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Background: Adherence to traditional notions of masculinity has been identified as an important driver in

the perpetuation of numerous health and social problems, including gender-based violence and HIV. With

the largest generalized HIV epidemic in the world and high rates of violence against women, the need for

gender-transformative work in South Africa is broadly accepted in activist circles and at the national and

community level. Because of the integral role men play in both of these epidemics, initiatives and strategies

that engage men in promoting gender equality have emerged over the last decade and the evidence base

supporting the effectiveness of masculinities-based interventions is growing. However, little research exists on

men’s receptivity to the messages delivered in these programs.

Objective: This article examines the current practices among a set of gender-transformation initiatives in

South Africa to see what lessons can be derived from them. We look at how South African men participating

in these programs responded to three thematic messages frequently found in gender-transformative work:

1) the ‘costs of masculinity’ men pay for adherence to harmful gender constructs; 2) multiple forms

of masculinity; and 3) the human rights framework and contested rights.

Design: This article synthesizes qualitative findings from in-depth interviews, focus group discussions,

and ethnographic research with men participating in several gender- and health-intervention programs in

South Africa. The data were collected between 2007 and 2011 and synthesized using some of the basic

principles of meta-ethnography.

Results and conclusions: Overall, men were receptive to the three thematic messages reviewed; they were able

to see them in the context of their own lives and the messages facilitated rich dialog among participants.

However, some men were more ambivalent toward shifting gender notions and some even adamantly resisted

engaging in discussions over gender equality. More research is needed to gauge the long-term impact of

participation in interventions that target gender and health.
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D
eep and persistent gender inequalities, patriar-

chal gender ideologies, and norms around mas-

culinity, in particular, have been identified as

critical factors in addressing a wide range of health and

social problems in South Africa, including the closely

entwined epidemics of HIV/AIDS and sexual violence

(1�3). There have been a number of state, civil society,

and community-driven efforts to transform gender prac-

tices and ideologies, and many of these initiatives are

beginning to make conscious efforts to involve men and

boys in their programing. Research around the contribu-

tion of masculinity to these health and social issues and

the potential for changes in gender norms is also gaining

momentum.

Interventions and research programs that focus on

masculinities and health have taught us a great deal about

the conventional ideas, and experiences of masculinity

in South Africa � as well as the relational nature and

multiplicity of masculinities found in South African

society (4, 5). They have also highlighted many of the

more destructive effects of adhering to rigid gender roles,

and preliminary research suggests that once aware of

these ‘costs’ and their impact, men are willing to change

(6, 7).
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Evidence supporting the effectiveness of masculinities-

based programing in prompting behavior change is grow-

ing and a core set of programmatic messages (including

those covered in this article) is becoming increasingly

common in these programs. However, what is currently

missing from the literature is closely observed research

on the mechanisms of change that might connect the

delivery of program messaging content to its reception by

participants, and to intended behavior change (2, 8, 9).

This article seeks to contribute to filling this gap by

synthesizing findings from a variety of research projects

conducted on masculinities-focused interventions in

South Africa. We are particularly interested in this first

step of the process of behavior change, from messaging

content design and delivery to participant reception and

interpretation. We review ways that some widely recog-

nized key concepts and messages, used by community and

civil society actors in their efforts to shift gender norms

and practices, are received, interpreted, transformed, or

resisted by men participating in these programs.

Gender transformation in South Africa: contexts
and interventions
The need for gender-transformative work in South Africa

is broadly accepted in state, academic, community, and

activist circles (10�12). Although gender norms do vary

by age, ethnicity, class, and geography, the dominant

masculine ideals of toughness, social domination, physical

strength, and sexual prowess (often through unprotected

sex) are widespread (11). Harmful beliefs such as male

sexuality being an uncontrollable force capable of over-

whelming any intentions of safe sexual practices are widely

reinforced by both genders (11). Risky sexual behaviors,

including multiple concurrent partnerships, unprotected

sex, and sexual conquest, are often described not merely as

effects of male sexuality but as defining features (1). This is

especially problematic in an environment with a general-

ized hyperendemic HIV epidemic (13).

Another common facet of conventional masculinity �
an entitlement to exert dominance over others, and

specifically, over women � is a key driver in another

nationwide epidemic plaguing South Africa: gender-

based violence (GBV) (14). Although there are important

debates over whether the legitimation of male physical

dominance is indeed ‘traditional’ and pervasive in local

communities (5, 15), there is strong evidence that con-

nects support for these patriarchal prerogatives to the

perpetration of violence (16). The growing evidence base,

from both developing and developed countries, support-

ing the direct relationship between exposure and perpe-

tuation of GBV and increased risk of HIV infection also

confirms the destructively synergistic nature of these

closely linked epidemics (2, 3, 17). Gender norms that

perpetuate gender inequality and GBV toward women

are pervasive in many communities as well as the public

sphere (18�20). A series of GBV indicator studies carried

out in four of South Africa’s nine provinces gauged

the prevalence of GBV and found that of those women

interviewed, 77% in Limpopo (21), 51.3% in Gauteng

(22), 39% in Western Cape (23), and 37% in KwaZulu-

Natal (24) had experienced some form of GBV (either

within or outside of an intimate relationship) in their

lifetimes. Similarly, the incidence of rape in South Africa,

though difficult to approximate because of under-reporting

and cultural normalization of physical and sexual vio-

lence (25), is widely considered to be at epidemic levels.

A cross-sectional study conducted in three districts in

KwaZulu-Natal and the Eastern Cape by the South African

Medical Research Council found that 27.6% (466/1,686)

of men admitted to raping a woman; one-fifth of those

that had committed rape had done so with someone other

than an intimate partner (i.e. an acquaintance, stranger,

family member); and more than half those that had pre-

viously committed rape (53.9%) had done so more than

once (26). Furthermore, perpetrators of GBV are more

likely to engage in any of the following risky sexual

behaviors: substance use, transactional sex and prostitu-

tion, and less frequent condom use (27�31).

These gender norms, not surprisingly, have direct,

health consequences on men as well as on women (32).

Men conforming to traditional notions of masculinity are

more likely to contract a sexually transmitted infection,

view sexual partners as adversaries, have more negative

attitudes toward condom use, and as a consequence, use

condoms less frequently (33�35). Many South African

men are also reluctant to make use of healthcare services,

believing that seeking health care shows signs of personal

weakness (36). They represent only one-fifth of those who

get tested for HIV and only 30% of those accessing life-

saving antiretroviral treatment (ART) (33, 37).

The majority of existing gender equality program-

ing works with women to address gender disparities (38).

Empowering women and protecting their rights are essen-

tial objectives to any efforts to eliminate gender inequality.

However, those involved in gender-transformative work

have become increasingly concerned that efforts to defend

women’s rights portray the beliefs and behaviors of men

as the ‘problem’ in need of a solution (39). Although in

some ways, this diagnosis seems intuitive, even obvious;

interventions that pathologize and reify men and mascu-

linity oversimplify the complex, diverse terrain of men’s

experiences and practices, and can significantly reduce

men’s desire to accept these messages and participate in

gender equity and health initiatives. Furthermore, pro-

grams operating under the notion that all men are in

positions of power, playing the role of oppressor, miss

many men who do not identify with this masculinity and

who may in fact be committed to changing rigid gender

roles (36).
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Efforts to include men and boys in gender
interventions
Initiatives and strategies that engage or encourage men

to directly have an impact on violence against women

have been recently summarized by Michael Flood into

a six-level approach, which seeks first to educate, then to

engage, and mobilize (39). The various levels of engage-

ment in these initiatives are summarized in Table 1. The

examples in the table are drawn from the case study

evidence we synthesize in the Findings Section of this

article. ‘Sonke’ is Sonke Gender Justice and ‘Khululeka’

is the Khululeka Men’s HIV Support Group.

Because of the relatively recent emergence of the mascu-

linities field, literature documenting the impact of partici-

pation in gender programing is still limited, but the most

effective types of gender programing are becoming more

evident. A global evaluation of 58 gender interventions

found that men’s participation in gender-transformative

programing (as opposed to gender-neutral or gender-

sensitive programing) is more effective at prompting be-

havior change (6). Studies looking at short-term behavior

change among men who participated in some well-known

gender-transformative interventions (such as Institute

Promundo’s Project H) (48), Engender Health’s Men as

Partners Program (49), and Sonke’s One Man Can (9)

support the assertion that gender-transformative inter-

ventions can catalyze behavior change. In addition, con-

sensus on which program messages are critical to include

in effective masculinities-based interventions (including

those reviewed in this article) are also becoming clearer (9).

Much of the impact evidence is quantitative in nature

(in the form of pre- and post-participation surveys) and

focuses on outcomes rather than practice (50). What this

article seeks to add to the field is to delve further into the

mechanisms of gender-transformative programing and see

how these messages are delivered and received from the

perspective of those implementing and participating in

the programs.

Given that gender constructs are socially reinforced

and firmly entrenched in society, shifting gender norms

and practices requires change in many different domains

of social, economic, and political life (51). Although few

organizations have the capacity and resources to inter-

vene at all these levels, many of the more successful ones

tackle at least two or more of these levels and try to

understand and intervene on socially constructed gender

norms, relations, and practices, using a multipronged,

multileveled approach. Sonke’s One Man Can (OMC)

campaign is one such intervention.

OMC, Sonke’s flagship program, is a gender equality

and health intervention whose aim is to reduce the spread

of HIV/AIDS and GBV. The campaign uses a human

rights framework and masculinities-based approach to

promote gender equality. The primary component of the

campaign is participatory workshops, conducted with men

and boys as well as in mixed groups with women and

couples. These workshops provide ‘safe’ spaces for discus-

sion and critical reflection on the topics of gender, human

rights, women’s rights, and masculinities. Typically, parti-

cipation in short-term workshops results in short-term

Table 1. Levels of engagement in work with men and boys

Level of engagement Examples and goals

Individual education Responsible fatherhood programs, youth mentoring. GOAL: individual recognition that violence can be

prevented. EXAMPLE: ‘One Man Can’ workshops that educate participants about GBV and encourage

critical reflection on each participant’s own experiences and acts of GBV (Sonke)

Community education Face-to face programs, social marketing, media strategies. GOAL: reach groups of people with

information and resources. EXAMPLE: Door-to-door campaigns and ‘open-airs’ at shopping centers to

raise awareness at HIV testing for men (Khululeka)

Providers/professionals

education

Workplace-based prevention, resource provision, and technical assistance. GOAL: educate healthcare

providers, teachers, police, and other professionals who can play an important role in promoting gender

equality and advocating GBV prevention. EXAMPLE: Training with lay HIV counselors about the needs and

perspectives of HIV-positive men accessing HIV care (Khululeka)

Engagement of communities Community mobilization efforts, awards programs, linkage of violence to other community issues. GOAL:

bring communities together. EXAMPLE: ‘Community Action Teams’ that coordinate community-led gender

transformative programing (Sonke)

Changing practices Change traditionally male-dominated groups (sports, social groups) perceptions as to acceptability of

women-directed violence. GOAL: reshape societal norms. EXAMPLE: Coaching of local soccer team as a

support group project aimed at shifting perceptions of masculinity among older boys (Khululeka)

Effecting policy and

legislation

School anti-violence programs, country-specific laws protecting victims. GOAL: support of a healthy

society that is violence-free. EXAMPLE: Country-level reviews across Southern Africa of health and GBV

policies and the involvement of men and boys in policy and programing (Sonke)

Adapted from Flood (39).
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behavior change, but Sonke combines the workshops

with longer term community engagement in the form of

community action teams. In addition to these direct

interventions, Sonke has an array of other complementary

gender equality programing (public service announce-

ments, media campaigns through radio and television,

engaging community leaders) (52) and advocates for

policy change at both the national level (pushing President

Zuma, e.g., to develop a National Strategic Plan [NSP] for

gender-based violence and incorporate more services that

target men into the NSP for HIV/AIDS) and international

level (as co-chair of the MenEngage Alliance) (53).

By contrast, Khululeka Men’s Support Group is a

community-based organization (CBO) in Cape Town that

offers support for HIV-positive men. The members of

Khululeka are Xhosa-speaking male residents of the Cape

Town township of Gugulethu, most of whom are unem-

ployed and only have a few years of formal education.

They are all HIV-positive and most of them are on ART.

Unlike Sonke, which is a relatively well-funded non-

governmental organization (NGO) with a national profile

and active set of programs, Khululeka is a small CBO with

little steady funding and a chronic lack of resources and

capacity in the group. They are, however, reflective of

the kinds of CBOs that Sonke tends to partner with in

communities for the OMC campaign and other initiatives.

Some of the work Khululeka engages in includes the

kinds of community mobilizing and awareness raising

described above as part of the OMC campaign. These

include information tables at shopping malls, door-to-

door campaigns, and slots on community radio stations.

Khululeka also provides its members with a private, ‘safe

space’ in the form of weekly support group meetings

for its members, who are all men living with HIV/AIDS

and dealing, in most cases, with the demands of ART

and treatment adherence. This support group component

attempts to support and engage with members in the long

term, but Khululeka’s work has been hampered by lack

of professional facilitation skills and adequate funding.

As a small CBO, it has been unsuccessful at establishing

partnerships with other NGOs and CBOs and, in con-

trast to Sonke, has little interest in or capacity for poli-

tical advocacy (41).

Methodology
This article synthesizes findings from five research

projects on men, masculinity, and gender transformation

conducted in South Africa between 2007 and 2011.

Findings from a number of these projects have already

been published (2, 9, 18, 41�44). This study was designed

to bring the findings of these individual studies together

and determine broad patterns and common themes in

the strategy and reception of gender interventions that

work with men and boys. This synthesis is not intended

to be representative of gender-transformation work in

South Africa or of the body of research on this topic.

Rather it aims to take advantage of our ability to revisit

the original data from a range of different but related

projects we have conducted over the last 8 years in order

to reflect on and synthesize lessons emerging from this

work.

The largest of these research projects was a process and

impact evaluation of the OMC Campaign implemented

by Sonke Gender Justice. The research was carried out

by Christopher J. Colvin over 3 years (2008�2010) in

six of South Africa’s nine provinces and consisted of

nine focus groups, 60 in-depth interviews, and 181 phone

surveys. Participants in this evaluation are mostly black

South Africans from low-income communities, OMC’s

target population. The campaign has targeted these com-

munities (both rural and urban) because they are dispro-

portionately affected by HIV (54).

The other major project was an ethnographic study of

the Khululeka Men’s Support Group. This study was

conducted by Christopher J. Colvin and Steven Robins

between 2007 and 2011. Research participants included

members of the support group as well as community

members, staff, and volunteers at other NGOs, and gov-

ernment officials who engaged with Khululeka.

We have also integrated data from smaller projects

including an evaluation of the ‘Red Card Campaign’

against child sexual exploitation that Sonke undertook

during the World Cup soccer tournament in 2010 as well

as interviews conducted by Liese Pruitt and Benjamin

Sieff with men and women in the community of Town

Two, Khayelitsha, Cape Town on the topic of gender and

health. Table 2 summarizes the various studies included

in this synthesis.

Ethical review for all projects was secured through the

University of Cape Town’s Faculty of Health Sciences

Human Research Ethics Committee. Although each of

these studies had their own set of specific research ques-

tions and objectives, they all used open-ended qualitative

methods to collect data and were all concerned with the

general problem of how to engage effectively with men in

gender-transformation work. The similarities in focus

across these studies, therefore, allowed for the extraction,

comparison, and synthesis of findings.

To integrate findings from the studies, we used some

of the basic principles of meta-ethnography (55). This is

an approach to synthesizing qualitative data, usually in

the context of systematic reviews. Because this study did

not require identifying other research, we organized our

analysis around the final four steps of this approach

outlined by Noblit and Hare: 1) identifying relations

between the studies, 2) translating them into one another,

3) synthesizing these translations into higher order

interpretations, and 4) communicating the findings (56).

In many ways, this approach reproduces the standard

analytic techniques used in primary qualitative research,
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including constant comparison, checking for contrasting

or contradictory cases, and developing higher order con-

cepts and interpretations.

Unlike meta-ethnographies of published qualitative

research, however, in this case, we had access to all of

the original data for the original studies and the analysis

process more closely approximated primary qualitative

data analysis. The analysis process was also shaped by the

fact that one of the authors (Colvin) had conducted or

supervised all of the prior research and the other author

(Viitanen) was new to the material. The first step of our

joint analysis process was for both authors to review the

published research (Table 2) and discuss emerging cross-

cutting themes under the broad category of ‘lessons

learned’ in gender-transformation work. This led to the

identification of two broad areas of potential interest �
program messaging and NGO strategies for engagement.

We decided to focus on the question of messaging and

identified several emergent subthemes under this theme.

Viitanen then took these emergent subthemes and went

back to the original interview and field note data and

sought to clarify, refine, and extend these interpretations.

Gaps and contradictory elements in the ongoing analysis

process were discussed jointly and the original data were

reviewed as necessary to provide further clarity. This com-

bination of access to the original data and the involvement

of a researcher who was new to the source material and

able to test existing and offer alternative interpretations

provided an important source of rigor to this synthesis.

Findings
Our synthesis of the research findings reviews the content

and reception of key programing messages used to engage

men and boys in these interventions. The three thematic

messages highlighted here are 1) the ‘costs of masculinity’

men pay for adhering to rigid and harmful gender con-

structs; 2) the existence of multiple forms of masculinity

and differences and inequalities among men; and 3)

applying a human rights framework when thinking about

gender and contested rights. These messages are widely

identified by gender activists and in the academic

literature to be critical to effective gender-transformation

programing. Our findings highlight the fact that although

some aspects of these messages are embraced by the men

(and women) involved in these programs; other aspects

were elided, misunderstood, or even actively resisted by

participants in ways that challenge the straightforward

aims of gender-transformation initiatives. Our aim here is

not to recommend alternative messages or to determine

which messages are most effective or easily understood.

Rather we aim to describe how these conventional messages

are received, interpreted, and sometimes transformed

or resisted by their intended recipients so that gender

transformation programmers might have better insight

into how and why the content of messages may (or may

not) translate into changes in attitude and practice. For

further background and analysis on many of the themes

discussed below, please refer to the original sources cited

in Table 2.

In the end, our findings suggest that messaging around

the costs of masculinity was generally well-received and

effective in reframing gendered perceptions, but notions

of multiple masculinities and the link between human

rights and gender rights were much more complicated in

their reception. We also noted that program implemen-

ters and community participants sometimes shared the

same reservations around messaging.

The costs of masculinity

A core message of masculinities-focused programing is

that men incur significant social and health costs (both

Table 2. Summary of studies included in synthesis

Study Summary of methodology and key sources

Evaluation of Sonke’s ‘One Man Can’

campaign

Conducted between 2008 and 2010 in six of the nine South African provinces. Mixed

methodology, including 9 focus groups, 60 in-depth interviews, and 181 phone interviews.

Participants were primarily black South Africans in economically marginalized communities

with high HIV prevalence (2, 9, 40)

Ethnography of Khululeka Men’s Support

Group

Conducted between 2007 and 2011. Ethnographic study with members of the Khululeka

Support Group in Gugulethu, Cape Town, as well as with community members, NGO staff

and volunteers, and government officials (18, 41�45)

Evaluation of Sonke’s ‘Red Card’ campaign

against child sexual exploitation

Conducted in 2010 and 2011. Process evaluation of Sonke and partner NGO’s

implementation of the Red Card campaign. In-depth interviews with 33 NGO staff and

volunteers as well as community stakeholders in Cape Town and Johannesburg (46)

Short-term ethnographic studies of HIV,

gender, rights, religion, and traditional

healing in Town Two, Khayelitsha,

Cape Town

Conducted in 2009 and 2010 with Benjamin Sieff and Liese Pruitt. Short-term ethnographic

field research in Town Two, Khayelitsha, Cape Town with community members and NGO

staff and volunteers on HIV, community mobilization, human rights, religion and traditional

healing (47)

Lessons learned

Citation: Glob Health Action 2015, 8: 27860 - http://dx.doi.org/10.3402/gha.v8.27860 5
(page number not for citation purpose)

http://www.globalhealthaction.net/index.php/gha/article/view/27860
http://dx.doi.org/10.3402/gha.v8.27860


directly and indirectly) as a consequence of their adher-

ence to dominant forms of masculine identity and

behavior (49, 57�59). One of the primary objectives of

the OMC Campaign workshops is to familiarize men

with these costs and help them realize how conforming

to narrow and rigid gender constructs has negatively

affected not only women around them but also their own

lives and the lives of other men they know. Risky sexual

behavior, physical conflict with other men, sexual and

physical violence against women, drug and alcohol abuse,

depression and other mental health issues, unhealthy in-

terpersonal relationships, and poor health-seeking beha-

vior are all addressed in the programing materials. The

workshop modules are designed to help concretize these

costs through role-playing activities, and honest group

discussions, driven by questions aimed at self-reflection.

I attended a workshop about gender; it played an

important role in my life understanding of gender

roles and balance. The workshop focused on roles

by men and women, the facilitator started with our

family backgrounds. From our family backgrounds

we found that there are so many men who grew up

(as first-born) in their families. As a result, they had

to do family chores like washing dishes, cleaning

and cooking for their younger brothers and sisters.

It was realized that most of we tend to stop doing

those important chores immediately when we grow

up or get married. We became shy from doing them

because we thought they were supposed to be done

by girls or women. Hence, when we get married, we

expect our wives to do the work for us instead,

whether the wife works or not. It just becomes their

burden to cook, clean and wash dishes and laundry.

The discussion at that workshop really made me to

open my forever-closed eyes considering that I used

to cook for my younger brothers as we were growing

but now that I am married, I do not do any of those

chores. That was one of my best sessions in the

program. [Male OMC Workshop participant]

A number of Sonke staff and all workshop facilitators

have participated in the OMC workshop trainings them-

selves and have spoken about the impact of this process

of self-reflection and the revelations it can elicit. Some

participants are former perpetrators of violence against

women and have credited participation in this workshop

(or similar gender-transformative programing) as the

catalyst for their transformation. Sonke staff have posited

that recognizing how conforming to hegemonic masculi-

nity has adversely affected their own lives serves as a

catalyst for desire to change.

Many of the participants of OMC workshops do in-

deed report identifying and responding strongly to these

messages about the costs of masculinity. In particular,

reluctance to seek medical care, social pressure to demon-

strate sexual prowess, and the inability of many un- and

underemployed men to fulfill social expectations to

financially support their families generated rich discus-

sion and debate across our studies. To help participants

recognize examples from their own lives, facilitators share

their personal experiences and past transgressions. This

also fosters an environment in which it feels safe to share.

Although the members of the Khululeka Men’s Sup-

port Group understand the costs of masculinity in

broadly similar terms, they frame these costs and their

responses to them in a slightly different way. Rather than

tackling prevailing masculine norms and their effects

directly in frank and challenging discussions, the way

Sonke workshops operate, Khululeka has focused on

creating safe spaces for HIV-positive men to disclose

their injuries and vulnerabilities to each other. Many

Khululeka members have come to believe that it was ad-

herence to hegemonic norms of masculinity that resulted

in their HIV-positive status. These men-only spaces (as

opposed to OMC’s often mixed workshop audience)

create a forum for the men in Khululeka to reveal and

discuss the challenges they face with respect to their

illness, their relationships, their substance abuse, and

their lack of employment (45). The conversations in these

support group spaces are more diffuse, intimate, and

open-ended, less directed by an outside facilitator or

program, and less directly framed in terms of psychother-

apeutic or human rights vocabularies. They talk freely

and at length about the many ways in which the social

norms of masculinity have cost them physically, psycho-

logically, socially, and economically.

Multiple masculinities

Multiple masculinity theory is a cornerstone of mascu-

linity studies, and a component of the conceptual frame-

work of many gender equality and health interventions

that work with men and boys (60). The range of possible

masculinities, both between and within communities in

South Africa, is thus another key programing message.

Across these various intervention programs, however,

it appears difficult for differences between men to be

recognized and accommodated within programing by

both staff and participants. Indeed, this struggle to both

recognize the diversity of men in South Africa and to

translate it into effective programing has been a source of

robust debate among Sonke staff � and among Sonke’s

other stakeholders such as other local NGOs and

academic partners � and it can be seen on a number of

levels in OMC workshop programing. At the organiza-

tional level, Sonke works as a gender justice network,

with the OMC program being their flagship project for

engaging men, and mobilizing change at the individual

and community levels. In their mission statement and

workshop programing, the target audience is defined

as men and boys [implicitly all men and boys]. How-

ever, in practice, the communities in which workshops

Amanda P. Viitanen and Christopher J. Colvin

6
(page number not for citation purpose)

Citation: Glob Health Action 2015, 8: 27860 - http://dx.doi.org/10.3402/gha.v8.27860

http://www.globalhealthaction.net/index.php/gha/article/view/27860
http://dx.doi.org/10.3402/gha.v8.27860


are conducted determine the target audience being

reached. To date, the majority of workshop trainings have

been carried out in predominately black South African

communities (2, 61).

On a conceptual level, OMC programing is inclusive

of the multiple masculinity theory and those who facilitate

the workshops are well versed in this notion. Still, outside

the workshops, discourse among participants often lapses

into generalized descriptions of ‘men’ as being uniform

in cultural upbringing, character, and by consequence,

actions. This contradiction, of recognizing heterogeneity

among men while simultaneously referencing to a singu-

lar masculine identity, was a recurring theme in inter-

views with OMC participants as well. In one focus group,

for example, a number of HIV-positive young men, who

provided home-based care to other sick men in their

community, repeatedly asserted that ‘all men in their

community’ (including themselves) behaved in a certain

way and held certain ‘traditional’ beliefs. They spoke in

great detail about how ‘men’ behave in sexual relation-

ships, what they value about conventional gender roles,

and how these gendered characteristics are not malleable

but are rather the unchanging product of both culture

and nature.

However, they did not seem to recognize that being sick

and vulnerable themselves, seeking medical help through

ART and HIV support groups, and providing intimate

caring for others, were all conditions and behaviors that

do not conform to the model of hegemonic masculinity

they were busy describing and legitimizing. Instead, they

seemed unable (or unwilling) to recognize the fact that

they represented a significant shift away from these

dominant norms and practices. The disconnect between

discourse and reality in this example demonstrates how

gender ideals and norms influence and organize thought

and frame experience. It also illustrates that a great deal of

creativity and flexibility with respect to gender norms may

simply remain unrecognized.

Work with Khululeka members offered similar exam-

ples. Group members felt marginalized by their HIV

status and most cited their divergence from ideals of

hegemonic masculinity as the primary reason for joining

Khululeka. Participants often compared being sick to

being ‘infantilized’.

When you are HIV-positive, and on top of that

unemployed you lose everything. Your wife and

children don’t respect you because you are sick,

without a job and now you cannot provide for them.

You are nobody, you are useless. This is why we

have created Khululeka, to help men discover their

manhood and dignity again. [Phumzile, founder of

Khululeka]

The manhood Khululeka seeks to restore, however, is in

some important ways a modified masculinity, one that

incorporates many of the hegemonic ideals of male

strength and dominance while avoiding those aspects of

male identity that most compromise the health of men

and their partners. Although there is more than occa-

sional reference to women’s rights and equality, as well

as recognition of the place of non-heteronormative

sexualities, in their discourse, the model of masculinity

Khululeka promotes is left intact enough to remain re-

cognizable and appealing to members. By remodeling

hegemonic masculinity into a more positive and healthier

version of its former self, men come to experience the

support group space of Khululeka as one that does not

explicitly challenge the broad outlines of a masculinity

many still embrace even as they try and struggle to live up

to its ideals.

Both Sonke and Khululeka have found it difficult to

realize a fully fleshed-out model of multiple masculinities

in their approaches, despite widespread recognition of this

diversity in principle. Reference to non-dominant forms

of masculinity, and in particular non-heteronormative

sexualities, does often get discussed when Sonke and

Khululeka members are addressing gender and sexual

rights under the new constitution (see next section).

However, for the most part, these alternative forms of

masculinity are cast as marginalized. The idea of a

‘hegemonic masculinity’ � and, in particular, a hegemonic

masculinity raced as ‘black’ � continues to implicitly

structure much of the conversation and practice of these

programs.

The human rights framework and contested rights:

children, women, and LGBT

One area of both Sonke’s and Khululeka’s work that

consistently produced heated debate and discussion was

that of human rights, and in particular, the ways human

rights were interpreted and applied in South Africa

with respect to children; women; and members of the

lesbian, gay bisexual, and transgender (LGBT) community.

Although both Sonke and Khululeka (albeit in different

ways) utilize a human rights framework, interviews with

participants and facilitators in both programs revealed an

ongoing tension between the right-based discourse of

gender equality and local cultural discourses of mascu-

linity and social power.

In general, male participants in both interventions

expressed frustration with gendered power shifts in both

public and private spheres, citing the impact of these

changes at the household (e.g. women’s sexual and

reproductive health rights; division of labor), community

(e.g. women in the workplace), and societal level (e.g. the

law) (2).When asked about the function and significance

of human rights in relation to gender, a majority of the

men interviewed who had not participated in an OMC

workshop and were not involved with an HIV or gender-

related NGO echoed the sentiment, ‘Now, women have

Lessons learned
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all the rights’ (2). We also heard this sentiment, however,

from OMC participants, Khululeka members, and other

members of rights-oriented CBOs. Although many re-

cognized that the South African Constitution is one

of the most progressive and inclusive affirmations of

universal human rights in the world, they also felt that its

application translated into greater protection of what was

framed as ‘women’s rights’.

Across focus groups, men cited generic anecdotes

(usually secondhand, with no names attached) to demon-

strate this over-emphasis on ‘women’s rights’. One recur-

ring tale was that of a woman complaining to the police

that her rights were being violated because of domestic

violence and the police taking action and arresting the

accused without due process. The story was often followed

by echoes from other men that if the scenario were

reversed (and it was a man who reported their partner

to the police) they would not receive the same protection

under the law, and in addition, would be mocked for even

bringing the matter to the police (41).

Like I said before if an argument emerges between

me and my wife the law will always protect the

women than me. If it happens that in the middle of

the argument she throws herself in a dangerous

place, injure[s] herself and rush[es] out to the police

station. I will not win that battle. She can always say

that I have been abused by my man. Before human

rights apply, already women rights take charge.

I won’t even have chance to explain, because I

will be seen as someone who has not only violated

human rights but human and women rights. [Male

OMC Workshop participant]

In addition to legal implications, men expressed frustra-

tion at the household and occupational level and the

disruptive impact they perceived that this shift is causing

within the family unit. Historically, the gendered division

of labor in South Africa has been fairly concrete. The

increasing presence of women in the workforce (coupled

with the existing high rate of unemployment) has

disrupted traditionally defined gender roles and shifted

dynamics within the household. The men in Khululeka,

in particular, expressed feelings of disempowerment that

they attributed to recent efforts to empower women and

promote women’s rights. As group founder, Phumzile

Nywagi puts it, even in the realm of HIV support groups

and volunteer opportunities to work as lay counselors,

men felt that women in their community had ‘more

support groups, more power and more jobs’ in the health

sector than men (43).

Of course, not all of the men in our research opposed

gender equality and women’s empowerment so explicitly,

and many reported embracing these ideals and chang-

ing their behavior as a result of their participation in

masculinities-focused interventions. For these men, however,

these changes were always set against the backdrop of

broad and significant tensions between a post-apartheid

political discourse that emphasized human rights and

a traditionalist discourse of patriarchy and culture that

emphasized male control over domestic and social life.

Many of those participating in both OMC workshops

and Khululeka meetings identified the government as

the agent that had usurped their family autonomy by

setting laws that protect women and children and under-

mine their prior authority.

Although women typically disagreed that their rights

were too powerfully protected, the topic of children’s

rights is one area that men and women connected to

both organizations seemed to agree on. These rights were

often described as being inappropriately asserted within

the household by an external and intruding state. They

spoke of the negative consequences that a rights-based

approach to child rearing was having for both individual

discipline within families as well as social discipline and

morality at the community level. As with the archetypal

story of the woman who gets the police to lock up her

partner over the weekend, men and women alike, across

the country and across interventions, told the same story

about children who had, for example, memorized the

child abuse hotline number and threatened to call it every

time a parent attempted to discipline them. They further

complained that children have extended the notion of

children’s rights from freedom from physical discipline

to also include freedom from any kind of discipline,

chastisement, or control over their behavior.

A third contested rights domain within human rights

in these interventions was the area of sexual rights. Sonke

staff describe a situation of pervasive homophobia in

South Africa and throughout sub-Saharan Africa as a

whole. South Africa’s constitution explicitly addresses

sexual rights and prohibits discrimination on the grounds

of sexual orientation or gender identity (62, 63). Despite

legal recognition, however, LGBT rights are still con-

strained by stigma, discrimination, and widespread

homophobia (64).

And yet, homophobia is visibly absent from much

of the programing of both OMC and Khululeka. At

the time, no OMC workshop activity directly addressed

LGBT rights, stigma reduction, or homophobia. Many

staff reported covering LGBT issues in workshops but

expressed difficulty addressing these issues comprehen-

sively. The same was true in Khululeka’s support group

meetings and other events. Neither intervention engaged

in detail with LGBT rights in their discussions and

activities.

When the topic did come up, staff and support group

leaders often reported being able to do little in terms

of challenging these norms. Participants in both OMC

and Khululeka generally accepted and reinforced the

broader discourse of homophobia. There was widespread
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agreement that heterodox sexualities were unnatural and

immoral. Many participants did agree with the idea

that this difference did not necessarily excuse physical

violence or verbal abuse directed at members of this

community, but there was little room for discussion of

these sexualities as anything other than abnormal and

threatening.

Discussion
Previous studies have looked at the efficacy of masculinities-

based programing in prompting behavior change in

South Africa and consensus on critical messages to

include in programing (including those covered in this

article) is growing. Our findings broaden this evidence

base by illuminating some of the details of the process of

message delivery and highlighting variations in message

reception and interpretation. A better understanding

of these mechanics will help those working in gender-

transformative programing to continue to refine their

curricula.

Of the three key program messages highlighted in this

article consensus was greatest with respect to the costs of

masculinities argument. Members of Khululeka, Sonke

staff, and OMC workshop participants seemed to strug-

gle least with recognizing and translating this message in

their own lives. In part, this may be because it names

something about the crises of masculinity that many men

are experiencing but do not have a frame for. Discussing

gender identity in consequentialist (as opposed to nor-

mative) terms offers a way forward from rigid gender

norms that are incompatible with their circumstances by

validating a shift away from the status quo.

The multiple masculinities argument was recognizable

when discussed theoretically but the ability to recognize

the constructedness of gender norms had less traction.

The influence of the hegemonic norm made it difficult to

talk about anything except positive but relatively small

modifications away from this ideal. It also made it

difficult for people to recognize the diversity of mascu-

linities in their own lives and communities or to accept

that they fit anywhere outside of the hegemonic box.

It is well documented in the literature that there is

often resistance to rights-based discourse, especially when

it is perceived as being imposed by external political

actors. The human rights discourse had traction in both

groups when discussed at the societal level as far as issues

of general fairness, the importance of tolerance, and the

prohibition against physical violence and abuse. This was

especially true when linked to political arguments about

rights in the context of the struggle against apartheid.

However, acceptance of these rights was more fragmented

when individuals applied them at the household level

and with respect to children’s and sexual rights. In these

contexts, rights discourses were viewed as externally

imposed (largely by the state and western culture), and

the appropriateness of enforcing them in the private

sphere was widely questioned.

The lack of formal or confident inclusion of advocacy

for the LGBT community in OMC programing was

notable. One possible explanation for why this content

area did not manifest as strongly is that within the

public’s perception of the larger human rights framework

in South Africa, the inclusion of LGBT rights is relatively

recent. Even some who identify as firm champions of

human rights in political circles have yet to recognize

and accept the rights of members of this community.

The ongoing and pervasive homophobia in the country

requires LGBT issues to be addressed as an explicit and

central component of one’s activism.

Some of the differences in perspective between Sonke

staff and participants and Khululeka members are to an

extent attributable to the different social, educational,

and economic strata they represent. Although the men in

both groups share a racial and linguistic history, and may

even live in the same communities, many of Sonke’s field

staff have secondary and tertiary qualifications, speak

English along with several other languages well, and are

increasingly part of a class and cultural context rich in

modernist discourses of human rights and gender equal-

ity (65). Khululeka members, by contrast, are for the

most part unemployed, have little educational back-

ground, and live precarious economic lives.

Another important factor that accounts for some of the

differences between these two groups is their difference in

purpose. Sonke is an organization that focuses on a wide

range of gender-related issues, whereas Khululeka is a

men’s HIV support group (18). While Sonke includes HIV

as one of its core thematic foci and political concerns, its

programing is designed and delivered as a broad gender

transformation intervention rather than a health inter-

vention. Khululeka, on the other hand, follows a more

therapeutic logic, organizing its programing around ways

to prevent and treat the disease, recognizing gender as an

important cofactor in this health condition. Although its

founder originally intended Khululeka to work within a

gender transformation framework, and frequently used

the language of gender transformation, Khululeka mem-

bers often resisted this framing and pushed for gender

work that might be more accurately considered gender

sensitive. This is most evident in the group’s adaptation of

masculine ideals to be compatible with their HIV-positive

status. Reframing health-seeking behavior as a means to

reclaiming independence and self-reliance allows the men

to adhere to dominant notions of masculinity by redefin-

ing how this can be achieved.

Limitations
The synthesis developed in this article benefited from

access to the original research data as well as the

inclusion of a researcher new to the source data and
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thus able to offer fresh insights and test existing inter-

pretations. As with any synthesis of existing data, how-

ever, we were limited in the extent to which we could

probe and refine emerging cross-case analyses. In primary

qualitative research, one refines the methods and data

collection tools as one progresses and in this case, we did

not have that opportunity. It should also be noted that

this synthesis does not aim to capture the breadth of

gender transformation work in South Africa. Rather,

it aims to look across a set of closely observed and

geographically proximate case studies to identify poten-

tial lessons learned and avenues for further research.

Conclusions
This article adds to the growing evidence base support-

ing the utility of men’s inclusion in efforts to transform

gender constructs and men’s receptivity to participat-

ing in such interventions. Our findings complement the

existing literature on the impact and efficacy of gender-

transformative programing (‘what works’ in gender

transformation) by focusing on the process of program

delivery (i.e. ‘how gender transformation works’). The

objective was to identify those messages participants

consistently identified with, either because they provide a

framework through which they could recognize their lives

and commitments, and/or because they generated com-

plex debate, and to see how they were delivered in prac-

tice and how men responded. We are not suggesting that

masculinities-based interventions alone can effectively

achieve gender equality. In order for gender norms to

change at a community or society level, a partnership of

men and women focusing on the common goal of gender

equality is required (66). Strategies regarding whether to

do this separately and/or together is a topic that needs

additional attention. Programs that capitalize on the

synergies of men’s and women’s health gains facilitated by

gender equality stand a better chance of successfully achiev-

ing sustainable and widespread gender transformation.

Finally, further research needs to be done on long-term

messaging retention and behavior change.

Authors’ contributions
All research was carried out by CJC. AV and CJC

conceptualized the manuscript. AV analyzed and inter-

preted the data. Both authors wrote the manuscript and

were involved in the revision process.

Acknowledgements

We thank the staff, NGO, and community partners of Sonke

Gender Justice as well as the Khululeka Men’s Support Group for

their generous insights into the research projects reviewed here. Time

to work on this article was partially supported by the Eunice

Kennedy Shriver National Institute of Child Health & Human

Development of the National Institutes of Health (award number

R24HD077976). The content is solely the responsibility of the

author and does not necessarily represent the official views of the

National Institutes of Health.

Conflict of interest and funding

The authors have not received any funding or benefits from

industry or elsewhere to conduct this study.

References

1. Sathisparsad R, Taylor M, De Vries H. Masculine identity and

HIV prevention among male youth in Rural South Africa. J Soc

Sci 2010; 25: 159�68.

2. Dworkin SL, Colvin C, Hatcher A, Peacock D. Men’s per-

ceptions of women’s rights and changing gender relations in

South Africa: lessons for working with men and boys in HIV

and antiviolence programs. Gend Soc 2012; 26: 97�120.

3. Dunkle KL, Jewkes R. Effective HIV prevention requires

gender-transformative work with men. Sex Transm Infect 2007;

83: 173�4.

4. Morrell R, Jewkes R, Lindegger G, Hamlall V. Hegemonic

masculinity: reviewing the gendered analysis of men’s power in

South Africa. South Afr Rev Sociol 2013; 44: 3�21.

5. Morrell R, Jewkes R, Lindegger G. Hegemonic masculinity/

masculinities in South Africa: culture, power, and gender

politics. Men Masc 2012; 15: 11�30.

6. Barker G, Ricardo C, Nascimento M. Engaging men and boys

in changing gender-based inequity in health: evidence from

programme interventions. Geneva: WHO/Promundo; 2007.

7. Dworkin S, Treves-Kagan S, Lippman S. Gender-transformative

interventions to reduce HIV risks and violence with heterosexually-

active men: a review of the global evidence. AIDS Behav 2013;

17: 2845�63.

8. Dworkin SL, Fleming PJ, Colvin CJ. The promises and

limitations of gender-transformative health programming with

men: critical reflections from the field. Cult Health Sex 2015:

1�16.
9. Dworkin SL, Hatcher AM, Colvin C, Peacock D. Impact of

a gender-transformative HIV and antiviolence program on

gender ideologies and masculinities in two rural, South African

communities. Men Masc 2013; 16: 181�202.
10. Ambe D, Karth V, Khumalo B, Eleanor McNab, Peacock D,

Redpath J. South Africa Country Report: progress on commit-

ments made at the United Nations Commission on the Status of

Women implementing recommendations aimed at involving

men and boys in achieving gender equality. South Africa: The

Office on the Status of Women, Office of the Presidency,

Government of the Republic of South Africa; 2004, pp. 2007.

11. Jewkes R, Morrell R. Gender and sexuality: emerging perspec-

tives from the heterosexual epidemic in South Africa and

implications for HIV risk and prevention. J Int AIDS Soc

2010; 13: 6.

12. Barker G, Ricardo C, Nascimento M, Olukoya A, Santos C.

Questioning gender norms with men to improve health out-

comes: evidence of impact. Global Public Health 2010; 5:

539�53.

13. PEPFAR (2014). South Africa operational plan report FY

2013.

14. Heise LL. Violence against women: an integrated, ecological

framework. Violence Against Women 1998; 4: 262�90.

15. Vincent L. Boys will be boys’: traditional Xhosa male circumcision,

HIV and sexual socialisation in contemporary South Africa. Cult

Health Sex 2008; 10: 431�46.

Amanda P. Viitanen and Christopher J. Colvin

10
(page number not for citation purpose)

Citation: Glob Health Action 2015, 8: 27860 - http://dx.doi.org/10.3402/gha.v8.27860

http://www.globalhealthaction.net/index.php/gha/article/view/27860
http://dx.doi.org/10.3402/gha.v8.27860


16. Seedat M, Van Niekerk A, Jewkes R, Suffla S, Ratele K.

Violence and injuries in South Africa: prioritising an agenda for

prevention. Lancet 2009; 374: 1011�22.

17. Silverman JG, Decker MR, Kapur NA, Gupta J, Raj A. Violence

against wives, sexual risk and sexually transmitted infections

among Bangledeshi Men. Sex Transm Infect 2007; 83: 211�15.

18. Colvin CJ, Raval G, Robins S, Nywagi P. The Khululeka Men’s

Support Group, a case study in political improvisation by

a community-based organisation. Cape Town, South Africa:

University of the Western Cape; 2008.

19. Tsai AC, Subramanian SV. Proximate context of gender-

unequal norms and women’s HIV risk in sub-Saharan Africa.

AIDS 2012; 26: 381�6.

20. Dartnall E, Jewkes R. Sexual violence against women: the scope of

the problem. Best Pract Res Clin Obstet Gynaecol 2013; 27: 3�13.

21. Machisa M, Musariri L. Peace begins @ Home: the gender

based violence (GBV) indicators study in Limpopo Province of

South Africa. Johannesburg, South Africa: GenderLinks; 2013.

22. Machisa M, Jewkes R, Morna CL, Rama K. The war at home:

gender based violence indicators project: Gauteng research

report. Johannesburg, South Africa: Gender Links and South

African Medical Research Council; 2011.

23. Chipatiso LM, Nyambo V, Machisa M, Chiramba K. The

gender based violence (GBV) indicator study: Western Cape

Province of South Africa. Johannesburg, South Africa: Gender

Links and South African Medical Research Council; 2014.

24. Musariri L, Nyambo V, Machisa M. The gender based violence

(GBV) indicator study: KwaZulu-Natal Province, South Africa.

Johannesburg, South Africa: Gender Links and South African

Medical Research Council; 2013.

25. Jewkes R, Sikweyiya Y, Morrell R, Dunkle K. Understanding

men’s health and use of violence: interface of rape and HIV in

South Africa. Cell 2009; 82: 3655.

26. Jewkes R, Sikweyiya Y, Morrell R, Dunkle K. Gender

inequitable masculinity and sexual entitlement in rape perpetra-

tion South Africa: findings of a cross-sectional study. PLoS One

2011; 6: e29590.

27. Dunkle KL, Jewkes RK, Brown HC, Gray GE, McIntryre JA,

Harlow SD. Gender-based violence, relationship power, and

risk of HIV infection in women attending antenatal clinics in

South Africa. Lancet 2004; 363: 1415�21.

28. El-Bassel N, Gilbert L, Krishnan S, Schilling R, Gaeta T,

Purpura S, et al. Partner violence and sexual HIV-risk behaviors

among women in an inner-city emergency department. Violence

Vict 1998; 13: 377�93.

29. Gilbert L, El-Bassel N, Rajah V, Foleno A, Fontdevila J, Frye V,

et al. The converging epidemics of mood-altering-drug use, HIV,

HCV, and partner violence: a conundrum for methadone

maintenance treatment. Mt Sinai J Med 2000; 67: 452�64.

30. Jewkes RK, Levin JB, Penn-Kekana LA. Gender inequalities,

intimate partner violence and HIV preventive practices: findings

of a South African cross-sectional study. Soc Sci Med 2003; 56:

125�34.

31. Zablotska IB, Gray RH, Koenig MA, Serwadda D, Nalugoda

F, Kigozi G, et al. Alcohol use, intimate partner violence, sexual

coercion and HIV among women aged 15�24 in Rakai, Uganda.

AIDS Behav 2009; 13: 225�33.

32. Peacock D, Redpath J, Weston M, Evans K, Daub A, Grieg A.

Literature review on men, gender, health and HIV and AIDS in

South Africa. Cape Town, South Africa: Sonke Gender Justice

Network; 2008.

33. Courtenay WH. Focus on men’s health. Blue Shield California

Positive Pers Health 1997; 4: 1.

34. Jewkes R, Sikweyiya Y, Morrell R, Dunkle K. The relationship

between intimate partner violence, rape and HIV amongst South

African men: a cross-sectional study. PLoS One 2011; 6: e24256.

35. Noar S, Morokoff P. The Relationship between masculinity

ideology, condom attitudes, and condom use stage of change:

a structural equation modeling approach. Int J Men’s Health

2002; 1: 43�58.

36. Peacock D, Stemple L, Sawires S, Coates TJ. Men, HIV/AIDS,

and human rights. J Acquir Immune Defic Syndr 2009;

51(Suppl 3): S119�25.

37. Coetzee D, Hildebrand K, Boulle A, Maartens G, Louis F,

Labatala V, et al. Outcomes after two years of providing

antiretroviral treatment in Khayelitsha, South Africa. AIDS

2004; 18: 887�95.

38. Baker P, Dworkin SL, Tong S, Banks I, Shand T, Yamey G. The

men’s health gap: men must be included in the global health

equity agenda. Bull World Health Organ 2014; 92: 618�20.

39. Flood M. Involving men in efforts to end violence against

women. Men Masc 2011; 14: 358�77.

40. Colvin CJ. It Looks Like Men Are Competing With Rights

Nowadays’: men’s perceptions of gender transformation in South

Africa. Johannesburg, South Africa: Sonke Gender Justice; 2009.

41. Colvin C, Steven SL. Citizenship and care beyond the clinic

walls: HIV/AIDS, community engagement and health govern-

ance in South Africa, Final Case Study Report for the New

Forms of Citizenship Project. Cape Town, South Africa:

University of the Western Cape; 2010.

42. Robins SL. Brothers are doing it for themselves’: remaking

masculinities in South Africa. In: Follér M-L, Hakan T, eds.

The politics of AIDS: globalization, the state and civil society.

New York: Palgrave Macmillan; 2008, pp. 56�76.

43. Colvin CJ, Robins S, Leavens J. Grounding ‘responsibilisation talk’:

masculinities, citizenship and HIV in Cape Town, South Africa.

J Dev Stud 2010; 46: 1179�95.

44. Colvin CJL, Leavens J, Robins S. Seeing like a ‘PWA’: a study

of therapeutic citizens and welfare subjects in Cape Town,

South Africa. London, UK: Chronic Poverty Research Centre;

2009.

45. Gibbs A, Campbell C, Akintola O, Colvin C. Social con-

texts and building social capital for collective action: three

case studies of volunteers in the context of HIV and AIDS in

South Africa. J Community Appl Soc Psychol 2015; 25: 110�22.

46. Colvin CJ. Evaluation report: red card campaign against child

sexual exploitation. Cape Town, South Africa: Sonke Gender

Justice; 2011.

47. Pruitt L. An injurious medical NGO: a journey to uncover the

effects of the Rath Foundation and its ‘alternative therapy’ for

HIV/AIDS in Cape Town, South Africa. Stanford: Stanford

University; 2009.

48. Barker G, Nascimento M, Segundo M, Pulerwitz J. How do we

know if men have changed? Promoting and measuring attitude

change with young men. Lessons learned from Program H in

Latin America. Gender equality and men: learning from

practice. Oxford, UK: Okfam; 2004.

49. Peacock D, Levack A. The men as partners program in

South Africa: reaching men to end gender-based violence and

promote sexual and reproductive health. Int J Men’s Health

2004; 3: 173�88.

50. Walker L. Men behaving differently: South African men since

1994. Cult Health Sex 2005; 7: 225�38.

51. United Nations (1995). Beijing declaration and platform of

action, adopted at the Fourth World Conference on Women.

Beijing, China: United Nations.

52. Sonke Gender Justice Network (2015). Our work/One Man Can

South Africa: Sonke Gender Justice. Available from: http://www.

genderjustice.org.za/community-education-and-mobilisation/

one-man-can/ [cited 3 May 2015].

53. MenEngage Steering Committee (2012). MenEngage strategic

plan 2012�2016. MenEngage.

Lessons learned

Citation: Glob Health Action 2015, 8: 27860 - http://dx.doi.org/10.3402/gha.v8.27860 11
(page number not for citation purpose)

http://www.genderjustice.org.za/community-education-and-mobilisation/one-man-can/
http://www.genderjustice.org.za/community-education-and-mobilisation/one-man-can/
http://www.genderjustice.org.za/community-education-and-mobilisation/one-man-can/
http://www.globalhealthaction.net/index.php/gha/article/view/27860
http://dx.doi.org/10.3402/gha.v8.27860


54. Marais H. The uneven impact of AIDS in a polarized society.

AIDS 2007; 21: S21�9.

55. Atkins S, Lewin S, Smith H, Engel M, Fretheim A, Volmink J.

Conducting a meta-ethnography of qualitative literature: lessons

learnt. BMC Med Res Methodol 2008; 8: 21.

56. Britten N, Campbell R, Pope C, Donovan J, Morgan M, Pill R.

Using meta-ethnography to synthesise qualitative research: a

worked example. J Health Syst Res Policy 2002; 7: 209�15.

57. Levack A. Transforming male gender norms to address the

roots of HIV/AIDS Vol. 100. Global AIDS Link; 2006.

58. Nascimento M. Working with young men to promote gender

equality: an experience in Brazil and Latin America. Brighton,

United Kingdom: Eldis Document Store; 2006.

59. Jewkes R, Wood K, Duvvury N. ‘I woke up after I joined

Stepping Stones’: meanings of an HIV behavioural intervention

in rural South African young people’s lives. Health Educ Res

2010; 25: 1074�84.

60. Connell RW, Connell R. Masculinities. Oakland, California:

University of California Press; 2005.

61. van den Berg W, Hendricks L, Hatcher A, Peacock D, Godana

P, Dworkin S. ‘One Man Can’: shifts in fatherhood beliefs

and parenting practices following a gender-transformative pro-

gramme in Eastern Cape, South Africa. Gend Dev 2013; 21:

111�25.

62. The Constitution of the Republic of South Africa, 1996. Sect.

Section 9: Equality; 1996.

63. Ilyayambwa M. Homosexual rights and the law: a South

African constitutional metamorphosis. Int J Humanit Soc Sci

2012; 2: 50�8.
64. Tucker A, Liht J, de Swardt G, Jobson G, Rebe K, McIntyre J,

et al. Homophobic stigma, depression, self-efficacy and un-

protected anal intercourse for peri-urban township men who

have sex with men in Cape Town. South Africa: a cross-sectional

association model. 2014; 26: 882�9.

65. Sonke Gender Justice Network. Staff: training, capacity build-

ing and community mobilization (TCBCM). Available from:

http://genderjustice.org.za/about-us/staff.html [cited 29 July 2013].

66. Strebel A, Crawford M, Shefer T, Cloete A, Henda N, Kaufman

M, et al. Social constructions of gender roles, gender-based

violence and HIV/AIDS in two communities of the Western

Cape, South Africa. SAHARA J. 2006; 3: 516�28.

Amanda P. Viitanen and Christopher J. Colvin

12
(page number not for citation purpose)

Citation: Glob Health Action 2015, 8: 27860 - http://dx.doi.org/10.3402/gha.v8.27860

http://genderjustice.org.za/about-us/staff.html
http://www.globalhealthaction.net/index.php/gha/article/view/27860
http://dx.doi.org/10.3402/gha.v8.27860

