaviour and risk; the complexity of HIV 

transmission and control; and the complex social contexts of HIV and AIDS, leads to the 

development of more appropriate and effective prevention policies and interventions. The 

acknowledgement of the complexity of sexual behaviour has lead to more multidimensional, 


