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A
Men, gender and sexual and reproductive health

As HIV/AIDS continues to be a serious challenge in South Africa, it is now 
well documented that the sexual and reproductive health and well-being 
of not only women, but also of men are highly compromised.  Whilst more 
coordinated strategies to improve women’s health have been developed in 
South Africa, comprehensive national guidelines and policies to improve the 
health, and especially the sexual and reproductive health, of men and boys 
are still sorely lacking. 

Gender norms and inequalities play a crucial role in fuelling the HIV/AIDS 
epidemic, by condoning men’s violence against women, granting men the 
power to initiate and dictate the terms of sex, and making it extremely 
diffi cult for women to protect themselves from either HIV or violence or to 
access critical health and education services.  By equating masculinity with 
sexual conquest, gender roles also contribute to what research suggests is 
the most signifi cant factor driving the spread of HIV across sub-Saharan 
Africa – multiple concurrent sexual partnerships.1

Studies also show that men with more traditional attitudes toward 
gender roles and relations are also more likely to have more negative 
attitudes toward condoms and to use condoms less consistently.2 Men are 
also far more likely to drink more heavily than women and more likely to be 
habitual heavy drinkers according to the 2002 World Health Report.3 Alcohol 
consumption is a risk factor for gender based violence and for the sexual 
disinhibition that contributes to the spread of HIV/AIDS.4  Further research 
reveals that men are signifi cantly less likely than women to utilise voluntary 
counselling and testing (VCT) services.  A recent national study of VCT 
services found that men accounted for only 21 per cent of all clients receiving 
VCT.5  Research on the uptake of antiretroviral therapy (ART) in Khayelitsha 
reveals that 70 per cent of those accessing treatment were women.6  In 
Johannesburg General Hospital, one study found that women accessing ARVs 
“outnumbered men by a ratio of 2 to 1.”7 

Men are also likely to access antiretroviral therapy (ART) later in the 
disease progression than women, and consequently access care with more 
compromised immune systems.8  In part these fi ndings reveal the effects 
of male socialisation, in which health seeking behaviours can be taken 
to be a sign of weakness.  However they also refl ect the fact that many 
reproductive health services do not address men’s HIV, STI and other sexual 
and reproductive health needs.  Most VCT services, for instance, are offered 
in ante-natal clinics which often are not welcoming or equipped to deal 
with men.9 Similarly, many ante-natal clinics do not attempt to reach male 
partners with VCT services.  

Background
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Men, gender and other health issues
There is a growing recognition that gender norms, and the violence 

that is used to maintain gender inequalities, harms more than men’s 
sexual and reproductive health.  In 2003, the National Injury Mortality 
Surveillance System found that roughly seven times as many South 
African men as women died as a result of homicide.  The South African 
Health Review reports that in the year 2000, homicide/violence was the 
second most common cause of premature mortality for men (and the 
seventh for women).  As has been noted, “this, too, constitutes a form of 
gender-based violence; much of the violence carried out by men against 
other men serves as a way to assert male dominance.” 

Such assertions of male dominance are evident in the sexual violence 
that men do to other men and boys.  A lack of research makes it hard to 
ascertain an accurate picture of boys’ experience of child sexual abuse 
in this country, yet a review of studies from 20 countries, including ten 
national representative surveys, has shown rates of childhood sexual 
abuse of 3–29 per cent for boys (compared to 7–36 per cent for girls).10   
There is a growing recognition of the epidemic of male-on-male rape in 
prisons in South Africa; the 2001 Jali Commission of Inquiry into prison 
conditions found evidence that such rape was rampant.  

The association between notions of masculinity and men’s risk-taking 
behaviour has been noted with respect to sexual risk-taking.  But such 
an association also has other implications for men’s health; road traffi c 
accidents are listed as the fourth most common cause of premature 
mortality for men (compared to eighth for women).  Men’s vulnerability 
to chronic disease is signifi cantly worsened by their level of alcohol and 
tobacco consumption.  In most societies, both smoking and drinking are 
heavily gendered behaviours, as is evident from the messages about 
and images of masculinity that are used to market alcohol and tobacco.  
More than 25 per cent of all South African men currently smoke. 
Smoking alone may account for more than 30 per cent of deaths as a 
result of coronary heart disease.

It is also important to recognize the relationship between gender 
norms and occupational health.  Worldwide, men are over-represented 
in nearly all forms of injury.  This is related to both to their gender 
and their class position, given the relationship between the gendered 
division of labour and occupational risk of injury, as in; men and road 
traffi c accidents (truck drivers, taxi drivers), men and falls (construction 
industry), and men and other accidents at work (the more serious 
injuries happen in more industrial settings).  It is also about the 
gendering of occupations, such that masculinity becomes equated with 
a willingness to do the dangerous jobs that ‘lesser’ men would be afraid 
of doing.
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Gender norms of masculinity are also implicated in men’s reluctance to 
seek medical care.   Men’s low use of HIV services in South Africa has already 
been noted and is a serious cause for concern.  Cross-cultural evidence 
suggests that, in many societies, masculinity is associated with a sense of 
invulnerability, and with men being socialized to be self-reliant, not to show 
their emotions, and not to seek assistance in times of need.  This reluctance 
to seek health advice and health care has been noted in the accounts of men 
with prostate cancer11 and severe chest pain.12 It has been suggested that 
delays in seeking and using health care may be related to men’s beliefs about 
masculinity. 13, 14   A UK study of men with testicular cancer found that men 
regarded help-seeking as not masculine and defi ned the “male” approach 
as being independent and being able to deal with problems on one’s own.15 
The impact of gender norms on men’s health-seeking behaviour must be an 
important focus of policy on men, health and gender equality. 

Men, gender equality and health policy
Gender inequalities that privilege men damage women’s health, at the same 
time as the norms associated with masculinity harm men’s health as well.  
The challenge for health policy, then, that is directed at men is to address 
both gender inequalities and gender norms.  The evidence presented above 
suggests that developing such policy in South Africa is an urgent priority.  

Since 1994 a number of important policies and legislative frameworks 
have been put into effect to promote gender equality in South Africa.  The 
National Policy Framework for Women’s Empowerment and Gender Equality 
was approved by Cabinet in 2002 and defi nes roles and responsibilities 
related to gender for government representatives at all levels of government 
at the national, provincial and local level.  In addition to constitutional 
commitments and legal rights, a number of important mechanisms have 
been put in place to facilitate civil society participation and government 
accountability. The Municipal Structures Act of 1998 mandates municipalities 
to establish ward committees, so that people can participate fully in local 
government issues and have input in affairs that affect them.16 AIDS councils 
have similarly been established in most municipalities across the country 
to encourage citizen participation.  The National Crime Prevention Strategy 
emphasised the development of Community Policing such that by 2003 
nearly every police station in the country had a Community Policing Forum or 
CPF.17

Refl ecting this, many government departments have made efforts to 
engage men in efforts to achieve gender equality.  The Department of 
Health launched the Men in Partnership Against AIDS initiative in 2002.  The 
Commission on Gender Equality together with the South African Council 
of Churches and the South African Men’s Forum conducted a series of 
Men’s Dialogues in each province.  The Department of Social Development 
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in partnership with the National Network on Violence Against Women 
launched the the Men in Action Campaign, and the Human Sciences 
Research Council has established the Fatherhood Project.  

Over the past few years, civil society and government in South Africa have 
acknowledged and supported interventions that address gender inequalities 
and work towards scaling up and improving a change in gender roles.  Indeed, 
there have been a number of programmes which seek to engage men and 
bring about signifi cant changes in their attitudes and practices towards sex, 
women and their own reproductive health.  Within civil society in particular, 
interventions such as Stepping Stones are widely described in international 
public health literature as best practices. As new programmes have been 
implemented, a body of effective evidence-based programming has emerged 
and confi rmed that men and boys are willing to change their attitudes and 
practices in relation to their own behaviour that affects both their own 
sexual and reproductive health and that of their partners.

The international community has made a number of commitments in 
recent years that are directed toward engaging men in efforts to change 
both gender inequalities and gender norms, in part to improve the health 
of both women and men.  The 1994 International Conference on Population 
and Development (ICPD) in Cairo and the 1995 Fourth World Conference 
on Women in Beijing provided a foundation for including men in efforts 
to improve the status of women, including their sexual and reproductive 
health.  UNAIDS focused its 2000–01 World AIDS Campaign on men and 
boys, recognizing that their behavior puts themselves and their partners 
at risk of HIV infection.  The Cairo Programme of Action (1994) and its 1999 
review highlighted the need to encourage men to take responsibility with 
respect to child-rearing and housework, family life as well as parenthood and 
sexual and reproductive behaviour.18  In 2003, the Commission on the Status 
of Women organized an Experts Committee on Engaging Boys and Men in 
Gender Equality in preparation for the 2004 UN Commission on the Status of 
Women which focused on men’s roles in achieving gender equality. 

South Africa has been among the leaders worldwide in these efforts 
to engage men in work on gender and health.  But whilst a number of 
interventions working with men continue to be implemented, research in 
South Africa shows that there is a critical need for greater clarity of purpose 
about the goals of work with men, improved guidance, as well as better 
coordination and planning.19  

National guidelines on men, health and gender equality would not only 
provide an opportunity to build the capacity of programmers and policy 
makers, but would also facilitate better cohesion and collaboration across 
government and civil society in their work with men.  Crucially, these 
guidelines would go far towards outlining strategies to increase men’s 
utilisation of sexual and reproductive services – especially STI treatment, 
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HIV testing, ARV uptake and circumcision.  In the knowledge that male 
circumcision reduces the risk of heterosexually acquired HIV infection in 
men by between 51-60 per cent,20 guidelines which focus on this particular 
prevention strategy will be extremely valuable.

An important component of these guidelines would be to ensure that 
the sexual and reproductive health of more marginalised groups of men 
gain greater attention: migrant workers, men who have sex with men, 
male sex workers, refugees and prisoners, for example.  Providing strategies 
which incorporate the needs of these vulnerable groups would facilitate 
the development of better designed programmes, particularly those which 
address issues such as high turnover of sexual partners, high risk of sexually 
transmitted infections, non-use/inconsistent/incorrect condom use, lack of 
knowledge of HIV status and substance abuse.  After these guidelines have 
been successfully developed, they will become a vital resource for training 
government and civil society on the different approaches outlined.  As a 
result, more comprehensive and cohesive programmes will be rolled out 
which address the health needs and rights of different groups of men in 
South Africa.
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A
At the beginning of the meeting, participants were presented with the 
objectives of this National Men’s Imbizo.  These objectives of the meeting 
were described to the participants as being to: 
 •  Develop an understanding of men’s sexual and reproductive health 

experiences, needs and recommendations for policy and training, 
especially but not exclusively related to maternal and child health and 
HIV/AIDS; 

 •  Identify ways in which men can support their partner’s participation in 
maternal and child health and  sexual and reproductive health services, 
especially HIV/AIDS; and 

 •  Increase men’s skills, knowledge and motivation related to their and 
their partners’ utilisation of sexual and reproductive health services.

While the framework of ideas and assumptions that underpinned the 
objectives and agenda for the meeting were not presented explicitly, they 
could be summarized as follows: 
 •  The importance of thinking about policy and associated guidelines in 

terms of improving men’s health and working toward greater gender 
equality; 

 •   The importance of distinguishing between the impact of gender 
inequalities on health, and what this implies in terms of work with men, 
and the impact of gender identities on health, and what this implies in 
terms of work with men;

 •  The need to recognize the tension between appealing to men to use the 
gender power and privilege they have more responsibly, for the sake of 
their own and women’s health, and challenging the gender power and 
privilege that men have in order to promote greater gender equality and 
better health outcomes, for both women and men; and

 •  The need to recognize that many men do not feel powerful in their 
lives, not only because they take for granted the gender privilege that 
they have but also because they are disempowered by larger social and 
economic forces - thus health policy on men and gender equality must 
also be developed within a broader commitment to social justice. 

The meeting was opened by Dr. SA Amos who was followed by the 
moderator, Ms Esther Maluleke, both from the National Department of 
Health. Both noted that work on sexual and reproductive health in South 
Africa has almost exclusively focused on women and children, to the neglect 
of men’s own health and a clearer understanding of the work needed with 
men to challenge the gender inequalities that harm women’s health.  The 
message was clear; it is time to start seeing men as equal partners in the 
solution, and not simply the problem.  Both speakers also urged that we 
look beyond the “zero sum” game in which the empowerment of women is 
equated with the disempowerment of men, and recognize that men have a 

Objectives, Framework 
and Opening
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lot to gain from greater gender equality, not least in terms of improvements 
in their own health, reductions in violence and closer relationships with their 
wives and children. 

However, the beginning of the meeting also revealed the continuing 
tensions at the heart of this work with men on health and gender equality.  
Several participants questioned Ms. Maluleke’s role as Moderator of the 
fi rst day’s deliberations, appearing to believe that a men’s imbizo should 
only be led by a man.  This served as a reminder of the importance of 
framing discussions of men, health and gender equality as not simply 
being about men by and for themselves, for this would be to continue the 
gender separation that maintains gender inequalities.  Instead, the process 
of developing policy in this area must be about looking at gender relations 
between women and men, and what these relations mean in terms of work 
with men on health.  The meeting also opened with a song, but the choice 
of Umshini Wami was also revealing of the tension between fi nding ways 
to engage with men, by using a liberation song that celebrates strength 
and power in the face of apartheid oppression, at the same time as not 
reaffi rming gender inequality, by using a song that has since come to be 
associated with discrediting survivors of men’s sexual violence. 
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M
Men and Women: Partners in Health
Women and men must work together to promote the better health of all.  In 
his presentation on “Men as Partners in Reproductive Health”, Dr. Hyera of 
the United Nations Population Fund made clear that a proper understanding 
of reproductive health implies involvement of both men and women as 
partners in reproduction and sexuality because:
 •  Men’s reproductive health and behaviour impacts women’s reproductive 

health and behaviour; and
 •  Men’s reproductive health and behaviour impacts that of their children 

and society at large.

This interdependence suggests that efforts to engage men as partners in 
efforts to secure reproductive health must both encourage men to become 
more involved and supportive of women’s needs, choices and rights in sexual 
and reproductive health and address men’s own sexual and reproductive 
health needs and behaviours.  The international community has backed this 
twin-track approach to engaging men as partners in securing reproductive 
health.  The International Conference on Population and Development 
in 1994 called for men’s support in the struggle for gender equality and 
encouraged their involvement and shared responsibility in all areas of 
family life and reproductive health.  While not explicitly stated, the need 
for male involvement in reproductive health is apparent in the Millennium 
Development Goals.

The recognition of the need to engage men more actively in work on 
sexual and reproductive health within a gender equality framework has 
arisen in response to analyses of the shortcomings of reproductive health 
and family planning services, which include the:
 •  Uncritical acceptance of reproduction as women’s responsibility - 

programmes on  reproductive health have focused on women, creating 
an impression that it was solely a woman’s responsibility;

 •  Lack of a clear focus on gender equality and of an understanding of 
the structural determinants of gender equality, and thus confusing 
the question of what it means to work with men on their individual 
experiences of power and privilege with the question of what it means 
to work with men on challenging structures of male power;

 •  Framing of men as simply the problem not as a potential partner in 
working for better sexual and reproductive health as well as greater 
gender equality;

 •  Lack of attention to men as sexual beings, with their own sexual and 
reproductive needs and interests;

 •  Lack of specially trained counselors to address male reproductive health 
issues; and

 •  Limited options for male contraceptive methods.

Presentations
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Not only is this work with men needed; the evidence is there that it is 
feasible:
 •  Research shows that men want to be more involved in sexual and 

reproductive health activities.
 •  Where men have been more involved with their partners in using health 

services, there have been positive health outcomes e.g. in terms of ante-
natal care.

 •  Men have also been valuable advocates for change with regards to some 
issues such as genital mutilation.

At the same time as recognizing the feasibility of engaging men more 
actively in work on sexual and reproductive health within a gender equality 
framework, Dr. Hyera emphasized the need to be clear about the challenges, 
including: 
 •  Men’s low levels of knowledge about sexual and reproductive health;
 •  Poor partner communication e.g. STI notifi cation
 •  Men’s current lack of involvement in ante-natal and post-natal care;
 •  Men’s marginalization by reproductive health services; 
 •  Lack of information in mainstream media on reproductive health for 

men;
 •  Lack of training programmes addressing reproductive health and male 

responsibility; and
 •  Cultural taboos in talking more openly about sex and sexuality.

Overcoming these challenges means recognizing that sexual and 
reproductive health matters are entwined with gender norms and 
inequalities, general levels of education as well as issues of economic 
deprivation.  We all have a responsibility to ensure that these issues are 
addressed.  The way forward must be to:
 •  Use a multi pronged approach;
 •  Consult widely with stake-holders in developing appropriate policies on 

men’s engagement in sexual and reproductive health within a gender 
equality framework; 

 •  Address cultural barriers and educate men and boys in sexual and 
reproductive health, in terms of both rights and responsibilities;

 •  Target infl uential opinion leaders, especially the ‘guardians’ of tradition, 
including traditional leaders, religious leaders and faith based 
organizations;

 •  Work through the media to promote men’s demand for engagement in 
sexual and reproductive health within a gender equality framework; 

 •  Train health care workers to facilitate such engagement; and
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Sexual and reproductive health and men
Dr. Mhlanga, of the Nelson R Mandela School of Medicine, University 

of KwaZulu-Natal, looked more closely at men and reproductive health, 
noting both men’s infl uence over women’s health and their own needs 
and concerns.  Over 1500 women die every year from pregnancy related 
conditions; many rely on men’s cooperation and permission to obtain medical 
help.  For many women, pregnancy can be the result of their lack of control in 
their sexual lives.  Men need to recognize their responsibilities for this.

Dr. Mhlanga stressed the need to understand the psychological and social 
preparation that men undergo that helps to explain their attitudes and 
behaviour.  Men in South Africa are still raised to believe that manhood is 
related to the number of their children rather than the amount of caring 
they provide for their children.  Any efforts to engage men in work on sexual 
and reproductive health must pay attention to these issues of gender 
socialization.  

Such efforts must also take a broad view of men and sexual and 
reproductive health, including a focus on: 
 • Not just STIs but also on the quality of personal relationships; 
 •  Men’s violence against women as a central feature of sexual and 

reproductive health problems, not least the problem of marital rape;
 • Concerns about how to enhance sexual pleasure;
 •  Body awareness: e.g. understanding male versus female anatomy, 

infertility (congenital vs. acquired);
 • Cancer (prostatic and testicular); and
 • Sexual dysfunction (e.g. premature ejaculation, priapism).

Dr. Mhlanga recommended that work with men: 

 • Educate men on sexual and reproductive health;
 • Provide health education for both family and individual health;
 • Access men in churches, taverns, workplaces and recreational facilities; 
 •  Promote gender equitable attitudes within the home and the 

community;
 •  Promote men’s active participation in governance of health institutions; 

and
•  Promote responsible sexual activities, emphasizing the need for men to 

be accountable for their role in the prevention of HIV transmission.

Men and health: Attitudes and behaviours
Dr. Mahlako of the Health Promotion Directorate in the National 

Department of Health used his presentation to put the foregoing issues of 
sexual and reproductive health in the context of healthy lifestyles, and the 
attitudes and behaviours that promote health.  A healthy lifestyle can be 
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defi ned as a way of living that lowers the risk of being seriously ill or early 
dying, while helping oneself and one’s whole family to live a full life.

Chronic disease threatens the health of many South Africans.  Lifestyle 
choices such as smoking, inactivity and incorrect eating habits signifi cantly 
increase the chances of developing a chronic disease, which might be fatal.  
According to the Heart Foundation, 40 per cent of the people in ‘westernized’ 
South Africa that die in the age group of 25 – 64 years old, die from chronic 
disease.  Over 50 per cent of all adult South Africans have at least one risk 
factor for chronic disease.  At least 30 per cent of  all South Africans are 
sedentary in their work and leisure time, while more than 25 per cent of all 
South African men currently smoke.  Smoking alone may account for more 
than 30 per cent of deaths as a result of coronary heart disease.

Addressing chronic disease, and in this context, men’s vulnerability to 
chronic disease, involves paying attention to both social determinants 
and behavioural risk factors, and the relationships between them.  Social 
determinants and risk factors are shaped by gender norms and inequalities.  
Men’s drinking and smoking behaviour is infl uenced by alcohol and tobacco 
marketing which equates  substance use with masculine prowess and 
success.  Men are also over-represented in certain occupationally-related 
cancers, such as lung cancer linked to the mining industry.  Dr. Mahlako 
identifi ed four priorities to address the threat of chronic disease to the 
health of people in South Africa.  While these priorities do not explicitly take 
account of gender, it will be important to address the gender dimensions in 
developing action on them.  

Nutrition: Action is needed on diets, to reduce the risks of being 
overweight to oneself (coronary heart diseases, non-insulin dependent 
diabetes mellitus, constipation, joint pain) and to one’s family (coronary heart 
diseases, bad eating habits, poor life expectancy).  

Physical activity: Health education and investment in sports and 
recreation facilities is needed in order to improve levels of physical activity, 
which is important for immune functioning. 

Tobacco use: Health education and tobacco control policies are needed in 
order to reduce levels of tobacco use, and its associated risks of premature 
mortality and high morbidity.

Alcohol use: While low alcohol use may be health-protective, immoderate 
alcohol use is a source of premature mortality and high morbidity.  Health 
education and alcohol control policies are needed to reduce levels of alcohol 
use, especially among men. 

Erectile Dysfunction
Dr. Madlala provided a more in-
depth look at Erectile Dysfunction 
(ED) and its relationship to chronic 
disease.  He defi ned ED as: “recurrent 
or persistent inability to achieve 
and/or maintain an erection 
appropriate for satisfactory sexual 
intercourse.”  Research suggests an 
inverse relationship between ED 
and education levels and physical 
activity, and a link between the risk 
of ED and the risk of Cardiovascular 
Disease.  Indeed, there is evidence 
that Erectile Dysfunction may be a 
sentinel alarm for Cardiovascular 
Disease.  One study showed that 
70 per cent of angina patients had 
ED prior to the onset of angina.  
European research has found 
associations between coronary risk 
and ED, namely:
    •  44–66 per cent of Coronary 

Artery Disease male patients had 
prior ED 

    • 57 per cent of male patients 
undergoing heart bypass surgery 
had prior ED

Dr. Madlala stressed that ED is a 
medical as well as a sexual problem.  
There is a clear rationale for ED 
screening, as Erectile Dysfunction 
may indicate diabetes, hypertension 
and coronary heart disease, among 
others.  The role of doctors must 
be to ensure early diagnosis and to 
regard ED as a signifi cant medical 
condition that be treated as such 
in the medical training curriculum.  
Men must pay attention to a low 
fat diet and keeping up physical 
exercise.  Research also suggests 
that there is an important role for 
medication, early intervention with 
which can lead to better treatment 
outcomes, in terms of reduced 
morbidity and mortality from 
cardiovascular diseases.
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Dr. Mahlako concluded by emphasizing the importance of men taking 
individual action and responsibility, for both themselves and their families, 
and in particular with respect to educating boys and younger men on healthy 
lifestyles.

Men, health and gender equality
The foregoing presentations on different aspects of men’s experiences of 
and responsibilities for health were also placed in the context of the goal 
of gender equality, and its implications for health work with men.  Dean 
Peacock, co-Director of Sonke Gender Justice, presented highlights from the 
2007 South Africa Country Report to the UN Commission on the Status of 
Women.  This was a report, commissioned by the Offi ce on the Status of 
Women within the Presidency, on progress made by South Africa in terms of 
its commitments on involving men and boys in achieving gender equality.  

The report makes clear the strong rationale for working with men in 
South Africa:
 •  Violence and unequal power between men and women is one of the root 

causes of the rapid spread of HIV in Southern Africa.
 •  South Africa has amongst the highest levels of domestic violence and 

rape of any country in the world. 
 •  Across the region conviction rates for domestic and sexual violence are 

amongst the worst in the world.
 •  Men are not using HIV services—VCT, ART, support groups.
 •  Growing numbers of men want to be a part of the solution. 

Social determinants 
•  Unsafe water, sanitation and 

hygiene
•  Available food and food 

marketing
• Climate change
•  Urban outdoor air pollution 

(airborne particulates)
• Indoor smoke from solid fuels
• Lead exposure
•  Alcohol/tobacco industries and 

marketing
•  Physical security issues that 

deter exercise
•  Lack of investment in recreation 

facilities
•  Selected occupational risks 

factors to injuries 

Risk factors
• Substance misuse
•  Diet (underweight, low fruit 

and vegetable intake, high 
cholesterol intake, overweight, 
defi ciencies in iron, vitamin and 
zinc)

• Alcohol use
• Tobacco use
• Physical inactivity
• Unsafe sexual practices
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The report highlights the clear relationship between gender inequalities and 
HIV prevalence.  Women make up 77 per cent of the ten per cent of South 
African youth between the ages of 15-24 who are infected with HIV.  Men’s 
violence contributes to women’s vulnerability to infection.  Almost one-third 
of sexually experienced women (31 per cent) reported that they did not want 
to have their fi rst sexual encounter and that they were coerced into sex.21  
One researcher has noted that, “Women with violent or controlling male 
partners are at increased risk of HIV infection.”22 

Conviction rates for domestic and sexual violence are amongst the worst 
in the world. Only one in nine victims reports rape and fewer than ten per 
cent of reported rapes lead to conviction.  Post-exposure prophylaxis is 
available in less than half of all public clinics and staff are poorly trained on 
how to deal with rape.

But gender also shapes men’s experience of AIDS, not least with respect 
to the use of HIV services.  Women accessing ARVs outnumber men by a 
ratio of at least two to one and VCT by three to one.23 Women’s CD4 count at 
initiation of treatment in clinics in Johannesburg and Cape Town was also 
signifi cantly higher than men’s.24  

The report emphasizes that programmes working with men on gender 
norms and inequalities can make a difference in relation to some of the 
problems specifi ed above.  It looks at the evidence of some of this impact 
and cites the following evaluation studies to make this case: 
 •  A 2007 evaluation of the Stepping Stones training and mobilization 

package found that men reported fewer partners at both 12 months and 
24 months of follow-up and were more likely to report correct condom 
use “at last sex” and reduced rates of violence. 

 •  An Instituto Promundo/Population Council study of Promundo’s work 
with young men in Brazil found that participants were between four and 
eight times less likely to report STI symptoms and 2.4 times as likely to 
use condoms with primary partner.

In terms of the situation in South Africa with respect to men and gender 
equality, the fi ndings of the research undertaken for the report offer some 
encouragement but also a reminder at the scale of the problems being 
confronted: 
 •  Growing numbers of men are taking a stand for gender equality.
 •  Groundbreaking work with men is occurring across South Africa
 •  There is widespread adoption of work with men within gov’t 

departments.
 •  Men’s violence against women remains unacceptably pervasive. 
 •  There is a need for greater clarity of purpose about the goals of work 

with men, as well as increased coordination and planning.

 •  Dialogue and accountability between organisations working with men 

“The question 
should not 

be, “can men 
change?” We 

change all the 
time. 

The question 
is, “what 

can we do to 
accelerate 

this?”
- Dean Peacock



Men, Health and Gender Equality: A Report on the National Men’s Imbizo

17

and women’s rights organisations is needed. 
 •  Current efforts rely too heavily on workshops and community outreach. 
 •  South African funding is insuffi cient and some international funding 

comes with strings attached. 
 •  Not enough work with men taking place in rural parts of the country or 

with traditional leaders.
 •  Very little work with men addresses broader socio-economic conditions 

exacerbating gender inequalities.

On the basis of these fi ndings, the report makes the following 
recommendations:
 •  Intensify efforts to involve men in achieving gender equality.
 •  Use existing policy frameworks—NSP, NAP, OVC Plan, Corrections 

Services Act.
 •  Foster collaboration between women’s organisations and those working 

with men. 
 •  Tailor interventions to address different groups of men.
 •  Employ a broader range of social change strategies including rights 

based advocacy, community mobilisation  and policy approaches. 
 •  Provide consistent, reliable and coordinated funding that promotes 

sustainable approaches and organisations.
 •  Build capacity with the public sector to engage men and boys in 

achieving gender equality. 
 •  Take work to scale and expand efforts to engage boys and young men in 

achieving gender equality. 
 •  Launch a “Men and HIV Services campaign” to increase men’s use of HIV 

services. 
 •  Increase men and gender equality work in rural areas—especially with 

traditional leaders. 
 •  Develop a clear set of principles for this work (see box on the next page).

Mbuyiselo Botha. of the South African Men’s Forum, spoke very movingly 
about the urgent need for men to get involved in the struggle for gender 
equality.  He noted that men’s violence against women also harms men, 
and not just because in their roles as fathers, brothers, sons and friends of 
women, men can be affected by the violence done to the women that they 
love; men’s violence also reduces men to “just violent unthinking beings.”  
Gender equality can restore some of the humanity that men have lost in a 
world dominated by the brutality of men’s violence.  

But to recover their humanity, Mr. Botha stressed, it is essential that men 
understand the roots of male violence.  Such roots lie deep in the way that 
boys are raised to believe in male superiority.  This belief is bolstered by the 
very real gender privilege that men do have in this society, which “makes us 
bosses always giving out instructions and not expecting resistance from 
women because we argue that it is what God wants of us.” 

“As we engaged in struggle to end 
racist domination, we also said 
that we could not speak of genuine 
liberation without integrating within 
that the emancipation of women… 
No government in South Africa could 
ever claim to represent the will of 
the people if it failed to address the 
central task of the emancipation of 
women in all its elements, and that 
includes the government we are 
privileged to lead.”  
- President Thabo Mbeki on the 
Occasion of his Inauguration and 
the 10th Anniversary of Freedom, 
Pretoria, 27th April 2004



Men, Health and Gender Equality: A Report on the National Men’s Imbizo

18

Mr. Botha posed this question to the participants: What can we do as men 
to mobilize and galvanize other men in the struggle for gender equality?  The 
fi rst step is to become conscious of the unequal power and unfair privileges 
that we have as men compared to women.  Only then can we can begin to 
think differently and in the process show other men how debilitating and 
unjust the power that we have is.  It is clear that this acknowledgment will 
not be easy because it will challenge the comfort zone that the majority of 
us men have considered to be the correct order of things in the universe.

A second step is to challenge the cultural practices that in many ways seek 
to entrench our privileges in society.  Speaking out against such practices will 
upset a lot of people.  Men who do so will be labeled as confused, Eurocentric, 
colonized and serving the white master’s interest or agenda.  In countering 
this labeling, Mr. Botha argued, it essential to understand that the religious 
arguments that are used to justify men’s power over women not only 
come from the Bible of the colonizers themselves but also refl ect the fact 
that most religions in the world discriminate against women even though 
the majority of their members are women.  In most religious institutions 
women are not in leadership positions.     Thus, changing cultural practices 
in this religious sector will meet with much resistance because men in these 
institutions will reject any move that appears to threaten their leadership.  

Mr. Botha stressed that acknowledging their privilege and challenging 
the practices and institutions that entrench this privilege is not only the 
right thing for men to do; it is in their interests as well.  He urged that: 
“Our challenge as men therefore is to realize that there is a need for us to 
embrace change especially in our relationships with women and not view or 
think of change as something that we should fear or reject.  Change brings 
opportunities for us as men too, in that when we embrace equality we also 
deal with a lot of societal pressures that are in most cases unhealthy for us 
men as well.”

Gender equality not only liberates women; it liberates men from the 
dehumanization wrought by male violence.  Mr. Botha closed with this fi nal 
appeal to the men in the room: 

“It is in our interest as men to create such a society, especially for our girl 
children so that they do not grow up in a society in which they will always 
have to look over their shoulders every time they walk in the streets.  Justice 
must be the reason for all of us to want to embrace gender equality.”

Men and health policy: Experiences from the Eastern 
Cape

Prince Langa Mavuso described the experience of developing a men’s 
HIV/AIDS programme in the Eastern Cape.   He noted that the genesis of the 
programme lay in the observation by the Deputy President Ms. Phumzile 
Mlambo-Ngcuka, at the launch of SANAC on 30 April 2007, that men were 
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not involved enough in the fi ght against HIV/AIDS.  It was then that the 
Eastern Cape Department of Health took an undertaking that the Eastern 
Cape Province would hold a Men’s Summit in order to discuss how best to 
improve men’s participation in responding to the HIV epidemic.  On this 
basis, a Memo was submitted to Cabinet through the Department of Health, 
the cabinet approved the request and ECAC, ECDOH and MEMSA formed a 
partnership for the implementation of the cabinet resolution.  The securing 
of this high-level support, and the sense that there is a “burning platform” 
around men’s involvement in sexual and reproductive health, has ensured 
that this initiative in the Eastern Cape has a signifi cant level of political 
support. 

The Eastern Cape Men’s Summit developed the following resolutions, 
which signifi cantly were understood to be informed by the priorities and 
targets of the Millenium Development Goals:
 •  Address the harmful socialization of Men
 •  Establish men’s support groups
 •  Respond to the current challenges facing men
 •  Support men as positive role models
 •  Ensure the proper management of circumcision
 •  Embark on a vigorous drive against domestic violence
 •  Engage Traditional Health Practitioners for collaboration
 •  Promote messages about responsible alcohol use and no drug use
 •  Work with religious leaders to lead moral regeneration
 •  Develop a programme for men having sex with men especially in prisons
 •  Work with Traditional Leaders to make available land for poverty 

alleviation programmes for men

The summit also considered barriers to the implementation of these 
resolutions and what will be needed to overcome such barriers (see box).  
Prince Langa Mavuso ended his presentation with the following messages: 
 •  Maternal health is not for women only.
 •  Men should participate more as partners in maternal health in order to 

reduce the number of women who die every day in childbirth.
 •  Women cannot be emancipated until they are able to control their own 

fertility.
 •  Men and reproductive health are interdependent.
 •  Gender equality can only be achieved by bringing men into the picture.
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P
Introduction
Participants divided into separate Commissions on the afternoon of the fi rst 
day to look more closely at men and gender equality in relation to different 
health and social issues.  There were a total of ten Commissions, whose focus 
was as follows:
 • Buffalo Group: Sexual & Reproductive Health for Men
 • Chameleon Group: Men and VCT
 • Tiger Group: Men and Family Planning
 • Rabbit Group: Prevention for Positives
 • Snake Group: Men and ART
 • Lion Group: Men and Maternal Child Health
 • Springbok Group: Men and Male Circumcision
 • Zebra Group: Men and PMTCT
 • Monkey Group: Gender Based Violence 
 • Rhino Group: Fatherhood

Each Commission was tasked with discussing a set of questions (see the 
box).  The work of the Commissions was led by a team of facilitators, and the 
highlights and recommendations from each Commission was recorded by a 
rapporteur attached to each Commission.   

Overview of Commissions’ concerns
While most groups immediately began work on their issue of focus, the 

Chameleon group, looking at issue of men and VCT, took a few minutes to 
discuss the overall objectives of the Imbizo and to identify the broad set 
of issues pertaining to men, gender and health. This discussion provided 
not only a useful context for their work on VCT but, more generally, 
offers a valuable starting point for considering the deliberations and 
recommendations of the Commissions as a whole.  
The group identifi ed the following objectives for this work with men on 
health and gender equality:
 • Men’s empowerment and gender equality
 • Focus on men’s sexuality and reproductive health
 • Focus on men’s wellness
 • Encourage men to speak up on health and to prevent violence and abuse

The group also discussed the general issues that must be addressed in 
work with men on health and gender equality and identifi ed them as follows:
 • Taboo of talking openly and honestly about sexuality
 • Men don’t open up
 • Stress of men’s lives
 • Men’s lack of help/health seeking 
 • Silence on men’s experience of abuse
 • Need to challenge cultural stereotypes

Commissions
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 • Women’s rights and men’s fears 
 • Men’s relationship to women’s leadership

Men’s experiences of health and health services
Services benefi t women: There was a sense among the Commissions that 

health services are ‘female spaces’ that primarily benefi t women and that 
there is a failure to target health services at men and a lack of resources 
devoted to the health of men. 

Service provider attitudes: The attitude of female health sector staff 
toward men was seen as playing a signifi cant role in deterring men from 
using government health facilities and in reinforcing the impression that 
clinics were for women.  Commission members shared stories of men being 
made to feel unwelcome, not least in MCH services when men are trying 
to get more involved in ante-natal and post-natal care.  It was suggested 
that more men than ever before want to be present at the birth of their 
children, but that this was still not possible for many men, in part because 
of the attitudes of nurses and midwives whose traditional gender attitudes 
consider men’s presence at childbirth to be inappropriate. 

Accessibility issues: Another common fi nding across the different 
Commissions was that the location and opening times of health services, at 
least in the state sector, did not facilitate men’s use of such services.  Locating 
services nearer the sites of men’s work and leisure time, and opening at 
times that meet the needs of men (e.g. employed men often cannot access 
health clinics unless they are open after work hours), were identifi ed as 
important fi rst steps in improving accessibility.

Limited service options for men: Some Commissions also felt that there 
was a lack of health service options for men, not least in terms of male 
contraceptives.

Neglect of men’s broader health issues: A concern raised by Commissions 
was that current efforts to address men’s health had too narrow a focus 
on HIV and STIs to the neglect of broader sexual health concerns, let alone 
problems of chronic disease.  The positive response of participants to the 
medical presentations earlier in the meeting was another indication that 
men’s need for information about their bodies and their health has hitherto 
been neglected. 

Lack of confi dentiality: This was reported across several Commissions 
as a cause for concern, and one that deterred men from seeking help from 
the government health sector.   The VCT Commission emphasized that this 
was not simply a matter of inadequate training or a failure to follow proper 
procedures; more fundamentally, it is also a problem of inadequate health 
infrastructure, for example a lack of private space within clinics in which 
confi dential consultations, such as VCT, could be carried out.  Clearly this 
infrastructure problem affects both women and men, so it will be important 

Questions for the 
Commissions
Questions for all the Commissions, 
except Gender Based Violence and 
Fatherhood:
What have been your experiences 
as users and as providers of health 
services?  Specifi cally:
   • What are the services available?
   •  What are your experiences with 

these services?
   •  What makes it diffi cult for you or 

other men to use these services?
   •  What would make it easier for 

you to use or participate in these 
services? 

   •  How would you encourage other 
men to use or participate in these 
services? 

   •  What changes need to be made to 
how health services are delivered to 
involve men more? 

Questions for the Gender Based 
Violence Commission:
   •  What have you done or wanted 

to do to prevent violence against 
women and girls. 

   •  What makes it diffi cult for you to 
be involved in preventing violence 
against women and girls?

   •  How could you or other men 
prevent violence more effectively?

   •  How could government support 
men to take action against violence 
against women and girls?

Questions for the Fatherhood 
Commission:
   •  What roles should men play in the 

lives of their children?
   •  What makes it diffi cult for men to 

be good fathers?
   •  What needs to change in terms of 

how men raise our children?
   •  How can we support men to be 

good fathers?
   •  What can government do to 

support men to be the best fathers 
possible?
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to tease out further the gender aspects of this issue.  Further research is 
needed to clarify the barriers to confi dentiality and how these affect men’s 
use of VCT services. 

Myths about services inhibit men: There were a couple of references 
within the Commissions to myths about condoms continuing to deter men 
from seeking and using them, notwithstanding the condom promotion 
campaigns that have been undertaken. 

Economic issues inhibit men: This was identifi ed explicitly by the VCT 
Commission as a deterrence for men in terms of testing and coming back for 
their results; a fear of getting a positive result and the consequent pressure 
to change diet and lifestyle, and the assumption that this would be more 
expensive.  In general, the Commissions recognized the impacts of socio-
economic inequalities in shaping both men’s and women’s health, and that 
major improvements in health would not be achieved without a public policy 
response to poverty and economic inequality in South Africa. 

Socialization prevents help seeking: The Commissions also noted the 
effects of gender socialization in terms of men’s lack of help-seeking and 
were clear that norms of masculinity, which equate seeking medical help and 
using health services with appearing weak and vulnerable (and being ‘like 
women’), were a signifi cant barrier to men’s use of health clinics. 

Fear and denial: The pressure to maintain the invulnerability of 
masculinity also plays out in men’s fear of learning about ill-health and their 
denial of vulnerability to ill-health.  Many Commissions felt that many men’s 
fear and denial when it comes to health must be an important target of 
intervention in the health sector response to concerns about men, health and 
gender equality. 

Lack of cultural and regional relevance: Many Commissions noted the 
insensitivity to cultural traditions and beliefs in the delivery of health services 
and the design of health promotion campaigns. This had a regional aspect 
too; in general, there was a feeling that too little effort was given to tailoring 
health service delivery and interventions to the particular cultural histories 
and conditions of specifi c communities.  

Lack of follow up support: This noted particularly in relation to the lack 
of support groups for men after HIV testing.  In general, Commissions were 
concerned that men lacked access to formal support services beyond the 
delivery of immediate health services.  The absence of formal mechanisms for 
providing follow up support affects both women and men, but Commissions 
felt that this of particular concern for men because they were less likely than 
women to create and use their own informal support networks.

Lack of respect for sexual diversity: At least one Commission made the 
point that different groups of men have different needs with respect to 
health services, and that the stigma that still surrounds homosexuality 
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means that men who have sex with men are especially badly served by the 
health sector, in which homophobic attitudes are still common.  

Suggested improvements at the Policy level
Health systems improvement: An overarching recommendation from 

the Commissions was that an improved response to concerns about men, 
health and gender equality must be enacted in the context of investment 
and improvement in health systems as a whole, in terms of infrastructure 
capacity and staffi ng levels.  For example, Commissions were clear 
that improvements in confi dentiality, for example in VCT, depended on 
investments in more trained counselors and greater provision of space for 
confi dential counseling and testing.

Government structures for men’s health?: A number of Commissions 
considered the question of how to structure the institutional response 
of government to these issues of men, health and gender equality. Some 
recommended that a separate structure for men’s health be created within 
the Department of Health to move policy forward.  On the other hand, 
there was some concern that setting up a parallel structure could inhibit 
effective gender-based work with men on health by creating a bureaucratic 
rivalry with those responsible for women’s health, detracting from the 
priority which is to develop public policy on health within a gender relations 
framework that takes account of the gender dimensions of both women’s 
and men’s health.  It was agreed that a more immediate step would be the 
creation of a Task Force on Men, Health and Gender Equality, charged with a 
more thorough consideration of government’s leadership on these issues.

Separate or integrated health services?: Similarly to the above discussion, 
the question of how best to deliver health services in a way that addresses 
the needs and interests of different groups of men, within the broader goal 
of gender equality for health equity, was also considered.  Some participants 
felt that the best way to respond to men’s health issues was the creation 
of separate services for men; but the more widely held view was that 
better integrating men within existing health services was not only a more 
effi cient use of resources but also a more effective way to address the impact 
of gender relations on health.  Commissions also emphasized that such 
integrated services needed to be responsive to specifi c needs of particular 
constituencies of men, taking account of signifi cant differences between 
men of different socio-economic strata, urban/rural location, age and sexual 
orientation. 

Importance of Primary Health Care: In relation to the concern about 
the narrow view of men’s sexual health issues, it was recommended that 
policy responses to men, health and gender equality be understood as a 
component of health and gender work within the framework of Primary 
Health Care.
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Constitutional protections on Rights: Several Commissions noted that 
the Constitution and its framework of rights must underpin any policy 
response to concerns about men, health and gender equality.  For example, 
the Commission on Men and VCT noted the importance of rights-based 
framework in considering policy on HIV testing.  But it was also clear from 
the discussion that the question of whose rights needs to be considered 
more closely, especially in terms of the rights of the individual vis a vis the 
rights of the community/society. 

Policy enforcement on confi dentiality: Some of the concerns about 
confi dentiality were related to a failure to enforce existing policies.  Beyond 
the issue of infrastructure capacity discussed above, this was also seen as 
a matter of training for health providers and having good systems in place 
for monitoring policy implementation and for holding accountable those 
responsible for failures of implementation.  

Policy engagement: Several Commissions noted the importance 
of continuing to engage different constituencies of men as well as 
organizations working with men on health and gender equality in this 
evolving policy dialog.  The Commission on Men and VCT made particular 
mention of the importance of policy engagement with respect to the issue of 
provider-initiated HIV testing.

Policy review and accountability: While South Africa has many good 
policies, both on gender and health, it is widely acknowledged that policy 
implementation can fall short. Commissions called for a strengthening of 
processes of policy review in order to ensure accountability for the enactment 
of policy mandates.  This clearly goes beyond questions of men’s health but 
there are specifi c gender issues to consider in relation to policy review and 
accountability, not least with regard to the enactment of policies on gender-
based violence.

Suggested improvements at the Service Delivery level
Community-based services: A key to increasing men’s use of health 

services was to take such services to where men are, and expand health 
service outreach through the use of community-based outlets, such as 
taverns, soccer clubs etc.  This kind of outreach was seen as being especially 
important in relation to increasing men’s uptake of VCT and in targeting 
health promotion campaigns at men. 

More male staff: Many Commissions described health services as ‘female 
spaces’ and felt that increasing the proportion of male staff would help to 
correct this perception, the assumption being that this would make clinics 
more welcoming to men.  It was recognized that this was in part a matter of 
government policy but in part it was a matter of collective responsibility, in 
that parents and families needed to be encouraging young men to become 
health workers.
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Training for staff in working with men: Several Commissions heard 
reports of men being disrespected and mistreated in health service settings 
and felt that staff training must be an important element of making health 
services more responsive to men, especially with respect to men’s sexual 
and reproductive health needs.  While not mentioned explicitly by the 
Commissions, it is important to note in this regard the diversity of these 
needs for different men, such as the problem of anal STIs faced by men who 
have sex with men.  Another staff training issue relates to screening and 
referrals for violence, as experienced not only by women but also by men.

Male-friendly services:  Based on the youth-friendly model, Commissions 
recommended that all aspects of health service delivery be reviewed to 
ensure that they are male-friendly.  In addition to the issues raised above, this 
would include consideration of opening times to ensure that men can access 
services after work hours, as well as the location of services.  In this regard, 
several Commissions noted the importance of a focus on the workplace as 
a site for health promotion and health service delivery, and the consequent 
need for closer partnerships with the private sector. 

Issues of stigma in service delivery: HIV stigma remains a huge issue for 
both women and men, but for men who have sex with men who test positive 
it is exacerbated by homophobia.  Some Commissions noted the importance 
of policies on stigma taking account of the multiple forms of stigma and 
discrimination that particular groups of men face.  

Task shifting to expand service delivery: A general recommendation was 
made on the need for a policy on task shifting, for example to increase the 
range of staff tasked and trained to provide VCT.  Any effort to increase men’s 
uptake of VCT must address this issue of task shifting in order to expand the 
number of VCT providers. 

Work with religious and traditional leaders to expand services in rural 
areas: Commissions noted that religious and traditional leaders were 
important stake-holders in any effort to expand health services in rural areas, 
especially in community-based settings.  Work with such stake-holders was 
seen as another aspect of work with men on health and gender equality; 
the need to work with men in positions of power and infl uence to promote 
norms of gender equality and to support health interventions with men. 

Suggested improvements at the Programming level
Cultural traditions, beliefs and practices: Discussion of culture, in terms 

of traditions, beliefs and practices, was a prominent feature of all of the 
Commissions.  Within this discussion there were different understandings 
of what “culture” meant, ranging from a view of culture that saw it as 
the unchanging foundation of society to a defi nition of culture as norms 
and ways of life that are always evolving in relation to the changing 
circumstances facing a given society.  There was also some tension in 

“Some 
participants 
felt that the 
best way to 
respond to 

men’s health 
issues was 

the creation 
of separate 
services for 

men”
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formulating policy on men, health and gender equality in relation to culture; 
the tension between the need to work ‘with the grain’ of culture in order to 
with men on health and the need to challenge those aspects of ‘culture’ that 
are harmful to health.  

 Discussions of what culture means and how it should be addressed will 
continue to be a feature of work with men on health and gender equality. 

Promote dialogue among men: There was a clear recommendation 
that programmes targeting men with interventions on health and gender 
equality must outreach to men where they are, to male-dominated spaces 
in order to encourage dialogue among men about these issues of health and 
gender equality, especially given the fi nding that men do not tend to open up 
about what is going on for them.

Use men to reach men: Commissions urged the importance of peer-to-
peer approaches, based on the understanding that many men are more 
responsive to messages and approaches from other men.  One participant 
emphasized the importance of using “men to fi sh men.”

Rural focus: Many Commissions emphasized the importance of expanding 
health work in the rural areas.  Clearly a rural focus in health delivery will 
benefi t both men and women, and it will be important to think through the 
particular challenges of developing health interventions targeting men (of 
different ages) in rural areas.  

Workplace focus: As noted already, the workplace was identifi ed as a 
critical site for reaching men not only with specifi c health services (VCT) 
but with health and gender equality programming more generally.  There 
are lessons that can be learned from engaging the private sector in HIV 
programming in high-risk occupational settings (e.g. the mining and 
transport sectors) that could be applied more broadly.

Men’s health IEC materials and campaigns: Many Commissions had noted 
the lack of health promotion interventions targeting men and recommended 
that specifi c IEC materials and campaigns be developed targeting men in 
relation to particular health concerns.  

Given the signifi cance of AIDS as the leading cause of premature mortality 
for men, and the evidence of men’s poor uptake of HIV services (VCT, ART), it 
was suggested that there was an urgent need for a “Men and HIV Services” 
Campaign.

Group-work: Some Commissions highlighted the importance of moving 
beyond mass-targeted campaigns and one-on-one health education 
approaches and using more intensive group-work in order to both support 
and challenge men around the impact of their attitudes and behaviours on 
their own health and the health of women and children.  Such group-work 
could provide the space in which to help and push men to be honest with 
themselves and each other about health issues, to overcome the fear and 
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denial that has been identifi ed as a problem for men, as well as to hold men 
to account for the choices that they make that impact on their health and 
the health of women and children in their lives. 

Work on broader social norms: Many Commissions felt that it was critical 
to put this work with men on health in the context of efforts to change 
broader social norms of gender and sexuality, and thus to think in terms of 
a spectrum of action, whose goals would range from individual to policy 
change.

Mobilize the media: There was a general feeling that the media did little 
to provide a more positive image of men, for example by reporting on the 
initiatives that men are taking to change their attitudes and behaviours, 
but instead tended to perpetuate the stereotype of the reckless and feckless 
male.  Thus, there was a need to involve media to promote positive messages 
and images about men’s engagement in promoting better health and 
greater gender equality. 

Address economic inequality: Importantly, some Commissions noted that 
this work with men on health and gender equality must also take account 
of signifi cant differences between men, not least in terms of access to 
and control over economic resources, especially given the clear connection 
between economic inequality and ill-health.  Thus, public policy on men, 
health and gender equality must be framed within a broader commitment 
to social justice that addressed economic inequalities.

Men and gender-based violence: Responses
The Commission on Men and Gender-Based Violence discussed current 

responses of men to such violence. These included: 
Education for violence prevention: Men are involved in educating other 

men, especially young men, about the nature and impacts of gender based 
violence, and what they can do to prevent such violence. 

Self-refl ection and personal change: Change ‘begins at home’.  
Commission members shared their own and others’ experiences of the kind 
of self-refl ection that had led to personal change in their own attitudes and 
behaviour with regard to gender-based violence.  The Commission stressed 
the importance of publicizing these stories in order to promote such self-
refl ection among other men. 

Being a positive role model: Related to the above, the Commission 
acknowledged the value of men being positive role models for other men, 
especially in terms of not being complicit with the gender attitudes and 
practices that allow such violence to continue and doing what they can in 
their own lives to challenge these attitudes and practices. This is especially 
important given the prevailing stereotype of the violent male; it is vital to 
model other, gender-equitable ways of being a man. 
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Promoting non-violent confl ict resolution: Commission members also 
discussed the importance of giving young men the practical skills they need 
to reduce the violence; for example, skills in negotiating confl icts, at home, 
work and in relationships, that promote non-violence.

Mobilizing community leaders: Men as community leaders have a key 
leadership role to play in relation to norms around gender and violence.  
Commission members shared experiences of community leaders speaking 
out against violence and the impact that this can have at the local level.  
Community leaders are also key to energizing alternative community justice 
processes for holding men accountable for their violence and providing 
support to female survivors, in situations where the police and the courts are 
failing to respond adequately. 

Offering recreation/diversion for at-risk men: High levels of 
unemployment and related drink and drug use have some connection with 
the high levels of men’s violence in our communities.   Commission members 
agreed that providing recreational alternatives for men in these situations, 
and using sports as an entry point for work with men around their gender 
attitudes and behaviours, are very practical ways that men can respond to 
gender based violence.

Holding men accountable: Above all, it is essential that men are held 
accountable for the violence that they do perpetrate.  All men have a role to 
play as “active bystanders” in helping to ensure that incidents of violence are 
brought to justice, whether through formal state mechanisms or through 
alternative community processes.  The men who staff and manage these 
mechanisms and processes clearly have a special responsibility in this regard. 

Men and gender-based violence: Why men do not 
respond

The Commission discussed the various reasons why men do not get involved, 
or involved enough, in responding to gender based violence.  These included:

“It’s not my business”: The widely held view that gender based violence is a 
‘private’ affair, other people’s business, is a signifi cant reason why more men 
don’t get involved in taking action on violence.  This is especially the case in 
relation to violence in the home (domestic violence) but also in relation to 
violence in the street.

Some men’s feeling that men are stereotyped as perpetrators: Some 
Commission members reported that some men do not get involved in 
responding to gender based violence because they resent what they see as 
the stereotyping of men as perpetrators.

Fear of getting involved: Men also have a fear of being targeted by 
violence themselves if they try to intervene.  Commission members also 
reported some men’s fear of getting involved with the police/courts if they 
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report the violence, especially in communities which themselves experience 
police violence and thus regard the police with suspicion rather than trust. 

Lack of services for male survivors: There is a real lack of services for 
male survivors, especially in relation to child sexual abuse; the few survivor 
services that do exist are geared toward women.  This lack of services inhibits 
men’s response to violence both directly and indirectly; without support 
and healing, male survivors may be more likely to commit violence against 
others and even more unwilling to get involved in taking a stand against 
other men’s violence.  The Commission was clear that male survivor services 
should not be at the expense of women’s and should not be taken to imply 
an equivalence in terms of experiences of violence, but felt that it was 
important to recognize that men are targeted by different forms of violence.  

Men and gender-based violence: Improving the 
response

The Commission made several recommendations for improving the response 
to gender based violence and men’s roles within such a response.  These 
included:

Encourage and demand better police response: More men must be 
involved in efforts to hold the police accountable for their failures to take 
adequate action against gender based violence.  Too often such efforts are 
left to women. 

Encourage and demand better social work response: The Commission 
acknowledged the lack of services for survivors of different forms of violence 
and suggested that one role men can play in responding to violence is to be 
involved in efforts to demand more resources for social services and their 
support to survivors.  Men are also under-represented as social workers 
themselves.  The recruitment of more male social workers would send a 
strong message about men’s willingness to be part of the solution to gender 
based violence. 

Become an active bystander: As already noted, too many men are 
complicit in allowing violence to continue.  The Commission urged that men 
must get involved in reporting incidents of violence and be willing to offer 
support to survivors as well as to challenge those men whom they know may 
be involved in perpetrating violence. 

Develop services for male survivors: As noted above, there is a dearth 
of services for male survivors of violence, whether as adults of children.  
Providing such services is an important step in breaking ‘cycles of violence’ 
and in addressing the trauma that, in part, allows gender based violence to 
continue. 
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Fatherhood: What to change?
The Commission on Men and Fatherhood discussed what needs to change 

in terms of men’s relationship to and experience of fatherhood.  Several 
themes emerged from this discussion, as follows: 

More engagement with families: There was a widespread feeling among 
Commission members that initiatives were needed to promote men’s 
greater engagement with their families, beyond merely providing for them 
economically.  Several participants spoke of their lack of relationship with 
their own fathers, and the efforts they were making to be a different kind of 
father for their children.  At the same time, the Commission acknowledged 
that economic pressures, as well as gender expectations of men as the family 
breadwinner, do put a lot of pressure on men to prioritize work over spending 
time with their families.

More value on the family: However, the Commission also acknowledged 
that there was also a need for a change of attitude among many men toward 
their families, which they summed up in terms of the need for men to place 
more value on the family.

More communication with family: Related to the above, the Commission 
agreed that one of the major obstacles to men engaging more with their 
families and placing more values on time spent with their families was the 
issue of communication within families.  In particular, Commission members 
felt that gender socialization, which often trains men to contain their 
emotions and not talk about their feelings, was to blame for many men’s 
inability or unwillingness to talk freely with their wives and children.  

Use the Constitution to promote gender equality in families: There 
was some discussion within the Commission about the need to promote 
greater gender equality within families, especially in terms of sharing the 
responsibilities of parenting and having an equal share in decision-making.  
By no means was there agreement on this, and a number of Commission 
members maintained that while women should have a greater say in family 
decisions and men should play a greater role in child rearing, it was still 
important that the man be the head of the household.  However, those 
Commission members who argued that gender equality should be the 
goal felt that the Constitution had a critical role to play, as a statement of 
rights that should apply to the family as to any other form or level of social 
formation.  

Changing context, changing culture?: There was debate about the 
changing nature of men’s parenting given the changing nature of South 
Africa; signifi cant changes in family size and attitudes toward the roles of 
mothers and fathers as well as the extended family were noted but there 
was discussion about whether these changes constituted simply a different 
context for the traditional culture of fatherhood, or whether these changes 
amounted to a cultural change in the way that family life is lived, and thus 
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necessitated a change in the roles of men and fathers within this new culture 
of the family.  These tensions between continuity and change, tradition and 
modernity, were a feature of the Commission’s discussion. 

Father: Supporting men to be better fathers
The Commission made a number of recommendations for supporting men 

to be better fathers, including: 
Restore cultural foundation: In relation to the discussion of changes in 

context and culture, there was a feeling among some Commission members 
that a good way to support men to be good fathers would be to restore 
the foundation of traditional culture that they saw as being undermined 
by modern social and economic trends.  It was less clear what this meant 
in terms of changing or preserving current gender relations and practices 
within families.

 Positive reinforcement for good parenting: There was a general feeling 
that portrayals of bad fathering dominated the media, and that there was 
a need to publicize examples of men as good fathers, in part as a way of 
providing positive reinforcement for men’s good parenting.

Accountability for bad parenting: At the same time, the group was clear 
that men should be held accountable, not least by their peers, when they 
failed to meet the standards of good fatherhood. This accountability is both 
formal, in terms of child support and maintenance for example, and informal, 
in terms of men within the extended family and networks of friends helping 
each other and where necessary challenging each other to do a better job as 
fathers. 

Fathers taking community responsibility: It was also suggested that 
men need to look beyond their immediate families and roles as fathers and 
take more responsibility, together with women, for addressing problems 
being faced by the community, problems that affect all the families in the 
community. 

Support groups, training and mentoring: The Commission identifi ed a 
clear need for support to fathers and potential fathers in terms of the skills 
and attitudes that men need to be good fathers.  There was agreement 
that government needed to invest in parenting support programmes for 
men, that could include support groups, skills training and mentoring of 
younger fathers by older men.  It was stressed that the focus should be 
on strengthening parenting and not just fathering; hence, a focus on the 
partnership between mothers and fathers was seen as important. 

Supporting the extended family: Several Commission members 
lamented the decline of the extended family as a result of social and 
economic changes in society and called for efforts to support the extended 
family, with implications for the roles of men within extended families in 
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fulfi lling parental responsibilities.  This served as a useful reminder that the 
fatherhood discussion should not just be about men as biological fathers, but 
about the different roles that men can play in the lives of children within the 
extended family.

Fatherhood: Role of Government 

Some specifi c recommendations on the role of government were made, 
including the need to: 
 • Develop fatherhood promotion campaigns
 • Provide funding for fatherhood initiatives
 • Review law and policy on maintenance issues  
 • Use the media to promote positive messages and images on fatherhood
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Conclusions and 
next steps

T
This Men’s Imbizo successfully brought together stake-holders from 

eight provinces to discuss and recommend policy responses to the related 
challenges of improving men’s health and promoting gender equality.  The 
mix of presentations on bio-medical and psycho-social aspects of gender and 
health in the lives of men raised key issues for discussion, and in the process 
revealed not only a deep hunger among men for more information on their 
health and their bodies, but also some of the key tensions that policy must 
address.  The meeting made clear that policy on men, health and gender 
equality must address both male power, and its infl uence on women’s health, 
and gender norms, and their infl uence on men’s health, in a twin-track 
approach.

The Imbizo marked an important fi rst step in a process of elaborating and 
translating such an approach into policy guidance that will be issued by the 
National Department of Health.  It was followed one week later by a smaller 
meeting of policy experts and researchers, who considered more specifi cally 
the policy implications of the issues raised at the Imbizo.  A separate report 
on this meeting is forthcoming.  With the foundation laid by these two 
consultations, Sonke Gender Justice is now undertaking a desk review of the: 
 •  Status of men’s health in South Africa, with a particular focus on 

reproductive health and HIV and AIDS, and of men’s rights vis a vis access 
to prevention and treatment information and services, as well as of the 
impact of men on women’s health

 •  Range of evidence-based health interventions with men currently being 
carried out by civil society, and will consider the extent to which these 
interventions are guided by a commitment to gender equality; and 

 •  Policies and guidelines that currently exist in South Africa, which address 
both the health needs and rights of men and men’s roles in women’s 
health.  

On the basis of the gaps and challenges identifi ed by the desk review, 
Sonke Gender Justice will prepare a report for the National Department of 
Health outlining a policy framework on Men, Health and Gender Equality, to 
be submitted toward the end of the fourth quarter of 2007.
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Appendix One: 
Agenda
Thursday, Sept 06th  
Programme Director:  Ms. Esther Maluleke
Time Activity Facilitator
08:00 – 09:00 Registrations
09:00 – 09:15 Welcome and 

Introduction 
Dr Amos

09:15 – 10:00 Digital Stories Nyanda
10:00 – 10:30 Men and 

Maternal Heath
Dr Hyera

10:30 – 11:00 Country Report Dean Peacock
11:00 – 11:30 Tea
11:30 – 12:00
12:00 – 12:30 Presentation on 

Men’s Sexual 
Health

Presentation 
on Men and 
Healthy Habits

Dr Madlala

Dr. Mahlako
12:30 – 13:30 Lunch
13:30 – 17:10 Commissions Rapporteur 

per 
commission

17:10 – 17:45 Action steps 
and formation 
of national task 
force on men, 
health and 
gender equality

Sonke

17:45 End of the day NDOH
Evening Refl ection Survey Sonke

Friday 07th, 2007  
Programme Director: Sikhonjiwe Masilela
08:30 – 09:00 Welcome and 

Re-Cap
Bafana Khumalo

09:00 – 09:30 Presentation 
on Lesson from 
Eastern Cape 
Summit

09:30 – 10:00 Men and 
Reproductive 
Heath

Dr Mhlanga

10:00 – 10:30 Men and Gender 
Based Violence

Mbuyiselo Botha

10:30 – 11:00 Tea 
11:00 – 11:30 Commissions 

report
Bafana Khumalo

11:30 – 12:45 Commissions: 
Way forward

12:45 – 13:30 Action steps 
and formation 
of national task 
force on men, 
health and 
gender equality.

13:00 – Lunch and  
Closure
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Appendix Two: 
Meeting Participants

EASTERN CAPE ATTENDANCE REGISTER
Name and Surname Tel & Fax Numbers Email address
Jack Mzwandile 083 233 2541
041 459 0627 Zwayi@ubuntufund.org
Mfundo Nondala 083 556 6780
047 531 4471 Mfundon@telkomsa.net
Mfezi Mcingana 083 321 7010
041 459 0627 Mfezi@ubuntufund.org
Zolile Mbono 083 428 1205
Mike Sodaba 082 566 0999 Lulutemba@worldonline.co.za
Mlungisi Pongomile 083 338 8075
Sikanyiso Tonise 047 564 9155 Ske.nosbie@webmail.co.za
Xola Mankeli 072 139 6695 Xolam@mighty.co.za
Vuyo Tshafa 083 321 9118 Vuyo@ubuntufund.org
David Gaga 082 812 8539 David.gaga@hwsafri.org
Kholisile Tukani 083 710 8310
Oupa Mapheelle 083 756 0719 Oupanyana@yahoo.com
L Mavuso 083 674 5787 Mavuso@border.co.za
M Mukovha 084 369 4883 Muhamba@border.co.za
Sakele Ndabeni 086 654 3706 Sakhele@mailbox.co.za
Bob Phato 083 568 4375 Bobvigie@telkomsa.net
Mziwekhaya Nkumbi 041 484 4083 Mziwekhaya@yahoo.com
Sibusiso Dube 073 213 8400
Mfundo Mdlelezi 083 536 5347
M Sisamakaba 073 425 9741 Sisamakaba@webmail.co.za
Thulani Ngesi 083 526 3747 Ngesit@wemail.co.za
Mbuyiseli Moyi 084 2266 3961
Pasika Nontshiza 082 734 3448 Pasikanontshiza@yahoo.com
Zolani Nobangela 076 907 8855
Phumzile Thengani 084 757 1355

FREE STATE ATTENDANCE REGISTER
Mpho Ralepeli Tel 057 357 2746 / Fax 057 352 1065 Llfs@internext.co.za
Moferefere Kholumo 072 211 2497 / Fax 057 352 1065  llfs@internext.co.za
Pule Mokoena 083 985 2774 / 057 900 2750 Sralepili@harmony.co.za
Lehlohonolo Malete 076 110 9232
Jose Ribeiro 051 447 2194 / 051 447 6477 Ribeirojf@fshealth.gov.za
Thabo Raleting 051 447 2194 Ralettj@fshealth.gov.za
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Mr J Mdlala 051 403 9725 MdlaJ@fs.gov.za
Mr S Lesole 082 500 2615 LesoleSB@ofs.gov.za
Mr T Kenke 073 120 2203
Lebitsa A Mokhele 084 302 5901 / 051 447 2194 Mokhelel@fshealth. Gov.za
Mr MT Mosianeli 082 670 9625 / 051 447 2194 Mosianem@fshealth.gov.za
Mr TG Schawyk 051 403 9873 / 051 430 6469 Vshalkt@fshealth.gov.za
Mr BS Komako 058 713 6074
Mr MO Sakisane 072 250 8596
Mr CT Mothabeng 072 504 9727
Sam Molikoe 072 816 6625
Joseph Morake 076 808 0014
Labane Petrus 058 713 6074
Jeremiah Melamu 076 900 3297
July Mdakane 073 236 9312
Mr MI Mosianeli 082 670 9625 / Fax 051 447 6477
Mbuyiseli Wayi 051 408 1591 / 051 408 1074 Wayime@fshealth.gov.za
Ntoko Mosakisane 072 250 8596
Sam Malikoe 072 816 6625
Mr PM Labase 073 606 9837
Mr CT Mothabenng 072 504 9727
Mr MJ Melamu 076 900 5297
Mr JF Ribeko 051 447 2194 / 051 447 6477

GAUTENG ATTENDANCE REGISTER
Thomas Mnisi 011 741 6771
James Mashudu 073 308 0037 jmslunga@yahoo.com
Sam Mbonani 078 271 9332
Pule Murake 084 643 1288
Tshitudi Mutsima 083 758 3108 Tshaudimotsima@mrc.ac.za
Yandisa Sikweyiya 076 365 6169 Yandisa.Sikwyiya@mrc.ac.za
J Nkwenziza 076 329 3694
Stif Niyonkwizi 084 905 9662
Muntu Ngema
Olivier Kubikwa 072 517 6066 Zipovaone@yahoo.com
David Mabaso 073 288 38701
Tebogo Mabe 076 100 3225 tmabe@rhu.co.za
Pule Moagi 072 662 1730 Pul@webmail.co.za
Lehlohonolo Mathahe 078 165 8815
Philemon Maselonne 083 922 0418
Victor Zono 082 968 8371
Xiwinisi Chauke 073 372 9785
Lesego Tau 073 213 5050 Macrophagelo@yahoo
Xolani Mnganezach 083 463 5504
Muzi Moloung 072 394 7120 Motloungm@yahoo.com
Pule Qoqo Tel 012 546 5369 / Fax 083 319 5529 Pulegogo@vodacom.co.za

36



Men, Health and Gender Equality: A Report on the National Men’s Imbizo

37

Mishack Mahlangu 012 546 5369 / 083 319 5529
Trevor Mbokani 073 416 0080
Lehlohonolo Mathebula 076 072 0830
Khoni Mgva 016 950 6140
Jacob Tsoane 016 989 7078
Cynthia Nhlapo 082 427 3864 Cynthian@sfh.co.za
Daniel Radebe 073 179 8865
Joe Mahokoto 073 212 1364
Pule Jimmy Peter 012 702 6683 / 083 319 5526 Smahlo@nwpg.gov.za
Hilda Sithole 011 544 1900 hildas@kagisotu
Sikhonjiwe Masilela 011 355 2661 / 011 355 3551 Sikhonjiwe.Masilele@gauteng.gov.za
Fotlhle Lelimo 016 592 3285
Tshepo Masha
Sipho Musi 073 815 5060
Linda Mozingisa 076 885 8350
Mishack Mahlangu Tel 012 546 5369 

KWAZULU NATAL ATTENDANCE REGISTER
James M Nkosi Tel 034 312 3123  / Fax 034 328 7003 James.Nkosi@KZNhealth.Gov.za
BP Fakwoe Tel 035 572 1327 / Fax 035 572 1251 Bheki.Fakwole@KZNhealth.Gov.za
PN Sangweni Tel 032 454 7500 / Fax 032 454 7529 Psangweni@telkomsa.net
L Langa Tel 034 846 7519 Londa.langa@kznhealth.gov.za
Thabani Shabalala 076 327 2558 Not provided
M Dhlamini 083 611 4486 / 035 902 6162 Mdhlamin@kzn.ac.za
Sphiwe Shelembe 084 499 6634 Sphiwe.Shelembe@kznhealth.gov.za
Bongani Mpinga 072 753 2538 Bongani.Mpingo@kznhealth.gov.za
Bulelo Sigabi 083 647 5921 / Fax 031 261 9111 Sigobi4@totmail.com
Sifi so Mthethwa 082 906 9586 / Fax 035 550 0207
Sifi so Kunene 082 966 6999 / Fax 035 902 8601 Sifi so.kunene@yahoo.com
Siduduzo myeza Tel 033 395 2671 / Fax 033 395 3053 Siduduzo.myeza@knzhealth.gov.za
Alex Memela 033 395 2197 Alex.memela@knzhealth.gov.za
Mthobeni Mlambo Fax 033 395 2902 / 083 381 3872 Mthobeni.mlambo@kznhealth.

gov.za
Michael Mkhize Fax 031 240 5504 / 072 732 1020 Michael.Mkhize@kznhealth.gov.za
Oziel Mdlaze Fax 031 373 2440 / 074 452 1205 Oziem@dut.ac.za
David Nkomo 031 373 2440 / 083 494 0805 David.nkomo@kznhealth.gov.za
SP Yose 031 240 5309 / 083 391 2403 Siphimo.Yose@kznhealth.gov.za
DC Shonge 073 527 6212
Siphamandla Dlamini 076 707 2061
Hadebe Lindani 083 736 4841
Ziggy Mwqayi 072 143 1766 Mnqayi@kzn.gov.za
Khaye Khuzwayo 072 491 2888
Chief ME Dlomo 073 901 3415
Rev IM Zwane 083 699 2728 / 035 450 7151
Andries Dlea 082 083 9867
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Fano Mbhelo 072 803 1548 Qana.Radebe@kznhealth.gov.za
Sibusiso Qasa 083 477 0928 Qana.Radebe@kznhealth.gov.za
Mbuziseni Zulu 076 411 2324
Zibusele Ntombela 072 420 0827
Simiso Masondo 083 387 8482 Simiso.masondo@kznhealth.gov.za
Eddie Mahlanga 031 260 4390 Mhlanga@kznhealth.gov.za

LIMPOPO ATTENDANCE REGISTER
LT Khosa 082 749 5163
Sam Ramarola 082 338 1127
Lesetja Molepo 082 399 5868
Piet Mohlala 082 725 7492
PE Lesufi 072 157 0662
Bala Nkhumeleni 082 511 1110 / 079 968 2491
Bennet Shilenge 073 600 2422 / 079 874 1966
PS Mavundza 073 7771111
SN Sono 072 117 1124
Lazarus Moraba 074 353 2584
Chokoe Lesibana 072 219 3109 Chokoels@dhw.norprov.gov.za
Malesela Matlala 082 955 4012 / 014 717 1429
Justice Ramoba 078 605 0021
Simon Sete 082 221 0023
Elizabeth Matidze 082 871 5984 Matidzee@dhw.norprov.gov.
Tendani Munzhedzi 015 962 2273 / Fax 015 962 2373

082 507 0545
MunzhedziT@dhw.norprov.gov.za

Lindie Malumbeta Tel 015 811 654 / Fax 015 812 3162 MalumbeteS@dhw.norprov.gov.za
Rev SJ Ramoba 083 743 8407 / 078 605 0021

MPUMALANGA ATTENDANCE REGISTER
Mathebula John BOB 083 727 5583
Mahlaleza John 072 776 5170
Thobela Somo 072 754 0109
M A Nkosi 082 696 2096
Shadrack Chauke 082 392 8486
Thomas Zulu 072 549 2631 Tzulu@vodacom.co.za
Rontjie Patrick 072 257 9106
Sam Masondo 072 257 8863
Bongani Mabaso 076 216 5189 Mabaso85@yahoo
Mr PencilMokoena 073 403 2743
Selby Ndlovu 072 1262 633
Dumi Mokoena 082 295 8847
John Mahllela 072 779 6514

NORTH WEST ATTENDANCE REGISTER
Rev Thami Mvambo 076 950 4413
Jabu Africa 018 318 3730
Sunnyboy Mofi keng 018 264 2166
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Phanuel Sebokedi 018 264 2166
Tshepo Kgetile 018 381 3730
Mosala Mosikhare 082 953 0010
Mosala Kepile 083 351 4474
Joel Masiza 018 295 0134
Mahlomola Tsewang 018 264 3251
Pinanipi Maano 076 637 1632 Pinampim@vodamail
Daddy Maqabe 018 295 4753 
Patrick Moaludi 082 884 1269
Sipho Booi 083 429 5775
Tshepo Kgetile 072 834 4901
Thami Mvabo 076 950 4413
Washington Mdushana 082 215 0815
Sam Tsewane 018 264 3251
Brain Dikgetsi 053 994 2590
Botshelo Ngwato 083 427 1098
Matjato Monakedi 072 773 2501
Patrick Mamane 073 442 9716
Sammy Otsheleng 018 468 2210 Sammyo@telkomsa.net

 NORTHERN CAPE ATTENDANCE REGISTER
Kelly Kogisho Tel 053 831 4695 / Fax 053 833 7201
Jabulane Cele 083 561 5848
Ezekiel Hoye 053 872 0164
Vuyo Falata Tel 053 631 1575 / Fax 053 631 0777
Stephen Honco Tel 053 712 8112 / Fax 053 712 8118
Petrus Letlhogonolo 078 403 6788
Deon Oliver Tel 027 712 1603 / Fax 027 712 3421
Bennie Schalwyk Tel 054 331 2120 / Fax 054 332 2642
Pheya Mabote 053 830 0560
Ben Khoza 053 830 0560 Bkhoza@kbhsp.ncape.gov.za
Jahannes Lidles 082 294 1543
Mzi Mdunge 053 830 0556 Mmdunge@kbhip.ncape.gov.za
Dimalkatso Chinkuku 053 830 8616
Neville Basson 072 264 7579 Nevbll@lantic.net
Ronald Sichimusi 073 470 8046
Gerhard White 082 086 0943 / 053 631 4043
Gert Moria 076 221 4141
Wandile Madlala Tel 053 830 0554 / Fax 053 830 0542 Wmdlala@kbhsp.ncape.gov.za
Mzi Makapela 053 830 0618 Mmakapela@kbhsp.ncape.gov.za
Patrick Mogorosi 073 425 9741 PkMogorosi@kbhsp.ncape.za
DC Beukes Tel 054 331 2642 / Fax 054 331 2120 dbeukes@uphosp.ncape.gov.za
MJ Khumalo Tel 053 830 0611 / Fax 053 830 0649
M I Olivier 053 832 4226
J van Wyk
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AS Honco 053 712 8113 / 053 712 8118
LE Petrus 078 403 6788 / 053 712 0132

 NDoH ATTENDANCE REGISTER
Mr M Diale Tel 012 312 0398 / Fax 012 312 3102 dialem@health.gov.za
Sidney Tshabalala Tel 012 312 0595 / Fax 012 312 0566 Tshabs@health.gov.za
Kgwiti Mahlako Tel 012 312 0171 / Fax 012 312 0184 Mahlak@health.gov.za
Mpho Mahlari 012 312 0211 Mahlams@health.gov.za
Tebogo Setsete 012 312 3385 Setset@health.gov.za
Owen Mokhonoana 012 312 3127 Mokhoo@health.gov.za
Peggy Louwfort 012 312 0416 Louwfort@health.gov.za
Lesley Kgogo 012 312 0275 Kgogo@health.gov.za
Lucas Mngunz 012 312 0275 Mngun@health.gov.za
Saul More 012 312 0504 MoreS@health.gov.za
Mabuthi Sibande 012 312 3147 Sibandem@health.gov.za
Edward Matlaila 012 312 2330 Matlae@health.gov.za
Vincent Nkosi 012 312 0511 nkosiv@health.gov.za
Solly Mollo 076 875 8458 Mollos@health.gov.za
Philly Mokgoka 082 525 2326
Siyani Marima 012 312 0201 Marims@health.gov.za
Ntshengedzeni Mabudi 012 312 0318 MabudN@health.gov.za
Mapule Malotle 012 312 0179 Malotlem@health.gov.za
Mbangiseni Magoro 012 312 0517 Magoro@health.gov.za
Tsumbedzo Tshirado 012 312 0409 Tshiradot@health.gov.za
Dr hyera francis 012 312 0408 Hyeraf@health.gov.za
Dr NC Khaole 012 312 0189 khaolen@health.gov.za
Dr SA Amos 012 312 0097 Amoss@health.gov.za
Mr Solly Mollo 076 875 8458 Mollos@health.gov.za
Albert Mmbidi 012 312 0500 MmbidA@health.gov.za
Mandla Duma 012 312 0221 Dumamhealth.gov.za
Malose Poto 012 312 3151 PotoJ@health.gov.za
Saul More 012 312 0504 Mores@health.gov.za
Titus Seboka 012 312 0869 Sebokt@health.gov.za
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