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ABSTRACT 

THE CLINIC As A GENDERED SPACE: AN EXPLORATORY STUDY EXAMINING 

MEN'S ACCESS TO AND UPTAKE OF VOLUNTARY COUNSELLING AND TESTING 

SERVICES (VCT) IN THE CONTEXT OF A MALE-FRIENDLY HEALTH FACILITY. 

Men In South Africa test for HIV at lower rates than do women. Investigating ways to Increase men's uptake of 

Voluntary Counselling and Testing (VCT) services Is therefore of critical Importance to public health. The Site C Men's 

Oinlc In Khayeltlsha, where this study took place, Is an attempt at Increasing men's use of VCT. Men's views about a 

male-friendly space and Its Influence on VCT uptake had not yet been Investigated In South Africa. The Men's Clinic In 

Khayelltsha allowed me the opportunity to Interview men attending the cllnlc to explore their perceptions and 

experiences of VCT within this environment. The central aim was to explore whether men perceive the facility to be 

enabling In their decision to use VCT now or In the future. Furthermore, the Intention of this study was to explore 

whether male cllents perceive male health workers any differently to women staff with specific attention to 

confldentlallty. This Is closely linked to the uptake of VCT, as trust In health-workers Is central to the process. The 

study also sought to evaluate how this male-friendly environment may contribute to normalising testing In men, 

which Is another encouraging factor In VCT uptake. Finally, although this Is a crltlcal Issue for men's health, the study 

aimed to Investigate whether VCT services targeted at men, may benefit women's health too. 

The Interviews were qualitative, semi-structured Interviews. Being an exploratory study dealing with men's 

perceptions of the clinic and Its services, the qualitative approach was valid. This Interview approach allowed for 

variety In answers, but also revealed commonallty, as themes emerged In response to questions. The project Involved 

33 qualitative Interviews with men attending the clinic In Khayelltsha (Including 15 men who tested at the clinic and 

18 non-testers). The client Interviews took place between 5 - 27th October 2007. 

Getting men to test for HIV Is an urgent task for public health In South Africa. This study explored whether men 

experienced the clinic to be male-friendly and whether this Influenced their attitude to testing. Most men expressed 

an Increase In comfort and personal safety at the faclllty, which are valued attributes of a VCT facillty. Many clients 

expressed sreiiter trust In male staff, and surprisingly, trust In male patients, which contributed to their comfort at 

the facillty. There was evidence In the Interview data to suggest that male clients would contribute to normalising VCT 

through talking to peers about the clinic and Its services. This Is also likely to contribute to the greater VCT uptake In 

men. Testing dients seemed open to talking to their partners, having tested at the clinic. Some clients wanted to 

return to the facility with their partner to test. This Indicates a potentially positive Influence on the health of the 

couple. 
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Although the clinic quantitative data indicates a slow and disappointing start for the clinic, based on the perceptions 

expressed by these clients, the facility is filling an important health service for men. It is likely to encourage more men 

to access VCT, because men feel confident In the service and staff. This is arguably in the interests of men and 

women's health. 
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ACTS• Assess, Consent, Test and Support 

CTl - Oient tester one 

CT2 etc - Oient tester two 

CNT12 - Oient non-tester twelve 

LIST OF AcRONYMS 

CNT21 etc - Client non-tester twenty-one 

HAART - Hishly Active Antl-retroviral treatment 

HSB - health-seekln& behaviour 

HWW - Hope Worldwlde 

MC· Men's Olnlc 

MSF - Medicine Sans Frontiers 

Pl - Partner one 

P2 - Partner two 

P3 - Partner three 

P4 - Partner four 

PGWC • Western Cape Provincial Department of Health 

STD- sexually transmitted disease 

STI - sexually transmitted infection 

SRH - sexual and reproductive health 

UCT- University of Cape Town 

VCT -voluntary counsellins and testlns 

WoM - Word of Mouth 

s 



TABLE OF CONTENTS 

Title Page .......................................................................................................... Error I Bookmark not defined. 

Acknowledaements .•..•••..••....••.••..••••••..••....•••..••..•.•.••.•.••...•.•••..•••••.•••..•....•.••.•...••••.••••.••••••.••••••••..•••.•••••••••• 2 

Abstract ........................ ~ ...•...•......................................•.................•...................................•....•......•••..•...•.• 3 

list of AaOllymS ••••• •• ••••. •• .. •• .. ••• ••• .. •• ••. • .. ••• .. •• .. ••• .. •• •• •,. •• .. •••,. ••,, ••• .. , , ••• ••• • •• ••• •• ••,. ••. ••,. , •• •••. ••. •• .. •• ••• .. •• .. ••• •• .. ••• 5 

Olapter Orie: Introduction ..••.....•.•.. .........•.......•..•.. ......••....•.•.••. .......•.............•....• ....••.•....••.••.•..•...•.•.•....... 10 

HIV and Gender In South Africa 

HIV in South Africa 
Gender and HIV/AIDS in South Africa 

HIV, Gender and Prevention 

Gender and VCT 
Human Security 

Health and 'masculinities' In South Africa 

'Masculinities' 
Men's Health-Seelclno Behaviour 

Rationale and Overview of Study 

The Khayelltsha Olnlc and Its Strategy 
overview of Aims, Objectives, Methods 

a.apter Two: Literature Review ••••••••••.•••••••••••.••••••••.••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••..• 18 

Gender and Health 

Gender and Access to Care: Barriers to Seeking Health-care and VCT 

Possible Barriers 
Adapting Health Services for Men 

Olapter Three: MethoclololY ..................................................................................................................... 22 

Background 

Main Research Question 
Subsidiary Research Questions 

Population, Sampling and Data Collection 

Research Site 
Method: Qualitative Interviews 
Population 
Sampling 
Ethics 
Consent Procedure 
Logistics 
After the fieldwork 
Analysis 
Rel/ability a,:id Validity 

Chapter Four: Introduction to Flndlnp: The Clnlc as a Gendered Space ....................................................... 28 

Clinic Partner Perspectives 

Clent Perspectives 

10 

10 
11 

13 

13 
14 

15 

15 
16 

16 

16 
17 

18 

18 

18 
20 

22 

22 
22 

22 

22 
23 
24 
25 
25 
25 
25 
26 
26 
27 

28 

29 

6 



Illness and 'masculinity' 
Gender and accessino health services 
Only accessing care at times of crisis 

Thesis Outline 

Chapter Five: Male-friendly Clnlc Characteristics ........................................................................................ 34 

Defining a Male-friendly clinic 

Male Staff 

Manto Man 
Manto Woman 
7raditlonal Confldentlality' 
Someone like me 
An exception to the rule 

Male clients 

Greater trust In male patients 

A Culture of Respect and Independence: Unthreatenlng environment to 'masculinity' 

Emasculating experiences at Public Qin/cs 
Men's Qlnic accommodates 'masculine' traits: Respect and autonomy 
Counsel/Ina: a threat ta 'masculinity'? 

Promoting alternative views of 'masculinity' 

Location 

Opening Hours 

Decentralised Service/Non-clinical Site 

VCT and STI treatment 

Fast and Efficient Service 

Is the male-friendly aspect of the clinic an enabling factor in men's testing? 

Chapter Six: Trust In Male Health-workers .................................................................................................. 49 

Factors contributing to Trust in Health-workers 

'Men will keep It Inside' 
Anonymity between dlent and staff 

Chapter Seven: VCT Nonnallsatlon amongst men ........................................................................................ 53 

Testing as unusual and silenced among men 

Self-efficiency and Ufe Chances 

Self-care 
Some men did demonstrate the Initiative to look after their health before becoming very Ill. 
Life Chances 

Routine Testlfll contributing to VCT normalisation 

Talking about testing with male peers 

Attempts to encouraoe other men to test are often ineffectual 

Less direct, 'Word of Mouth' Marketing 

Chapter Eight: Advantages for women's health ........................................................................................... 62 

Male-friendly as opposed to Male-only 

Improving the SRH of both men and women 

Address/no proxy-test/no for the benefit of men and women 
'Brina In the males so they ••. would be part of the couple' 
Promoting Dlaloaue between partners 

29 
30 
32 

33 

34 

35 

35 
36 
37 
38 
38 

39 

39 

40 

40 
41 
43 

45 

45 

46 

47 

47 

48 

48 

49 

50 
51 

53 
55 

55 
55 
56 

56 
57 

57 
59 

62 

63 

63 
64 
65 

7 



Testing together or testing alone? 

Testing alone 
Testing together 

Do VCT services targeted at men in turn encourage these men to promote testing in their partners? 

Chapter Nine: Discussion and Recommendations ........................................................................................ 70 

Male-friendly clinic characteristics 

An Apparent Contradiction: Qualltatlve vs. Quantitative data 
AS/aw Start 
Community 
New Concept 
Marketing Campaigns 
Word of Mouth promotion 
Staff 
Location 
Opening Hours 

Trust In Male Health-workers 

Men's Clinic contributing to the Normalisation of VCT amongst men 

Testing Is unusual for men: Feminisation of the Qlnlc, HIV and AIDS and VCT 
Routine testing: an opt-out approach 
Role Models 
Testing In times of crisis 

Advantages for women's health 

Chapter Ten: Conclusion ............................................................................................................................ a 

References ...•.................................................................••.•..•..•...........•.••••........••....•...............•..•....••.•...•. ·91 

Appendix 1: vcr Model •••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• I 

Appendix 2: Questions ................................................................................................................................ II 

Appendix 3: Table of testers and non-testers ............................................................................................... HI 

Appendix 4: Additional Interview Quotations ............................................................................................... Iv 

Chapter Four: Introduction to Findings: The Clinic as a Gendered Space 

Illness and Mascullnlty 

Chapter Five: Male-friendly Clinic Characteristics 

Male staff 
A Culture of Respect and Independence: Unthreatenlng environment to 'mascullnlty' 
Promoting a/tematlve views of 'mascullnlty' 
Location 
Opening Hours 

Chapter Six: Trust In Male Health-workers 

Factors contributing ta Trust In Health-workers 

Chapter Seven: VCT Normalisation amongst men 

Testing as unusual and silenced among men 
Sel/-ef/ldency and Life Chances 
Talking about testing with male peers 
Less Direct, Word of Mouth Marketing 

Chapter Eight: Advantages for women's health 

Improving the SRH of both men and women 

66 

66 
68 

68 

70 

70 
71 
72 
72 
72 
73 
74 
79 
BO 

80 

82 

82 
83 
84 
85 

86 

iv 

Iv 

V 

V 

vi 
viii 
viii 
viii 

viii 

Ix 

X 

X 

X 

X 

X 

X 

xi 

8 



Testing together or testing alone? xi 

Appendix 5: Recommendations Table ......................................................................................................... xii 

Appendix 6: The Researcher: My Posltlonallty ...................................... - .................................................... xDI 

9 



CHAPTER ONE: THE CLINIC As A GENDERED SPACE: AN EXPLORATORY STUDY 

EXAMINING MEN'S ACCESS TO AND UPTAKE OF VOLUNTARY COUNSELLING 

AND TESTING SERVICES (VCT) IN THE CONTEXT OF A MALE-FRIENDLY 

HEALTH FACILITY. 

MAIN RESEARCH QUESTION 

Do men perceive the male-friendly clinic to be enabllng In their use of voluntary counselling and testing services? 

Introduction 

HIV and Gender In South Africa 

HIV in South Africa 

South Africa has more people living with HIV than any other country in the world (UNAIDS, 2007: 16). It is estimated 

that 5.54 million people are currently living with HIV in South Africa (National Department of Health, 2007c:9). The 

HIV adult prevalence rate varies within South Africa, with 15% in the Western cape, and 39% in KwaZulu-Natal 

(UNAIDS, 2007:16). 

Within the Western cape there ls also variance; Khayelitsha has 33.0" prevalence rate1 (National Department of 

Health, 2007c:9). The table below shows the prevalence rates In the Western cape in 2005. Khayelitsha is the highest 

in the province. 

1 Khayelltsha Is a low-Income area of the Westsrn cape. 'There Is clear correlatlon between poverty and high HIV 
prevalence, with communllles In informal selllemen1B ... often the most VUNrable. These communllles are oftan also the 
most underdeveloped, with poor access to social services lncludlng HIV and AIDS prevention, treatment, nutrition and 
care progiammes' (National Department of Health 2007c: 29- 30). Moreover, poor people are less likely to have health 
schemN allowing them to access prtva1e care more easly. In the context of STls anct-HIV/AIDS, where stigma Is 
attached, many people would prefer to access these services privately, but for the poor, this is not usually possl)le. 
Economic status Is therefore another aspect affecting men's low utlllzatlon of VCT in public cllnlcs In Khayelltaha, because 
most of these men are unable to access these servlc:es privately. 
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Graph from the HIV al'lri AIDS and STI National Strategic Plan 2007 - 2011 (t<Jatlonal Depart.mel'lt of Health, 2007c 29}. 

There is evidence:,, suggesfmg the South African epidemic is possibly staibilisir1g; nevertheless, it remains a human 

security concern. threatening South Africans. physically, emotionally, socially, economically, and politically 

(Departmenl ofHe.alth Soulh AMca, 7007b:6). 

Gender and HIV/AIDS in South Africa 

Health ts 'a. prod\lct of a comple:.: interactiof\ of human be:lr\gs, sod.al sy$tems, and environmef"lts over time' al'ld it is 

therefore lmporta,nt to examine: how these 'd@U:!rminants sort peopll:! for heillth' (Burris, )004:336) . Gender is one 

such detierrninant, central in shaping the: south African HIV epide:m,c. 

UNAIOS da.ta reflects that t,'.l% of those infect~ with HIV/AIDS ·1n Suh-Saharan Africa are wometl (UNAIDS, 1007:1). h\ 

the South African ad1.1lt population reports differ about the infection rates of men and women. A University of 

Witwatersrand study (2004) indicc1tes that 77 % of infected vouth \ue woml::!n (Pettifor, et al., )004:1 }. According to 

the National Oepa,rtment of He<llth, the difference is most pronounced in the: a.ge groi.,p 20-24 years where: 23.9% of 

women are ·,nfected, compared to 6.0% of men. A marked gender difference is ;,lso shown in the age group ]5·29 

indicating 33.3% for women and 12.1% for men (National Department of llealth, 2007c:29). This could be related to 

power dync)mlcs between men c)nd women. wherl:! men usoallv dictate the terms of sex (Chege, ]005:115). In 

conttast, in looking at over.111 adult prevalence, It is estimated that 411.5'% of HIV positive people are men and the 

2 lhe National O&~rtrrent of Heallh (2007b} repotlS a de-crease in HIV prevalence In the antenatal surveys between 200S 
and 2007 (2007b:6}. 
~ ·Yo1.1th' hem is defined hetw-een the agas 1.5- 24 years {Pettifor, et al.. 2004:1) 
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remaining 55.5%are women (Department of llealth South Africa, 2007c:l6). Anothef rep0rt P.~tim~t~s that 49.3% of 

thos.e infected arP. mer. and ~0.7~ art! v,omer1 (HSRC, 200~:21). This shows the diseQse levelfing. ·The peak age for I IIV 

·,ntection in women is 25·29 years while for men it is tile 30-35 years agP. group' (Natio..-al Oepartm~nt of Heatth, 

2007c:29). The g,aph b~low ilh•>Vates the ~ge-specific, gendered profile of the epidemic in South Africa. 

35% 

30% 

~ 25% .. 
;. 20% 
> 
(:! 15% 0. 

~ 
:c 

32% 6.0% 12.1% 23.3% 23 3,- t7:5'!b 10 :1% 1t; ~ (l4% ~ (% 

9A% 23.9% 33 3% 26.0% 193~ 124f!b 07% ~4% 40% '.\ 7% 

Age group 

Graph taken from HIV and AIDS and STI Na1ional Strategic Plan 2007 - 2011 [National Department of Health, South 

Africa, 2007c:24) 

Gfobally, and In South Africa, an I-IIV posiUvt! man is lik~ly to iriffl!ct more people th.!lil\ ari HIV positive wom<1n, for 

biofogir..:il Arid soci~I ,eASo..-s.. The far.t th~t womer. :.ue biologiCAlly mofe vulne(abJe is cornpounded by social gender 

inequalities between men etnd women (UNAIDS, 2000: 9). 

Although women are r.e,l;;1in1,., not passfve victims (th~y negotiate powef wh@fe they are <tbfe) men, to a la,g~ degreP., 

have tile power 'to influence and/or determine women's' se)(ual and reproducllve health (SRI-I) (Cheg~. 200!,:ll.5). 

The power felations at pla\• between men and women means that the s.exuaf behav1ovr of mP.n aff P.cts th<tt of 

womell, poiiibly more than women affect tile SRH of men lNational Department of Heallh, 2007a:ll). It Is therefore 

important for the health of men and women to promot1:1 gender equity in rnlatlonshlps, and enc:our<tg~ men's greater 

r<>sponslblhtyln matterS orSRH (UNAIDS, 2000:10). 

In heterosexu<1I ft!fationships ,esponsibility for SRH usually falls ot1 the should~fs of women; they typically take 

responsibility for contraception {Sen, Germain, Chen, 1994:228), Tile only effective alld widely available barrier 

method, preventing HiV tram.mission, is the male condom; however, this requir~s 1he co-operation of the male 

panner (Varga, 2001: 176, Walker, Reid and Cornell, 2004: 47). F"or many women, insisting on condom use Is nol 

possible due to uneqval power refations with men (Kauffman. 2004. 22-23, Cooper, et al., 2004:74). R~seafch 

indicates that to improve people's SRH, we need to engage wHll men and women, and not one s.P.x II\ lsol<1llon of the 
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other (Morrell, and Ouzgane, 2005:13, Peacock, 2005; Barker, 2005; Chege, 2005). Men need to be brought Into the 

SRH picture. 

Not all men subscribe to risky sexual behaviour and many take precautions to protect themselves and their partners 

from HIV and STls. Even so, the socially accepted stance4 that men are entitled to multiple partners puts them and 

their partners at risk of HIV Infection (Barker, 2005:3). Certainty women also play a significant role In the spread of 

HIV, however, 'It Is the sexual behaviour of men that largely drives the epidemic' (Barker, 2005:4). 

In some parts of the world, the soclal attitude has been to blame men for the spread of HIV (Barker, 2005:4). That Is 

not my Intention here; both men and women contribute to the spread of HIV. In this dissertation I aim to highlight 

that whlle men are Individuals and some place themselves and others at risk; It is crucial to be aware that those 

lndlvlduals llve In a soclal environment which Influences their behaviour. Gender sociallsatlon aids certain unhealthy 

behaviours, lncludlng sexual behaviour, as well as men's avoidance of health facllltles. If voluntary counselling and 

testing (VCT) Is part of HIV prevention, and men do not feel comfortable accessing this service, then gender 

soclallsatlon of men feeds the epidemic. My focus Is on men's health-seeking behaviour (HSB) and how 

"masculinities" may prevent men from accessing VCT. My Interest Is whether men perceive a male-friendly facility to 

encourage them to use VCT. 

HIV, Gender and Prevention 

Gender and VCT 

vcr5 Is recognised as a central aspect of HIV prevention and care (Day, et al., 2003:665, Magongo, et al., 2002:3). 

Testing for HIV Is a voluntary process lnvoMng pre and post-test counselllng. Regardless of what the result of the test, 

because of the counselling approach, VCT Is an opportunity for education and motivation. Ideally, the VCT participant 

Is educated about steps they can take to protect themselves and their sexual partner/s (Day, et al., 2003:665; HSRC, 

2005:85). Furthermore, if one Is to test positive, VCT Is an entry-point for accessing HIV support, care and treatment 

(Day, et al., 2003:665-666, Thiede, Palmer and Mbatsha, 2004:1). VCT Is not the answer to stopping the epidemic, but 

as part of a broader system Including treatment and structural Interventions; it will arguably contribute to lowering 

infection rates. 

Research Indicates that men use VCT at lower rates than do women (Peacock, 2005:149; Levack, 2005:5, Makoba, 

2006). in 2005, 20% of South Africans had ever used VCT and only one In five of these were men (Bodlbe, 2005). A 

study of 2500 men and women between the ages 15 - 34 showed that only 28 " of men Interviewed had ever been 

tested, In comparison to 58" of women (Peacock, 2005: 149). Over the months of July and September .2006, out of 

the SO 300 people who tested In cape Town clinics, only 17 999 (36 ") were men (Makoba, 2006). This gendered 

· disparity is a public health concern In light of the HIV/ AIDS epidemic. 

4 Men's having multiple partners is often socially accepted among men, and women. 
5 I have Included a diagram for the VCT model in Appendix 1 
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In South Africa, In 2001, It was estimated that only 10" of those who were HIV positive knew their status. The 

Implication Is that most Infections taking place are between people who are unaware of their status, and therefore 

not consciously taking steps to protect themselves o_r their partners (Kenyon, Heywood and Conway, 2001:169). This 

highlights the urgency with which the profile of VCT needs to be raised. 

I propose that the greater recruitment of men to VCT will Improve men and women's SRH. While men's health Is an 

Issue In and of itself, this Is In the Interest of women's health too, because of these skewed power relations (Varga, 

2001:180). VCT Is thought to promote HIV awareness and promote safer sex, potentially leading to the 

encouragement of partner testing as well as Increased condom use (HSRC, 2005:85; Thiede, Palmer and Mbatsha, 

2004:1). It Is therefore Important that VCT is aimed at the greater Inclusion of men, which should, In turn, Increase 

women's testing. Because of lower testing rates and gender power relations, I argue that there Is a greater urgency to 

engage men In VCT (Varga, 2001:179). If men practice safer sex, It will have a positive effect on their health and that 

of their partners. VCT is a public health, and human security Issue In South Africa. 

Human Security 

HIV/AIDS Is arguably one of the most overwhelming human security problems confronting South Africa today. The 

virus targets young adults, those In their economic prime, childbearing and parenting years (Lewis, 2004:97). Curbing 

the epidemic Is therefore of critical Importance. 

As the term 'security' is re-Imagined and given new meaning, human beings become the central security concern, as 

opposed to previous views whereby state security was threatened by external forces (Wood and Shearing, 2007:63 -

64). The Commission of Human Security notes, 'the Interests of humanity, as a collective, become the focus' (Wood 

and Shearing, 2007:64). 

It is In the Interests of humanity that the prevalence of HIV/AIDS Is areatly reduced In South Africa for reasons of 

'development, governance and security' (CCR and RBF, 2006:15). HIV/AIDS Is a health crisis, affecting the llfe 

expectancy and quality of life of thousands of South Africans. Not only does the virus affect the Infected, but also 

drains resources from households, as they care for AIDS patients. 

Beyond the health crisis, HIV and AIDS Is a threat to social, political and economic stability (CCR, 2006: 13). Prolonging 

and Improving quality of llfe through Highly active antl-retrovlral treatment (HAART) Is a means of reducing this 

security threat. On top of this, South Africa must prevent the spread of HIV. This Is partly done through VCT. 

Kofi Annan, former UN Secretary- General, described human security as people's right to 'freedom from fear' 

(Ndlnga-Muvumba and Pharaoh, 2006:15). Fear Is directly linked to HIV/AIDS. HIV and AIDS are deeply stigmatised In 

South Africa. It Is therefore a human security Issue to reduce this fear, through HIV normalisation, but also to directly 

reduce the threat of HIV Infection. Increasing VCT rates is one means of contributing to the further normalisation of 
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the preventative practice. Moreover, as a tool of prevention, HIV testing can contribute to the reduction of HIV 

Infection. 

VCT, within a larger HIV/AIDS prevention and treatment program, Is a crucial aspect of addressing this human security 

crisis. More people urgently need to use VCT so that they can access HAART, they are educated and more people live 

without fear. More specifically, there is a greater need to get men to test, for everyone's health. 

Health and 'mascullnltles' In South Africa 

'Masculinities' 

In understanding male HSB it is helpful to examine constructions of 'masculinity'. It must be noted, though, that these 

structures are fluid and there exist multiple 'masculinities' (Courtenay, 2000:1387). There is not one masculine 

identity to which all men ascribe (Courtenay, 2000:1387). Rather, men and women adopt some attributes that 

contribute to the culturally-defined concepts of 'femininity' and 'masculinity' (Courtenay, 2000:1387). 

'Masculinity' can be defined as what men 'should' be, and what they are striving to be (White, 2000:36; Connell, 

2005:70). Men, as do women In relation to femininity, conform to some stereotypic behaviour and in tum fulfil 

expected characteristics in terms of what it (ideally) means to be a man (Courtenay, 2000:1387, White, 2000:36). 

These socially constructed guidelines of 'masculinity' and 'femininity' direct the beliefs and behaviour of men and 

women (Courtenay, 2000:1288). 

Morrell (2001) notes that 'masculinity' is not Inherited; it Is learned and constructed, 'In the context of class, race and 

other factors which are interpreted through the prism of age' (2001:8). There is no single 'masculinity' or 'African 

masculinity'. I am uncomfortable with this term 'African masculinities' too, which, although admitting diversity, still 

claims a common 'masculinity' attributed to the sharing of a continent. 'Masculinities' are diverse and numerous 

across and within nations, language, 'culture', 'race', class and age (Morrell, 2001:8). While there may well be 

similarities In what It means to be a man, between men sharing the same language or culture, there will be 

differences too. 'Masculinities' Indicates this diversity In ways of being men, while acknowledging there are culturally 

defined Ideals of 'manliness', that many men and women uphold (Varga, 2001:177). 

n 
Some 'manly' attributes include independence, physical streneth, and emotional control (Addis and Mahallk, 2003:7). 

Moreover, for some men violence is connected to manliness (Reid and Walker, 2005:7). Violence against other men 

or women is a means to express physical strength, dominance and Independence (because you can look after yourself 

and others through strength). Having multiple partners is also, for some men, a means of expressing ways of being a 

man (Reid and Walker, 2005:15). These 'masculine' traits obviously have consequences for men's, as well as their 

partner's health. 
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Men's Health-Seeking Behaviour 

All these aspects of 'masculinity' may contribute to the trend in which men access health-care less frequently than 

women. 

The archetypal social pressures put on men to prove their 'mascullnity', including the demonstration of physical 

strength which withstands illness and pain, are related not only to expressions like violence, but also in seeking 

health-care (Courtenay, 2001:1389). This may translate to presenting an Image of general well-being, and dismissing 

Ill-health as minor, regardless of Its severity (Nattrass, 2006:10; Levack, 2005: 19, Peacock, 2005:149, Beck, 2004:9). 

Accessing health-care, then, for many men, feels like a demonstration of weakness, something that is not masculine. 

Central to performing hegemonic 'masculinity' 'in a sexist and gender-dichotomous society', then, is the '[r]ejecting 

what is constructed as feminine', including health-care (Courtenay, 2001:1389). 

In South Africa, the 'proportion of men attending government clinics [is predicted] to be 25" lower than that of 

women6
;' this is 'because men are less likely to seek medical help than women when afflicted with the same illness' 

(Nattrass, 2006:11). The social 'norms and practices' which have come to demonstrate manliness, prevent men from 

seeking help and health-care, Including VCT (Varga, 2001: 176; Nattrass, 2006: 3). 'Masculine' behaviours and men's 

perceptions of health institutions as 'feminine' spaces, must be taken into account when addressing men's low testing 

rates and the silence among men about using VCT. 

Rationale and Overview of Study 

The Khayelitsha Oinic and its Strategy 

Varga (2001) sugests that greater research in men's 'health service requirements' is needed to address men's low 

utilisation of health services (2001:190). This paper examines men's experiences at the Khayelitsha Site C, Men's Oinic 

(MC). An approach to addressing the low attendance of male VCT clients was to form a male-friendly health facility, 

which takes these factors into consideration. 

In a meeting with Wessel van den Bergh, from Hope Worldwide (HWW), in Aprll 2007, I was alerted to the opening of 

a male-friendly clinic, in Khayelltsha, cape Town, South Africa. It opened in May 2007 and was designed as a 

'catchment'7 site. it aims to recruit men into the health-care system and provides STI treatment and VCT (van den 

Berg, 2007, Mesi, 2007). The reason that the clinic was established was because the Department of Health and other 

organisations including HWW and Medicine Sans Frontiers (MSF), noticed that men living in Khayelltsha were 

6 This estimation is taken from Nattrass' (2006) analysis which controls for 'for age, soclo-ec:onomlc status and ~·. 
7 The clinic is an entry-point Into the health-care system. It is hoped that the clinic, being a new service In Khayeltlsha, will 
arouse w1oslty and men will come to investigate, and at that point they win be invited to find out more Information about 
the service, in a personal, one-to-one situation. 
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ccesslng STI treatment and VCT outside their community, usually in Salt River' (Mesi, 2007). De Azevedo, Khayelltsha 

1anager for City Health, Is noted as saying that the Salt River clinic was the only clinic to be addressing male issues In 

:ape Town. This cllnlc was unintentionally, but nevertheless, regarded as a male-friendly space. The hope Is that by 

,ringing a clinic, with male-friendly characteristics, to the Khayelltsha community, men will not spend transport 

,oney to access care, and will get treatment earlier (Mesi, 2007). 

,an Toms9, the former director of City Health In cape Town, highlighted the significance of this clinic in promoting 

men's health, and encouraging men to seek health early (Mesi, 2007). Men were noticed to be accessing VCT late In 

the progression of HIV when their CD4 counts were compromisingly low. The concern was raised that existing clinics 

in Khayelltsha may not be 'friendly' spaces for men, preventing them from accessing VCT (van den Berg, 2007). 

Significantly, the clinic is not an exclusively male site. Despite this male-frlendly0 policy, the clinic Is marketed as a MC 

and all staff are male. Women are not turned away from the faclllty, however. They are provided with available 

treatment, or referred to other facilities (van den Berg, 2007). P4 points out that the MC Is not about treating sexes 

separately. It Is about getting men into the health system11
• 

Overview of Aims, Objectives, Methods 

The aim of my research Is to investigate whether this male-friendly facility encourages VCT In men. I hypothesise that 

the male-friendly space is more accommodating to men's health needs, and that men will feel more comfortable 

seeking VCT in this space. Looking at why this Is (or possibly Is not) the case Is crucial, as It could contribute to greater 

numbers of people accessing VCT. In this thesis, the primary objectives Include, 

• First, to see whether the male-friendly space enables testing In men, 

• Secondly, relating to the first objective, to probe wl1ether male clients perceive male health workers any 

differently to women staff with specific attention to confldentlallty12
• 

• Thlrdly, to evaluate how this environment may contribute to normalising testing in men, as men may talk 

about It and encourage testing with male friends, 

• Finally, to explore how male-friendly spaces may contribute to the sreater SRH of men's partners, 

predominantly women, by explorln1 whether men are encouraged to discuss testing with their partners and 

possibly encourage partners to test, 

The Impact that this male-friendly space could have on encouraging VCT uptake In men was yet to be researched. A 

MC has now been established in Khayelltsha and It Is Important to investigate whether this does have an effect on 

men's HSB, their perceptions of the clinic space and services, and In particular whether It may encourage VCT use. 

Men's low VCT utilisatlon Is a matter of human security, affecting the lives of both men and women. 

' At. Spencer Road Clinic. 
'Dr Iva, Toms died lffl8JCP8(lladl on 25" March 2008. 
10 U..frlendly • oppoeed to male-only 
11 Ellher men are accessing treatment for STls and/or offered VCT at the cllnlc, or they are refelTed elsewhere in the 
township. 
12 Some sludles reveal that often men complain about juc:lgernaltal treatment, real or perceived breeches in COi lfldentiallty, 
Md these are largely dlrecled at female staff (Levack 2006:20). 

17 



CHAPTER Two: LITERATURE REVIEW 

Gender and Health 

Uke most health Issues In the world, the HIV epidemic Is a gendered one. In every society, there are overarching Ideas 

of what It means to be a man and what It means to be a woman (Courtenay, 2000:1387; Barker, 2005:16).Gender13 Is 

one of the most fundamental social divisions which structures dally life. It intersects with other significant variables 

including socio-economic status, 'race' and age, shaping Identities in particular ways. Gender is therefore 'a critical 

determinant of publlc health and social well-being' (Peacock, 2005:152). Gender 'has the analytical power to explain 

the differences between men's and women's susceptibility and exposure to specific health risks' (Astbury, 1999:4). In 

this dissertation, I argue that gender influences HSB, which relates to men's low utilisation of VCT (Barker and 

Ricardo, 2005:42). I believe gender is crucial in analysing why this Is the case and In thinking how to address It. 

Gender and Access to care: Barriers to Seeking Health-care and VCT 

Possible Barriers 

Research concerned with men's access of VCT services has Indicated several reasons why men access health services 

at lower rates than women. Male-associative traits like not admitting to pain, denying weakness and wlnerability, 

maintaining emotional and physical control, and dismissing help when it Is needed are major factors that inhibit 

men's use of health-services (Courtenay, 2000:1389). Not wanting to be seen as wlnerable also prevents men from 

getting help (Addis and Mahalik 2003:7). When this wlnerabiilty is witnessed by women It Is especially challenging. 

Male HSB results in a lower number of men than women using public health facilities, lncludlng VCT, In South Africa 

(Nattrass, 2006: 11). 

One Important aspect of men's HSB, related to prevention, is that men seem particularly concerned about seeking or 

being perceived to seek help 'too early' (Courtenay and Keeling, 2000:246). This has Implications for vcr because It is 

promoted as a preventative action which you are encouraged to undertake when you are feeling healthy (Baggaley et 

al., 2001: 553). Generally, men do not want to be seen to access health care unnecessarily, seeing It as appropriate 

only when the ailment is obviously serious (Macdonald, et al., 2000:4). 

13 'Gender' Is a social construct, meaning that people letJrn how to behave 'appropriately' as ., Individual sexed as a 
'man' or as a 'woman' (Haralambos and Holbom, 1990:531 ). The bol.r1darles that define "masculinlty" and 'femininity' are 
performed continuously whereby deep-n,olad ideas about what It m-,s to be a man or a woman are produced/re­
produced (and sometimes chalenged). These 'social differences' between men and women do alao change oww time 
(Vlassoff and Moreno, 2002:1713). Slgnlllcantly, there Is no single 'masculnlty' or 'femininity', and experlence8 of being a 
man and a woman differ between oommunltles, and within communities (Connell, 2005:38). Rather, there are 
"masculinlties" and 'femininities' 
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Another factor Influencing low utilization of VCT In men includes perceptions that the practice is not 'normal'. In other 

words, It Is not encouraged by those with whom they Identify (most likely other men) (Addis and Mahalik, 2003:11, 

Day et al., 2003:668). It has been suuested that with the 'normalisation' of testing amongst men, stigma decreases 

and there is improved likelihood that testing will Increase amongst men (Cape Gateway, 2006). 

The fact that testing ls not a routine, and therefore 'normalised', aspect of their health-care relates to the increasing 

perception of HIV/AIDS as a 'feminised disease'. By continuing not to test, men disassociate with HIV and AIDS, 

potentially encouraging men to believe they are not at risk (Levack, 2005:17; Nattrass, 2006:2). Media and published 

research emphasise the HIV burden on women, which although pertinent, may have damaging consequences for men 

(Nattrass, 2006:2; Beck, 2004: 15). Men may disassociate from the 'risk' group (women). This potentially results in an 

attitude of denial, seeing little need to test. 

Related to this feminisation process is the finding that, men often do not feel comfortable, as men, In health facilities, 

because they are regarded as female spaces (Levack, 2005; Beck, 2004). In South Africa most primary health clinics 

have become places staffed and frequented by women (Beck, 2004:23; Levack, 2005:19). This ostracises some men 

from clinics and VCT. Men feel disassociated from HIV, but also distanced further by their discomfort at clinics. 

Contributing further to men's discomfort, is the report that female staff sometimes direct negative attitudes towards 

men (Levack, 2005:20). Sometimes staff suuest men are all promiscuous, inconsiderate or violent towards .their 

partners (Levack, 2005:20-21). Consequently, men feel Ju4ged when seeking health services relating to SRH14
• These 

conditions are not conducive to encouraging men to use VCT. 

Because clinics are dominated by women, they have potentially become a hostile environment for men. What may 

facilitate men's better use of health services would be to change the environment to better suit men (McCarthy and 

Holliday, 2004: 26). 

14 I am including Voluntary Counselling and Testing (VCT) here in the context of men accessing SRH services. 
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Adapting Health Services for Men 

A culture et respect and Independence; An eowonment unth,:eatenlng to 'm•cuHnbY' 
McCarthy and Holliday refer to a discussion by Robertson15 (2001:156) on changing the health-seeking environment 

for men (McCarthy and Holliday, 2004:26). Robertson (2001) suggests that by making the health-care environment 

less threatening to 'masculinlty', health-seeking will become more appealing and acceptable to men (McCarthy and 

Holliday, 2004:26). If the environment is not seen to challenge Independence and rather to encourage understanding, 

Robertson suggests this may encourage health-seeking in men (Robertson, 2001:156 In McCarthy and Holliday). 

M•!eStatt 
A change In the health environment that may facilitate men's better use of VCT is the creation of 'male-friendly' 

health facilities where VCT is provided. Beck's (2004) article demonstrates the barrier that women-dominated clinics 

create for men (2004:16). He emphasizes the need for male health spaces where men feel more comfortable (Beck, 

2004:16)16
• Levack (2005) suggests the possibility for male-only VCT sites (2005:31). Perhaps by emphasising a clinic 

that is male-friendly, this may increase men's attendance at clinics and increase their use of VCT (Beck, 2004:16). Beck 

highlights that men generally feel more comfortable when male staff are present and prefer talking to men about 

their health (2004:16). This suggests that the clinic environment needs alterations to attract male attendance (Beck, 

2004:23). The idea has been hypothesized as a possibility which could facilitate men's better use of health-services in 

general, and specifically in relation to HIV testing and treatment. 

Two male-only drop-In centres in Soweto were opened in June 2005 (Medlcal News Today, 2005). These lmblzo clinics 

are designed to help bring men into the process of curbing the HIV/AIDS epidemic (Medical News Today, 2005). These 

sites are staffed by men so that men can access health-care In relative comfort (Medical News Today, 2005). 

Significantly, these are male-only sites, meaning women cannot receive treatment at these facilities (HIVSA, 2006). 

va combined wltb othtc seooces 
There have tie,n permanent and pilot interventions aimed at men's health, particularly young men, in South Africa 

and other countries including the USA and the UK (Medical News Today, 2005, Hancock, 2004 and Armstrong, 2003). 

Internationally, these have largely been facilities focused on SRH. In South Africa, the lmblzo projects focus on VCT 

and workshops on various conditions regarding men's health (like erectile dysfunction and STis) (Medical News Today, 

2005; PlusNews In-Depth, no date). In the case of the New York clinic, the services are more generallsed17 (Armstrong 

2003). Studies on these projects reveal noteworthy data relating to the Khayelitsha MC. 

u Reference in McCarthy and Holliday (2004) : Robertson, J.M. 2001, Couneellng men In college settings in G.R. Brooks 
and G.E. Good (Eds.) , The new handbook of psycholherapy and counselllng with men vol. 1 pp 148 - 189 San 
Francisco: Josaey-Bass. 
16 A respondent In Beck's study actually suggested having a separale entrance for men at the dinlc in Khayelltsha where 
he was accessing ARV treatment, eo as to accommodate men's discomfort with the women In the walllng rooms (Beck, 
2004: 7). This demonstratea a desire expressed by eome men to be in a separate space to women when It comes to 
health-care. 
17 At the Young MC they do general physical examinations, provide treatment for acne and sports Injuries, as well as their 
main focus, SRH, VCT and condom distribution. Therefore, the aervlcea are generallsed and not immediately related to 
SRH (Armstrong, 2003:220). 
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Hancock's (2004) article works with data emerging out of two male-only projects in the UK. They were established 

because men were reluctant to access free condoms and get SRH care from mainstream clinics, despite evidence that 

they wanted to access these services (Hancock, 2004:484). Similarly, the Young Men's Clinic in New York City was 

established in 1987 with the express purpose to address the SRH needs of young men (Armstrong, 2003:220). 

In terms of VCT, it is recognised that women's testing often occurs during pregnancy (Nattrass, 2006: 13). The concept 

of incorporating testing into gender-acceptable health areas Is thought to encourage testing. For men, it has been 

sugested that VCT services should be combined with tuberculosis and STDs18 (WHO, 2003a:3). The Khayelitsha Oinic 

has combined VCT and STI services. 

In Focus Group discussions organized with young men in New York Qty, it emerged that men would prefer a clinic to 

have broader services so that they were not immediately recognised as going in for SRH (Armstrong, 2003:220). The 

concern was agravated if they were forced to go to clinics in their neighbourhood; for fear of being identified by 

someone they knew (Armstrong, 2003:220). 

Promot1n1 positive, ,n,mat1ve ms qt 'mascyHnlty' 
The New York Clinic has posters on the clinic walls, promoting alternative views of 'masculinity', like a man holding a 

baby and other positive images of men (Armstrong, 2003:221). This Imagery is important because they are an 

alternative to negative images of men so often portrayed in the media. By having alternative, positive imagery of men 

in the clinic waiting room, men may be affirmed by these alternatives, and feel valued, rather than persecuted. These 

are conditions favourable for men to seek health-care. 

'Word qi Mouth' tod Mflt:trllndly QlnlA 
Moreover, in a study conducted at the New York clinic, it emerged that many returning clients had told other men 

about the clinic, and a quarter of new clients were told about the clinic from a previous client (Armstrong, 2003:222). 

The British male clinic studies all emphasise the key role that 'Word of Mouth' (WoM) promotion plays in raising the 

profile of SRH services for men (Pearson, 2003:198, Lewis, et al., 2004: 481, and Hancock, 2004:485). The lmblzo 

clinics similarly 'believe that the most effective way of reaching our target audience is through WoM (HIVSA, 2006). 

This has implications for the normalisation of VCT in men, as WoM promotes the service and the clinic. 

These other facilities provide useful Information in analysing the progress and effectiveness of the Khayalitsha MC in 

terms of whether or not it is encouraging men to use VCT. 

The literature review has highlighted emergent questions which I explore in my project19
• 

11 TB and STDs are health areas more acceptable to men (WHO, 20038:3). 
19 You will find these questions in Appendix 2. 
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CHAPTER THREE: METHODOLOGY 

Background 

Men's views about a male-friendly space and its influence on VCT uptake have not yet been investigated in South 

Africa. The Site C MC in Khayelltsha allowed me the opportunity to interview men attending the clinic to explore their 

perceptions and experiences of VCT at the clinic. The central aim was to explore whether men perceive the facility to 

be enabling in their decision to use VCT now or in the future. This leads me to my main and subsidiary research 

questions. 

Main Research Question 

Does a male-friendly health facility encourage men's use of voluntary counselling and testing (VCT) services? 

Subsidiary Research Questions 

1. Is the male-friendly aspect of the clinic an enabling factor in men's testing? 

2. As a result of their experience at the male-friendly clinic, would attendees recommend the service to friends, and 

therefore promote and contribute to 'normalising' Ver? 

3. Do VCT services targeted at men in turn encourage these men to promote testing in their partners? 

4. Are male health workers perceived as more trustworthy than female health workers? 

Population, Sampling and Data Collection 

Research Site 

My research took place at the Site C Male-friendly Oinic in Khayelltsha, cape Town. Khayelitsha is a large area, on the 

outskirts of cape Town, known as the cape Flats. Site C is an area within Khayelitsha. In 2004, Khayelitsha had an 

approximate population of400 000 people (Coetzee, et al., 2004: 888). 
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The Site C clinic Is a joint collaboration between cape Town City Health20
, the Western cape Provincial Department of 

Health (PGWC) and Non-governmental organisations, HWW and MSF. City Health provides assistance with running 

the clinic In terms of equipment, medical supplies and technical assistance. The PGWC provides funding for staff 

salaries. HWW manages the clinic staff. MSF donated the facility and have contributed to the Infrastructure 

establishment (Olnlc Partner Interviews, 2007). 

As the clinic was still a pilot project, It was I temporary structure. The clinic Is painted blue, possibly I male-friendly 

colour. As you enter the cHnlc, you walk through double doors and one Is faced with a short corridor with doors 

leading off on either side Into rooms21
• In terms of Infrastructure, the facility was equipped .to provide services to the 

community. 

Upon entering the clinic, the client will either wait In the waiting-area, If the clinic Is busy, or they are seen 

Immediately by I lay-counsellor. The counsellors see all clients before they see the nurse, giving the opportunity to 

counsel the men In HIV testlng22. If they need STI treatment, or help other than VCT, they will see the nurse after 

being counselled. Many of the clients come for STls23, but this method24 Is an opportunity to Influence that person's 

thinking In persuading them to test then or In the Mure. 

Method: Qualitative Interviews 

The project Involved qualitative Interviews with men seeking the clinic services. Initially I planned only to lnteNiew 

men who were using VCT at the cllnlc, exploring whether men experienced the clinic to be enabling In their decision 

to test. I decided to expand the project, however, and lnteNlew men who declined to use VCT at the clinic too. The 

hope was that by lnteNlewlng non-testers, I could probe why they had not tested, and If this related to the facility 

Itself. Moreover, I wanted to explore whether these non-testing men felt Inclined to test In the future as I result of 

visiting the clinic for STI services and having undergone HIV counselllng). 

I also Interviewed the three counsellors at the clinic and the nurse. I also Interviewed the clinic partners, which added 

valuable data to the cllent findings. Overall, the field-work, Including staff and clinic partner Interviews, stretched 

from the 5th October 2007 to the 16th November 2007. The client Interviews took place from 5 - 2-,lh October 2007. I 

did between 2 and 5 lnteNiews I day and these ranged between 20 minutes to 45 minutes In length. In total, I did 33 

client Interviews, Including 15 men who tested at the clinic and 18 non-testers. 

20 From thla point relarred to• City Health. 
21 These rooms inCklded, on the left, a srnal kltdlen, and three couneellng rooms. Then on the right there was the 
~ area, then the Nurae's conauffation room and office and flnlllly a IOlet. 
22 If the client decldet to test, after in-test counaelllng, then the nurse wl do the test In flont of the cllent. The lay 
counaallor then gives the result and goes through the post-test couneelllng. 
23 Rah9r than VCT apeclftcaNy. 
24 Thia approach verges on routine testing, but It was still called VCT and there was emphasis on counselling, which In 
routine testing, there Is less. 
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The Interviews were qualitative, semi-structured Interviews. Being an exploratory study this approach provided 

reliable data, revealing patterns when different clients were faced with answering the same or similar questions. It 

also allowed for a degree of flexibility, an important component of exploratlve studies. 

I conducted the Interviews with the help of a Xhosa-speaking male assistant, Mr Phumzlie Nywagl. Mr Nywagl was 

Invaluable to the project, as he came with his own knowledge on the subject, having worked closely In the field of 

HIV/AIDS and with men, with an interest In gender. In the Interviews, he helped me with translating English Into 

Xhosa and back again, where necessary. Furthermore, being a Xhosa man, he contributed to a relaxed atmosphere for 

the intervlewees25
• 

An English Interview schedule was designed and then translated Into Xhosa, by a bi-lingual speaker based at the 

University of cape Town (UCT). Simllarly, the consent form was available in Engllsh or Xhosa26
• It was essential that 

the Interviewees had the choice to speak In Xhosa, their first language. some of the clients chose to speak In English, 

while others felt more comfortable speaking In Xhosa. This method allowed me to direct the flow of questions, but 

also allow the clients to communicate in the language of their choice. 

Mr Nywagi and I went through the interview questions together before we began the Interviews. A mock Interview 

was also conducted before commencing the fieldwork. A Xhosa-speaking man, posing as a clinic client, was 

Interviewed, and with the help of a bl-lingual observer, the Interview questions were reviewed. Several changes were 

made through this process. It also allowed for the anticipation of any problems that may have occurred in the 

interviews. Mr Nywagl and I again reviewed the questions after the Interviews, as it became clear that a few of the 

questions were phrased awkwardly and created confusion for the clients. This all helped to refine the Interview 

process, making it clearer. 

Population 

The population for this study was men27 accessing services at the Site C MC in Khayelitsha. Initially I focussed on 

interviewing testers, because I began the project thinking this was my targeted population; however, after 11 

Interviews with testers, I opened the interviews to non-testers too. 

Of the non-testers, 15 interviews were with. men who decided not to test, despite the opportunity. 2 Interviews were 

with men who wanted to test, but were unable to because the nurse was unavailable and 1 Interview was with a man 

who had tested one month previously at another facility. In total I interviewed 15 men who used VCT at the clinic, and 

18 who did not use vcr at the Mc28
• 

26 This was In conlrast In contrast to my presence, as a white female, which potentially could have been dlscornfortll ig. 
26 These YtW'9 reviewed and apprCMd by the UCT Ethics commltlee. 
r1 I did not llmit the sample In tarms of age, as my Interest was In 'masculinities', and lhe8e show continuities and variance 
over a lifespan. As a result I spoke to men over a wide spectn.m of ages, lnc:uflng young adolescent boys, m~ 
and elderty men. 
21 Find a table of testers and non-testers and when interviews took place In Appendix 3 
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Sampling 

I requested that the staff help me with recruiting potential interviewees. They asked every potential client whether 

they would like to participate. initially, this was testers only. Then I went through a period of interviewing both testers 

and non-testers over a few days. In the last week, I exclusively Interviewed non-testers. This method meant that the 

staff did not interfere with the sampling process, as they asked each appropriate (either tester/non-tester at different 

times) client, and if they agreed, they would come for an interview. 

Cinlc opening hours are Monday - Friday 12:00 - 18:00 and Saturdays 10:00 - 15:00. The first interviews took place 

on the 5th October. After the first week, I took a week break from Interviewing, as my assistant, Mr Nywagi was away. 

This imposed some time off away from the clinic29• The next set of interviews proceeded on Monday 22 October 

2007. I also visited the clinic on a Saturday, because this was outside of a traditional working week. 

The times that I was at the clinic were spread over the clinlc opening times, therefore there was no selection bias in 

terms of the times that I attended the clinic. I also attended the clinic on weekdays and on a Saturday so as to have 

the opportunity to speak with men who perhaps would not attend the clinic during the week. This is a loose form of 

random sampling. Having the staff ask each applicable client also reduced bias. 

Ethics 

I requested permission from all the clinic partners (PGWC, City Health, MSF and HWW) to carry out my research at 

the clinic, and this was granted. I also went through the UCT Ethics Committee as a way of ensuring my project met 

ethical standards. They too gave permission for the research to go forward. 

Consent Procedure 

When recruiting, the counsellors and the nurse gave the men the choice to be Interviewed and again I gave them the 

option in the intervi~. I explained that they could stop the interview at any point, or refuse to answer questions, 

without any consequences. Interviews were completely voluntary. Although I gave the participants refreshments in 

the Interview, and reimbursed the clients for transport costs, they were unaware of this until after the interview had 

taken place. 

Logistics 

Throughout my interviews I kept a fieldwork diary reporting on the day's proceedings, my Impressions and thoughts. 

This helped me stay grounded in the research process and allowed for an analytical view throughout the Interviews. it 

was also very much a part of the thesis writing process, as I began to record emergent themes, link the theory with 

29 This break was pollentlally advantageous, as my presence at the clinic was not guaranteed, which meant that if clients 
lntentlonally came to the cllnlc for an interview (having heard about it through WoM), after the first week's research, the 
rese.-cher was not there. 
30 After going through the consent fonn with potential Interviewees, a couple of clients did leave without being Interviewed; 
however most men seemed open to talking with us. 
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the interview data, and shape my thlnkin1. Some of my findln15, discussion and recommendations follow from this 

writin1. 

I also recorded the interviews, allowin1 me to 10 back to re-llsten to the clients' responses31
• 

Althou1h this clinic is male-friendly, rather than male-only, as a woman in a male-taraeted clinic, I tried to keep a low­

profile. I was 1lven the use of a counsellin1 room to conduct the Interviews, which meant I did not interfere with the 

runnin1 of the clinlc. I preferred not to make my presence too prominent, as I did not want to cause any discomfort 

for men by bein1 In the waitin1 room, or appearln1 to lln1er around the clinic unnecessarily. 

After the fieldwork 

Once the interviews were complete, I found someone to help me transcribe and translate my Xhosa Interviews, while 

I worked on transcrlbin1 the El\lllsh Interviews. Ms Gidana, who works In the Public Health department at UCT and Is 

familiar With transcription in En1lish and Xhosa, assisted me with this task32
• 

Analysis 

When all the Interview transcriptions and translations were complete, I read throuah each transcript carefully, 

hl1hliahtln1 sl1nlflcant passa1es, as they related to my research questions. 

After famillarislna myself with the transcripts, I moved on to creatln1 a summary of themes by tabulatln1 each 

Interview in a spreadsheet of testers and non-testers and then a combined spreadsheet lncludlna all client Interviews. 

This was another way of orderln1 and storln1 the data, and it reinforced my enp1ement with the content. 

I then moved to the next sta1e of analysis where I went throu1h the transcripts In more detail. I compiled notes on 

my flndln15, summarisln1 the key Information with some initial comments referrln1 to specific passa1es In the client 

Interviews. I did the same process with the staff and clinic partner intervlews33
• 

Followin1 from this I moved into a more In-depth analysis, where I be1an arranalna the data In data-sets, aroupln1 

data thematically. These were arouped accordln1 to the alms of my subsidiary research questions34. After 1roupln1 

the themed data, I refined each 1roupin1 and ordered and analysed It further. I then Interwove theory into my 

flndin15. 

31 Permission was sought from each ollent, and the recorder was used only once permission from the client was given. 
32 Although Mr Nywagl helped me with tnlnslatlon In the Interviews, I was concerned that some of the data may be lost in 
the inmedlate translation process, so I felt another, more considered translation, would be beneficial to the quality of the 
resesch. 
33 At this stage, I had a good initial understanding of my findings and felt confident to write some prellmlnary ffndlngs for 
the clinic partners. Over the course of December and January, I submitted two repor1s, one on my preliminary findings for 
the client lntl8rvlewa, and another on the findings from the staff and clinic partner Interviews. This helped to reline my 
thinking and order It ilto a slruclured format. 
34 I grouped data together which correlatBd to what a male-friendly clinic was, and whether this was perceived to be 
enabling In men's use of VCT. I grouped more data which 001icemed whether the cRnlc was perceived to be contributing 
to the norrnalsallon process of VCT among men. I also grouped Information relating to how VCT In men was potentiaUy 
affecting men's sexual partners. Finally, I grouped data according to whether the male clients trusted male health-workers 
more than female health-workers. 
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Reliability and Validity 

A potential limltatlon of my research may be In the form of selectlon bias, as the men willing to talk to me may not be 

representative of the clinic population. Because I was open that I was a woman Interviewing men, perhaps men who 

did not want any contact with women at the clinic, would have declined the opportunity for an Interview. I do believe, 

however, that I had a spectrum of Interviewees; some were open to discussion, going Into detail, while others were 

more guarded with their answers. This may limit the generalisablllty of my research to the clinic population. 

Nonetheless, the research Is relevant, because the men who are Interviewed are a part of their community and are 

Immersed In shared gender discourses that have shaped their 'masculinity'. 

Another potentlal Influence on my research Is my Identity; beln1 white and female will Influence the responses from 

the participants In a particular way. Every researcher's Identity will Impact on the research process, but my Identity a 

white woman Is In Immediate contrast to my research participants. There will always be particular dynamics played 

out between the researcher and the participant, dependlna on their Identities. In some ways my Immediately 

apparent difference could be viewed as an advantage, as I am acutely aware of the situation. I discuss my thought 

processes concerning my position within the research, as a white Enallsh-speaklng woman interviewing black, Xhosa­

speaking men In Appendix 6 entitled, 'The researcher: my posltlonallty'. 
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CHAPTER FOUR: INTRODUCTION TO FINDINGS: THE CLINIC AS A GENDERED SPACE 

socially constructed views about what It means to be a man or a woman have a powerful Influence on the way we live 

our lives. Gender partly shapes our behaviour, Including the way that men and women seek health-care. Not all men 

and _women behave In the same way, but literature and my Interviews suggest that there are commonly-held 

understandings about how to respond to Illness as a man, and how, when, and where you may access help, If any. 

Obviously gender Is not the only determinant In HSB, and in SOuth Africa a key determinant Is socio-economic status. 

In this study, however, I have largely focussed on the Influence of gender on the access of VCT. It Is, however, 

Important to note that this research Is framed by the fact that patients using public clinics are usually unable to afford 

private doctors and do not have medical aid. 

In this project, I have explored whether men have found the MC In Site C Khayelltsha to be encouraging In their 

decision to use VCT, or potentially use VCT In the future. I would like to begin my analysis by examining common 

perceptions expressed by clinic partners and clients expressed about public cllnlcs, and how men experience these 

spaces. I have worked closely with the Interview data throughout my analysis and have supplied many within the 

text. More quotes in support of my findings can be found In Appendix 4. 

Olnlc Partner Perspectives 

The clinic partners Identified several reasons for establishing the Site C MC.35 

• Men's low use of health services 

• Providing Male Staff for SRH 

• Men not unwilling to test and accessing services elsewhere 

• Men accessing services when detrimentally Ill 

• Providing an entry-point Into the health system 

These are the reasons expressed to me for establishing the Site C, MC In Khayelltsha. I would now like to turn to the 

'Issues' above, as expressed by the men interviewed. The client Interviews largely confirmed the reasons for opening 

the clinic. 

35 Some of these I have anady mentioned in the introduction and literature review. 
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Oient Perspectives 

Illness and 'masculinity' 

Most of the men I Interviewed associated cllnlc clients and health-workers as female36
• Not only are clinics gendered 

spaces, and predominantly associated with women, but the way we seek health-care Is linked to gender 

constructions, defining men and women as different. The generalised construction Is that men stay away from clinics, 

because they are stronger and can resist pain, whereas women give in to illness quickly, because they are weak. They 

therefore attend clinics more frequently. If women go to the clinic because they are 'scared to be sick' (CT17), then 

men should, by assumption, be courageous, stay away and face their Illness alone. 'Men's denial and disregard of 

physical discomfort, risk and health-care needs are all means of demonstrating difference from women, who are 

presumed to embody these •feminine" characteristics' (Courtenay, 2000:1390). This sentiment was repeated by 

many of the clients displaying commonly held views affecting men's HSB. 

' ... we as men believe that when you are a man you have to resist to the pain' (CNT26). 

' ... the women is scared [to be sick, whereas men] brush It off, say no, let's see maybe tomorrow, and 

then maybe tomorrow they don't' go there' (CNT27). 

This demonstrates men's perceptions about what It means to be a man when faced with illness. Olents explained that 

as a man It Is understood you are able and must resist pain through Inherent, masculine strength. If you give in to the 

Illness, you are being less manly. If you go to the clinic, you are like a woman who gives in to her pain. This association 

that links 'weak' women with clinics Is disconcerting for men, and dissuades them from seeking health-care37
• 

Moreover, clients Indicated that It Is manly to deny illness and any vulnerability to Illness. These masculine traits 

Influencing health-seeking have ramifications for men's use of VCT. If men are to deny their vulnerability as proof of 

their manliness, then this contradicts the Ideology of \/CT, which is to take responsiblllty, be vigilant early, and know 

your status38• 

Denial of vulnerability and Inherent strength also relate to male views of independence. Other clients suggested that 

in order to prove your 'masculinity' when faced with Illness you should take care of It yourself and not 'run to the 

clinic,' as women do. Cients described clinics as spaces for women. It is understood that men avoid clinics and this Is 

related to gender constructions. 

These attributes of 'masculinity' are also related to how men perceive their r1$k to HIV. Client 9 expressed his belief 

that women were more vulnerable to HIV/AIDS, based on the assumption that men are stronger and more physically 

able to fight the disease. 

"Utarature also contlnns men's perception of cllnlcs as female-domlnaled (Beck, 2004:23; Levack, 2006:19). 
17 Thia Includes testing for HIV. 
• To do this, however, means to admit to being at risk. 
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Lastly, in looklng at client responses Indicating the association of Illness and clinics with women, secrecy of illness or 

pain was another masculine trait. This Is related to denial, but Is subtly different. It Is unmanly to be sick, so, as men, 

the illness should be hidden from the community to maintain your position as a man. This has Implications for men's 

use of VCT, for, If they need to be secretive about Illness, then going to the clinic has consequences to their 

'masculinity' and how they are viewed as men In their community39. 

'In most case men tend to hide their sickness .. .' (CNT21). 

The preceding Interview quotation demonstrates that these Xhosa men need to be the opposite of what they 

understand to be the 'weak' behaviour of women40
• Men 'should' resist pain, be disinterested and dismissive of 

symptoms, In order to prove their manliness. 

This clearly Indicates how powerful gender Is In shaping HSB In these men. Literature confirms this behaviour: asking 

for help, and admitting weakness and vulnerability goes against the social messages that men receive about 'the 

Importance of self-reliance, physical toughness, and emotional control' (Addis and Mahallk, 2003:7). The clients 

emphasise the qualities of strength, Independence and denial of risk. 

Gender and accessing health services 

Getting men to test for HIV Is an urgent task for public health In South Africa. If more men are testing, It means more 

men are aware of their status, and hopefully taking precautions not to spread the virus. Actually encouraging men to 

test In the face of these gender-constructed obstacles Is a mammoth task. In the course of this paper, I will argue that 

the Site C, MC is a step towards getting more men to use VCT and Into the general health-care system. This Is a matter 

of human security, as men's, (and women's health) Is In danger as long as men refuse or delay the use of VCT. 

This perception that clinics are 'made' for women, as communicated below, means that some men feel they do not 

have a space to go when they need health-care. Consequently, even by being at a clinic, many men feel less manly; 

thl~ Is a barrier to VCT. The MC, In a sense, provides a legitimate space for men to seek help with less compromise to 

their Ideas of manliness. 

'The man does not like to go to a clinic, It's a lady's stuff to go to the clinics' (CNT18). 

'I think guys •.. belleve that ••• the clinics are made for women' (CNT32). 

39 It also has c:onsequences In being HIV positive, because If It Is commonly accepted for men to hide their Illness, then 
~ many 819 not dlscloslng their HIV status to sexual partners. 

Men must be the opposite of scared, the opposite of weak and the opposite of concerned (the traits associated with 
woman and health-seeking). 
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This popular notion suggests that men stop themselves from going to clinics because they are not men's spaces; they 

are for women 41• 

Client 33 (below) talked about the stigma for men being associated with clinics. 

' ••. you see men sometimes don't want to be seen [in clinlcs] .. .it's the stigma behind the HIV ... maybe 

people will say hey this guy Is HIV positive, I saw him there ... [even if you go] for flu ... people will say 

you are HIV positive. That's why we don't go, but women they do go ... women usually go to prevent 

pregnancy. So, If they are there, no one will say [they are HIV positlve] ... lt's more normal, they 

[women] usually go all the time' (CNT33). 

There are more reasons for women to be at clinlcs42
• That means that some people jump to conclusions, or male 

patients perceive others to be jumping to conclusions, as to why men are at the clinic. If women go to the clinic to use 

VCT, people do not necessarily assume that because there are a number of other reasons for which they could be 

there. Men go to clinics less frequently and there are fewer standard reasons for them to go, therefore assumptions 

are made about their HIV status when they are at the clinic. This prevents them from attending clinics. Both men and 

women experience HIV stigma and this is a barrier for them, but there Is a difference in how men and women 

experience stigma. It Is therefore gendered. 

Cient 6 described men as being 'afraid' of going to the clinic. 

' ... Men are scared to come to these places [clinlcs] ... Even if the man is sick, the women Is going to 

push the man to actually go to the clinic' (CT6). 

To go to the clinic, then, would mean to contravene gender norms. In the face of this fear, courage is needed to visit 

the clinic. 

'They are scared to be laughed at because they .. .are traditionalist[s] so they do not have to go to the dinlc 

they use traditional medicines, so there are those ones who come to the clinic and once they go to their 

places [homes] they are being laughed [at]' (CT16). 

Men are afraid of being seen to contravene gender norms by visitin, the clinic. The implication Is that men should 

only seek 'traditional' solutions, because this is the manly thing to do. To go to the clinic, means you may be ridiculed 

by others, because you were not man enough to seek the 'proper' treatment43
• 

41 Client 32 eicpanded on this aaylng he does not buy Into this thinking that the clinics are for women only. He believed 
clnlcs are for everyone, however, this Is commonly understood to be the case. 
42 For contraception, pregnancy, Termination of pregnancies, bringing ffl children etc. 
43 Tradltlonal medicine 
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Some men expressed fears that the (female) staff were going to shout at them. If women shout at men (and in public) 

this is also a contravention of traditional gender norms. In a patriarchal society, women should be submissive to men, 

particularly in public. The quotation below demonstrates fear of both gender norms, of being at the clinlc in a 

woman's space, but also being shouted at by women. 

'The ladies they go to their clinic .. .so we can't go to the main clinic ... because we are a llttle bit scared the 

ladies are going to shout at you' (CNT18) 

Another client explained 'fear' of the clinic differently. Men are afraid to have their illness or ailment (and therefore 

weakness) confirmed for them at the clinic. 

'The problem I think is we men we are scared to go to the clinlc because we are discover something new 

now, that is why we delay to go to the clinic' (C17). 

The clinic may make a dent to the self-image of manliness. As long as the condition is unconfirmed, the man may live 

in denial. When the clinlc diagnoses the problem, however, it is more difficult to deny your body's failings (and the 

weakening of manliness). 

Only accessing care at times of crisis 

Some clients highlighted the common masculine trait whereby they do not attend to their symptoms until it is very 

late in the illness. Delaying the use of VCT means that men enter the health-system very late, when their immune­

systems are dangerously compromised by AIDS, and when ARVs are less effective. It is therefore urgent to get men to 

test earlier , to help normalise testing when healthy and to get men onto ARV treatment when the time is right. Client 

6 and 12 explain this 'masculine' approach to illness, 

' .•• [men say] this is the flu it's going to go away'. But when it gets serious, It's then that he pushes 

himself to come' (CT6). 

'We [men] endure the pain and when we can't take the pain anymore would go to the clinic' (CNT12). 

The above quotations indicate that men experience conflict when Ill. Knowing they are presenting signs of illness and 

therefore need help conflicts with societal pressure to be masculine and deny this pain, to the self and others. Gender 

norms direct them to ignore symptoms of illness. Men may be aware of symptoms, but in pursuit of IMng up to manly 

traits, they resist help. Only when it is so obvious, to everyone, and the patient himself, is this a socially acceptable 

time to seek health-care. 
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Furthermore, if clinics are associated with women, and if Illness Is associated with women, then men who learn they 

are HIV positive, possibly feel emasculated. They are Ill, and therefore like women, which to them Is shameful. 

Therefore, why test If you are going to feel less manly? 

Men often experience clinics as Inhospitable places reminding them of their failure to meet social standards of 

'masculinity'. I argue that the MC, however, encourages men who would otherwise avoid health-care to seek help. 

' ... when I saw the advert outside saying that this Is a MC I thought of coming Inside and do what I 

should have done [a) long time ago' (CNT25). 

This suggests that by encouraging men Into the health-care system, It also brings them that much closer to using 

vcr4'4. 

Thesis Outline 

The preceding discussion on clinic partner and dlent perspectives has contextualised the research project. In the 

chapters that follow, I will begin by examining the research findings. The primary objective of this project was to 

Investigate men's perceptions and experiences at the MC, relating to VCT, and whether men felt the 'male-friendly' 

environment contributed to their decision to test. Therefore, my first findings chapter Is titled Male-friendly Qlnlc 

Charac;terlstlcs. Following from this Is chapter six Trust In Male Health;workers. chapter seven yq NormaHsatlon 

amongst men and chapter eight, Adyantages for women's health. Following these findings, I move to a Discussion and 

Recommendations chapter. 

44 This client did not use VCT, but he was Introduced to It, and he seemed open to potentiaUy returning with his partner to 
test In the future. 

33 



CHAPTER FIVE: MALE-FRIENDLY CLINIC CHARACTERISTICS 

As my central enquiry was based on the influence of the male-friendly environment on men's use of VCT, I also sought 

to define the characteristics of the clinic that were considered 'male-friendly'. These aspects of the clinic emerged out 

of staff and client interviews and literature. All these aspects of what makes an environment male-friendly need 

consideration when a health facillty is promoting itself as such (Hancock, 2004:486). It was part of my research 

project to probe the meaning of a male-friendly facillty. 

Creating a 'male-friendly' space with good quallty service is potentially supportive of men's increased uptake of VCT. 

Levack (2005) notes that 'poor quality services are probably a significant barrier to men staying long enough to 

receive their results and subsequently returning for addltional HIV tests' (2005: 20). By creating a male-friendly 

environment, where men are made to feel more at ease, they are more likely to test. 'Privacy and comfort are crltlcal 

for attracting people and for providing a 'safe' environment for those undergoing [VCT)' (Magongo et al., 2002:39). 

From the data I have analysed, most clients (26 of the 31 interviewees) expressed their increased comfort, many 

describing feeling 'free', at the MC. No clients indicated they were less comfortable, and only a few mentioned there 

was no difference. I wlli look at how men perceive this clinic to be more accommodating to men. I will also discuss 

how men perceived these male-friendly aspects to have contributed to their testing, or to possibly testing In the 

future. Below I have formed a list of criteria as it emerged through the literature and this research. I then discuss 

these in more detail. I will show the ways in which these 'male-friendly' attributes may be contributing to men's use 

ofVCT. 

Defining a Male-friendly clinic 

These are the factors that were described and/or emerged as male-friendly, including: 

• MaleStaff 

• Male clients 

• A 'Culture' of respect and independence: an environment unthreatening to 'masculinity' 

• Promoting positive, alternative views of 'masculinity' 

• Location 

• Opening Hours 

• Decentralised service (therefore, not associated with women, mothers and children) 

• VCT and STI services 

• Fast and Efficient Service 
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I have previously looked at some of the aspects that contribute to men's discomfort and avoidance of general dinlcs. 

In the following chapter, I will discuss whether clients perceived these attributes to have encouraged them to test at 

the MC, or for non-testers, whether they feel encouraged to test in the future. 

Male Staff 

Clients, staff and dlnic partners all mentioned the significance of having maJe staff at the clinic. This Is In a health-care 

context where nurses and health-care workers are predominantly female. Having male staff does present a male­

friendly image for the clinic, which seems to contribute to attracting men to seek health-care (Hancock, 2004:485). 

Research suaests that services are generally perceived to benefit women, and therefore by putting a male face to 

the cllnic this perhaps promotes a male-friendly image (National Department of Health, 2007a:21). 

A study that examined the most Important characteristics of a VCT counsellor among youth rated same sex counsellor 

to client as the fourth most Important characteristic of the counsellor'" (McCauley, 2004:4). The gender of the staff is 

therefore significant to some clients, but not all. Some studies (Hancock, 2004) question how crucial It Is to have male 

staff, and rather point to the attitude of the staff, that they are empathetic to men (Hancock, 2004:485). 

There is truth to this point as evidenced by some dients; however, from the majority of clients I Interviewed, It was 

clear that for these Xhosa men, they were more comfortable seeking treatment from men. In some instances, women 

health-workers prevent men from seeking health-care, Including VCT. Therefore, In the context of this environment, 

having male staff is a male-friendly attribute and encourages men to enter the health system. 

I will now discuss the ways In which men experienced the presence of male staff to be 'male-friendly'. 

MantoMan 

Many men emphasised that they chose the MC specifically because they knew or hoped that there would be male 

staff and this greatly contributed to their Increased comfort. 

'I'll be more relaxed when there's men' (CT6) 

' ... we came here because ... we will be speaking to man and In most dlnlcs the majority of the staff Is 

women, men are the doctors that we do not see and you find that you do not talk everything to 

women ... ' (CNT31). 

This client feels more able to disclose information to another man. His greater honesty means he Is likely to get better 

care, because the health-worker wlll be able to respond accordingly. 

45 This was after knowledge, frlendllnesslno-:ludgernent and the counsellor having te8led (McCauley, 2004:4). 
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Oient 9 mentioned his approach to parenting, which to me indicated aspects of the socialisation process contributing 

to men's comfort when talking to men about SRH. 

' ... It would be difficult to speak with my daughter ... her mother must talk with her and I would talk 

with my son about [HIV and AIDS]' (CT9). 

These quotations indicate that many of the clients specifically sought out a clinic where they would be attended by 

men. The MC appears to be bringing them closer to using VCT. 

Manto Woman 

Clients expressed the hindrance that speaking to women health-workers has on their ability to be honest about SRH. 

This barrier means that men are less comfortable when discussing HIV and AIDS with women, and they are therefore 

less likely to u~ VCT (Magongo et al., 2002:39). The quotations below express the limitations that some Xhosa men 

experience when talking to female staff46. 

'This clinic you feel free. And then you meet ... men here. Sometimes on the other clinics when you got 

a problem a lady helps you, and then it's difficult to tell her what was the problem, because this Is a 

woman. You don't feel free. So in this clinic ... you tell all your story, you don't have to hide' (CNT23). 

Many of the clients talked about feeling 'free' at the MC, expressing conditions appropriate to encouraging clients to 

use VCT (Baggaley, et al., 2001:556). This suggests that as a man, there is certain information that should not be 

disclosed to women. To do so would potentially mean compromising the perceived gender distinction between man 

and woman. This shows a boundary that some Xhosa men do not feel they can cross, even in health-seeking, 

preventing them from accessing health-care, particularly with regard to STI treatment and VCT. 

'I will meet a lady who is a doctor or a sister or a nurse, and you will feel like not starting to open up 

for the problem that you are there for, so you ending up going home without having not the right 

thing that you were there for' (CT15). 

' ... maybe you have pimples in your private parts you see ••• So when you go to the clinic and meet with 

a lady ... you will never be able to show her ••• l wouldn't feel comfortable speaking with women no, no 

the talk wouldn't be the same' (CT4). 

The above quotations suggest that men are getting better health-care because of the clinic's staffing policy. If men go 

to a general clinlc, despite their discomfort with talking to women, when faced with the situation Itself, they may not 

feel able to share their problem and therefore get the care they need. While some men may take the step of seeking 

48 Talki'lg to women is particularly difficult with regards to SRH. 
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help, with relative ease, it is the issue of speaking to a woman, and possibly the type of interaction47 between the 

health-worker and the client, that prevents the client from fully disclosing his reason for being there. 

In contrast, there is a more extreme reaction whereby men avoid health facilities entirely, despite knowing something 

is wrong. These men clearly felt more comfortable talking to male staff about SRH. Because STI treatment is an entry­

point to VCT, it is beneficial that men feel able to entirely disclose their situation and be comfortable in discussing 

sensitive topics with the counsellor. This contributes to a more conducive VCT setting. 

7raditional Confidentiality' 

Some men expanded on their hesitation to speak to women health-workers, saying they were prevented from talking 

openly because of 'cultural' beliefs. There are some subjects [sexual matters] about men that women should not 

know. This is explained below, relating men's discomfort to long-standing Xhosa gender codes, 

' ... we as African [Xhosa] guys ... lt is difficult to go to the lady ... the female doctors, you have to say 

•can you help, rve got some pain in my private parts•. No, but It's a lady, no no no no no 

no •• .According to my own tradition it's difficult ... in my own culture, traditional, there's no way, I 

cannot tell this [sexually related matter], because It's a lady. So, it's a man, even now, I can take my 

things [my penis], to show you ... it's so much better with a man'(CTS). 

His emphatic and repeated 'no's' indicate that the examination of men, by women, in the genital region is a social 

taboo. This is related to comfort, but It goes further too; there are clear 'cultural' boundaries in place preventing men 

from talking to women - it is not seen to be 'culturally' appropriate. 

Olent 6 talked about the significance of being able to talk to another man in the context of a health facility. This was 

In contrast to being forced or obliged to tell women things that ordinarily they would never tell a woman outside of 

the health-care context. There is a sense that his self-respect is in part eroded because of this obligation at general 

dinics. 

'Because ... when you come to a man •.. if this guy wants to know anything about me, I wouldn't have a 

problem telllng him, because I know, when I turn my back he's not going to go around looking for 

me ..• I'm not saying women do that, but ... there are things, especially In our culture [Xhosa culture], 

there are things ... you don't really have to say to a woman. But ... in a clinic ... you are obliged to 

say ... because you need help' (CT6). 

One of the staff summarized this strong, 'cultural' Influence for me, calling it 'traditional confldentlallty'. He explained 

that in Xhosa culture, 

47 This is particularly the case if the interaction is judgemental or unsympathetic 
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' ... [men] go to the bushes for circumcision. It's a taboo ... to be handled by females ... especlally in the 

genital parts ... lt's a matter of privacy and ... tradltlonal confidentiality should be maintained at the 

highest level •.. there are no women allowed ... when they are doing circumcision, so when you take that 

back to the health Institution whereby you take away that traditional confidentlallty ... they feel .•• less 

man' (HW5). 

This indicates that when Xhosa men seek help from women In the health system, they feel emasculated through the 

experience, particularly when It concerns SRH. It also relates to VCT, however, because In the counselling session, It ls 

potentially an opportunity to talk about SRH, contraception and partners (Bagaley et at, 2001:557). If a man does 

not feel he can talk to a woman about these Issues, this means they may avoid seeking help, and VCT, to maintain 

their 'masculinity'. 

Someone like me 

The client interviews revealed a common assumption and unquestioned acceptance among men, that men can be 

completely open with one another, because of shared experience, and shared knowledge. There Is an assumption 

that women cannot understand men's perspectives because men and women are presumed to be so different -

physically, emotionally and splrltually. When men speak to other men, the assumption Is that they are speaking to 

someone who understands them entirely. In contrast, If they confide In women, the sugestlon Is that they cannot 

understand men. 

' ... you are speaking with people [men] who understand exactly, because maybe they have been In the 

same situation' (CT2). 

' ... men's Issues are ... common to discuss to another man, maybe one of the counsellors ... had the same 

problem ... so ... he could advise [you about] what to do •. .as compared to discussing Issues with a female' 

(CNT29). 

The Implication Is that woman will not know or understand men's problems. This places specific emphasis on SRH. In 

this environment there ls particular anxiety around speaking to women. There Is an assumed affinity between men 

here, and clients clearly communicated their Increased comfort and ability to talk openly as a result of talking to 'men 

like me'. The rationale Is that women on the other hand cannot understand men, their thinking or behaviour. This Is 

because they are physically and socially different and most Importantly they have not gone through Initiation as 

Xhosa men do. The perception ls that they are missing this understanding of manhood. 

An exception to the rule 

Contrary to much of the preceding Information, Olent 28 expresses that he was not necessarlly against receiving 

treatment from woman Instead the context of the MC Is the significant difference. His perception was that If there 

was a woman working In a MC, she would be sympathetic to his needs and not Judge him. 
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While this indicates some variance In men's experience of female staff and Is in line with Hancock's (2004) argument 

where he places more Importance on staff attitude rather than gender, the large majority of men expressed their 

Increased comfort dealina with male health-workers. By havina male staff, this atves men the opportunity to be open 

In their health-seeking and get the help they require. It also means men's level of comfort Is possibly increased and 

therefore they may be more Inclined to use VCT (Magongo, et al., 2004:39). 

Male clients 

Staff and clinic partners have emphasised the male staff as the primary male-friendly attribute of the clinic. What 

emerged in my client Interviews was that while this Is slanlflcant In creating a male-friendly health-faclllty, another 

factor is the aender of the patients. Althouah this was not directly lnvestlpted, 7 clients voluntarily expressed anxiety 

around the presence of women In clinic waiting rooms and a lack of trust directed at female patients. While men are 

more comfortable with male staff, and there does seem to be 1reater trust,48 the female patients49 appear more 

anxiety-provoking than staff, in terms of confldentiallty. 

Greater trust in male patients 

' ••• the [female] staff was fine it's the people who knew me [In the waiting room] they would asks me 

why I'm there. I told them, but I was not comfortable' (CT10). 

Many men complained that often women ask other patients about their conditions and/or make assumptions, 

spreadlng rumours in their communities about them. Men speclflcally referred to belna more comfortable 

around fellow men attending the clinic. 

'I could come here because there is only men this side, so they are not curious about other peoples 

issue ... when [men] are told somethlna they don't pass it; they keep [this information to themselves] ... ! 

will trust that he [fellow client] will not say it to anyone else because he doesn't know my problem 

and he Is not going to pass my problem and I'm not going to pass his problem' (CT10). 

This expressed men's areater trust In other men, as they feel that If they are seen by men at the clinic, their condition 

will remain confidential. There Is this assumed understandlna that they will respect one another's privacy. If there are 

women clients, the worry Is that they will spread rumours about their condition. 

41 See chapter six for discusalon on this. 
49 This Is particularty slgnltlcant because the women would probably be from the same community, 1T1N11a,g they may well 
know the male client, or know of them. The threat Is thereb'e heightened because If the women talked to others about 
seeing the male client at the clinic, the man's privacy Is compromised. 
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Clients 10 and 16 explalned that at general clinics, women enquire about your condition, making assumptions about 

HIV status. Both clients believe this will not happen at the MC, because it is predominantly male patients who attend, 

and the assumption is that they can trust men. 

On one occasion while I was at the clinic I did notice some women lingering in the waiting area. They did not appear 

to be there for medical assistance. Cient 7 reacted to their presence'°. He was evidently uncomfortable about their 

presence at the clinic. 

'I wanted to ask ... [the counsellors], what is ••• those ladies sitting outside there [for]? ••• because it's 

male clinic. If this place was only for women, men would not allow to come inside here .. .l can see 

someone [referring to my presence at the clinic] who is coming here for a reason. I think these people 

are here for Just ... chatting' (CT7). 

He distinguished between women who were at the clinic for a 1egltlmate' reason (like me, or women being helped) as 

opposed to women who were socialising at the clinic. This demonstrates that he accepts that the clinic is not male­

only, but that women should only be present If they are seeking medical treatment or other 'significant' reasons. He 

explained why these women caused him distress, and why It was different with men, 

'Maybe I'm from testing there, and ... they .. .see my attitude [and assume from my attitude whether I 

am HIV positive or negatlve] •.• lf you are only men, or these [men] working here, or these [men] 

coming here ... then they [we] won't worry' (CT7). 

This client's reaction was evidence to what many other clients had spoken of in relation to women patients in public 

clinics. It was clear that men felt safer amongst male patients, as there was no perceived threat to confidentiality. 

Generally, this perception of increased confidentiality amongst patients is a further contributing factor in encouraging 

men to use VCT at the MC. This factor adds to creating a male-friendly space. The gentleman above had come to the 

clinic to test preclsely because he felt Increased trust and comfort in the facility. 'External factors affecting HIV test 

participation include perceived levels of stigma and support, confidentiality and quality of services' (Mundy and 

Dickenson, 2004: 178). The interviews revealed that greater confidentiality increased the likelihood in using VCT (and 

therefore the less likely possibility of stigma for the testing client). 

A Culture of Respect and Independence: Unthreatenlng environment to 'masculinity' 

Emasculating experiences at Public Clinics 

In the client interviews, I enquired about experiences at public clinics, particularly as they related to staff. Cients 

described some uncomfortable and dehumanising episodes related to health-seeking. These complaints were often51 

'° This was mentioned, without my bringing attention to It. 
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directed at women health-workers. Regardless of gender, these encounters at health-facilltles seem to undermine 

soclal and self-perceptions of manllness, and Indicate therefore that these spaces are often experienced as unfriendly 

to men, even emasculating. 

' •.. women would shout at you ... Sometlmes women [cannot keep secrets) and sometimes she would 

call you in front of other people [waiting area] about your secret' (CNT12). 

This experience indicates a lack of trust and loss of personal safety at the cllnlc, as medical conditions are exposed 

publicly. This is directed at women staff. Moreover, this demeaning treatment Is In conflict with the image of a self­

respecting, independent male. It is therefore threatening to men's self-perceptions of manllness. 

Cllents suggest a sense of defeat, unfairness and powerlessness when faced with situations where female staff 

shouted at them. Some would rather avoid the dlnic altogether than having to face this kind of (mal)treatment. 

A few of the clients mentioned the greater sense of care they experienced at the MC In comparison to their 

experience at other public health facilities. Some of the men reported disillusionment at the lack of sympathy at 

public cllnics generally. 

Significantly, one client partly took responsibility for his negative experiences at public clinics. Cient 30 explains, 

'rm not the person who likes to be In the clinlc •• .so ... every tlme ... whenever you are In the place 

and ... you have the attitude .... [You go there] with that attitude, that I don't like the place, maybe I 

worsen the case •.• because each and every mistake, I'm saying, these people, they are treating us llke 

this ... like that' (CNT30). 

These experiences, where staff shout at patients, where patients are unfalrly prioritised because they have 

connections with staff, goes against what Xhosa men believe should be the gender codes of their 'culture'. It is a 

dehumanising and emasculating experience, where men are undermined as people and men52
• Levack's (2005) study 

specifically hlghlighted complaints that men have made about women's judgemental treatment, mocking men for 

'sleeping around' or 'charming' the women into bed with them (2005: 20-21). This kind of approach casts all men In 

the same light and only serves to ostracise them from the service. This kind of environment Is unappeaUng to men, 

and unlikely to encourage them to use VCT. Non-Judgement Is said to be a VCT-encouraglng factor (Bagpley, et al., 

2001:556). 

Men's Clinic accommodates 'masculine' traits: Respect and autonomy 

The MC, in contrast to the experiences voiced above, seemed for all the cUents a positive experience, and affirming of 

their 'mascullnlty', as they interacted with other men. Robertson (2001) sugests that critical In establishing a male-

51 But not always dlrectacl at women speclllcally. 
52 They are not recognized in these encounters to be respected, powerful membens of society. 
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friendly space is creating an environment unthreatening to 'masculinity' (in McCarthy and Holliday, 2004:26). The 

episodes above threaten 'masculinity', as dignity and autonomy are eroded. The experiences at the MC Indicate that 

men feel a certain degree of agency and respect, accommodating to 'masculinity'. This is significant in creating an 

environment conducive to testing for men. 

Many of the non-testers seemed more open-minded to testing, having gone through the counselling session. 17 of 

the 18 non-testers said they would return to the MC if they were to tes1 In the future. The fact that the client could 

speak to a man, one to one, In privacy, seemed to be encouraging to this non-tester. 

'That male counsellor advised me and I feel more comfortable now I wlll get tested but not today .. I 

have to think about this thoroughly but he gave me courage that testing Is the last thing I have to be 

afraid of. He advised me not to be afrald ... because I might get help before getting very sick ... rm going 

to test soon at least now I'm not afraid as I used to' (CNT12). 

As a result of the counselling session, many non-testers felt encouraged to test, but they expressed the need to make 

the decision for themselves. They did not want to feel pressured into testing and wanted to give the matter more 

thought. This was common among many of the men, as they asserted a masculine trait of needing to make a 

considered decision on their own, rather than feeling someone persuaded them to do It 

Oients 8 and 10 also emphasised the voluntary nature of their opting to test. The quotation below emphasises the 

space given to the client's decision-making In choosing to test. His response relates to my question of whether the 

clinic encouraged him to test. There is an emphasis on his choice and his ability to decline and he asserts his 

independence and 'masculinity' in this way. He did not feel pressured to test, which In turn encouraged him to use 

VCT. It was his decision. 

'They asked me, if you want to test, you can test. And I said Ja [yes], hmm, fine •.• you can check If 

there's something, if you want' (CTS, emphasis is clients own). 

The quotation below sugests that this client felt he was consulted, he was respected; he remained 'manly' 

throughout the counselling session. An environment of respect and non-judgement are conducive to VCT uptake 

(Bagaley et al., 2001: 555). It implies that at other clinics which are perhaps less male-sensitive, he feels undermined, 

and they do not take the time and patience to seriously talk to you, to persuade you. 

'There's a lot of say In this clinic, as compared to other ... clinics ... Sometlmes ... even with a minor thing, 

they [staff] just shout. .. They don't try to convince you, ... Llke, you don't have a say' (CNT20). 

Client 23 explained his experience of disrespect and the lack of personal decision-making at public clinics. He 

explained a prior testing experience which occurred at another health facility. He seemed dlsillusloned and angry at 

this testing experience, because he did not feel that he had a choice in whether or not to test. Without having been to 
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the MC, he assumed that it would allow him more agency. At the MC he feels empowered to make the decision 

himself, with his partner, when he is ready. This approach is more accommodating to 'masculinity' and is perhaps 

more likely to succeed in encouraging him, and his partner, to test. 

There was a case in the short time I was at the clinic, where a man initially came for STI treatment, and chose not to 

test, but then returned to the clinic two days later to use VCT. He had thought it through, and made his own decision 

to return for testing and mentioned his acceptance of either outcome. Client 7 explained why he returned, 

'I would think about [testing]. Then I tell myself today ... I must come, whether I am positive or 

negative I will accept it' (CT7). 

Many men who did not test indicated that they needed to be at peace within themselves, with either outcome, if they 

were to test, and they needed time to come to this point. It was as though they could not trust their reaction if they 

tested positive. Many of the non-testers indicated that this was a prerequisite to testing. The impression given was 

that the male clinic gave space for men to reach this acceptance. Some testers had never considered testing before 

and had tested, and some non-testers had changed their position from never intending to test, to being more open to 

it. The dlnics non-pressured approach allows for this development, whereby men get to a point where they are more 

accepting of either result, and therefore open to testing. 

Another 'excuse' given for not testing, was the desire to treat one ailment at a time53
• It was suggested that If men get 

the ·treatment for their STI, feeling encouraged, they could return for VCT. Many non-testers said they wanted to 

return to test once their 'other problem' had healed. As Cient 27 says, 

I can test yes ... when I see the progress In what (I] have come for (STIJ then I would test' (CNT27). 

This Indicates that the clinic Is possibly encouraging men to test. 

The space given to men to return to test, of their own accord, could be a positive reinforcement for men. I feel this 

approach is more likely to be effective in getting men to voluntarily test. Another possiblllty, however, is that men 

may be evading testing entirely in saying they want to treat one condition at a time. Although they say they may 

consider testing once their other condition heals, It could be possible that the fear of testing still prevents them from 

following through with VCT. 

Counselling: a threat to 'masculinity'? 

I perceived the counselling method Itself to be potentially threatening to 'masculinity' for some men. Pre and post­

test counselling are opportunities for the VCT client to express emotions, concerns and views about HIV and AIDS 

(Bagaley et al., 2001:557). Counselling, generally, is connected to femininity because It is seen to be related to 

'emotional expressiveness' (Wisch et al., 1995:80). 

53 i.e. first deal with their STI and then US8 VCT 
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Despite this gendered view of counselling, there was also evidence that counselling was effective In persuading men 

to test and opening them to the posslblilty In the future. Client 14 explained that a friend of his who had visited the 

MC to use VCT tried to encourage him to test, but he declined. This client puts himself In the category wherein he 

would never test, until he became detrimentally Ill and was unable to avoid It; however, once he visited the clinic for 

other reasons, the counsellors managed to 'convince' him (CT14, p3). Cllent 12 also noted that through the 

counselling session, he felt more open to the Idea of testing. 

Many of the men did voice discomfort with the counselling method, though, either as they experienced It at the MC 

or at other health-facilities. Client 7 explained that he wanted the counselnng to be quick and to the point. 

' ... when I was coming here I thought maybe before I would ask some questions. But when that guy 

was counselling me, then I was scared ... l was hurryl I wanted Just to make quick ... so I could get ... the 

results because I was scaredl' (CT7). 

'I asked questions from the doctor when she started to explain I said she must not explain •.. Because 

those questions were going to scare me' (CTll). 

This shows that counselling was anxiety-provoking for some clients and potentially puts men off testing. 

Simllarly, Clent 6 talked about how men Just want to know the result and the 'next steps', briefly, Instead of delaying 

the Inevitable Information. Some clients speclflcally connected this 'drawn-out' process with women, because there Is 

a perception that women talk on unnecessary tangents and some men prefer a 'to the point' approach. 
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Promoting alternative views of 'masculinity' 

Armstrong (2003) mentions the role of positive imagery as a contributing factor of a male-friendly environment 

(2003:221). Young African men are often, without necessarily having acted accordingly, blamed for the spread of 

HIV/AIDS, labelled partner-abusers and other negative stereotyping"' (Barker and Ricardo, 2005:2). Similarly, in South 

Africa, men have been accused of fuelling the HIV/AIDS epidemic as well as blamed for the high occurrence of 

domestic violence and child sex abuse (Reid and Walker, 2005:9). Men are lumped together as perpetrators, often 

before they have committed any such crime. 

Creating a non-judgemental environment, with the use of imagery, contributes to showing appreciation for men. To 

re-emphasise these negative masculine tropes and connect the participants with these negative images would be 

alienating. When 'masculinity' is predetefmlned through such labels, and no alternative is given, it becomes a 

threatening and self-realising construct, with grave health consequences. The MC in Khayelltsha has several posters, 

in English and Xhosa, on the walls of waiting rooms and counselling rooms which show alternative 'masculinities'. 

These messages around the clinic contribute to creating a male-friendly environment, where men are valued, rather 

than pathologlsed. 

I would also suuest that the male nurse and counsellors are positive models of 'alternative masculinity' for the 

clients. Here are men in traditionally 'female' roles helping men. They are living examples of this alternative, healthy 

and positive 'masculinity'. 

Although these male-friendly messages are not directly encouraging men to test for HIV, they are creating a positive 

environment, wherein men can hopefully feel valued and comfortable, which are conducive to encouraging them to 

test. 

Location 

The location of the clinic in Khayelltsha is very deliberate. All clinic partners acknowledged that men from Khayelltsha 

may not be accessing health-care in Khayelitsha, but accessing care outside their community, especially at the 

Spencer Road clinic in Salt River. Spencer Road, although not exduslvely a MC, has the reputation of being one''· 

Oients 1, 8 and 11 all referred to Spencer Road'6, describing It in similar terms to the MC in Site C. 

st Men are often 8lereotyped as criminals, delinquents, troublemakers and predators (Barker and Ricardo, 2005:2). 
" The Spencer Road clinic Is known to have male doctors and male nurses and that they treat large numbers of men for 
STls. 
56 They referred to Spencer Road clinic without being asked about it. 
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According to a clinic partner, 25% of the clients attending Spencer Road were from Khayelitsha. Moreover, PGWC 

reported that self-referral VCT use for men was very low in Khayelitsha. There was clearly a need for a STI and VCT 

facility for men closer to them. Most of the clients who I interviewed were from Khayelitsha, and only one (Olent 27) 

lived in Nyanga, indicating that men from the direct vicinity are accessing this clinic. This demonstrates that the clinic 

location is male-friendly. 

The clinic is situated next to the Site C taxi rank and is located in a busy area, where there are street vendors. The site 

Is part of a bustling area, but also removed from the busy surroundings, as It is an enclosed area57• It Is said that 

'Locating services nearer the sites of men's work and leisure tlme ... were Identified as important first steps in 

improving accesslbillty [for men]' (National Department of Health, 2007:21).The Immediate location Is significant as 

many men use the taxis travelling to and from work. This Is a male-friendly design, as it attempts to accommodate the 

schedules of men, making the facility accessible to them In environments famillar to them. 

Opening Hours 

Public clinic opening hours are largely considered inhospitable to men, especially employed men, decreasing their 

opportunity to access services (National Department of Health, 2007a:21). The MC Is open from 12:00 to 18:00 from 

Monday to Friday and open from 10:00 - 15:00 on Saturdays. These hours are considered 'male-friendly' because 

they are specifically structured to accommodate working men by extending the clinic opening hours during the week 

and being accessible on Saturdays. 

One client mentioned the accommodating hours in a positive light, specifically connecting It to gender. 

' .. .In [another clinlc] ... they always ask ... why you say late •.. why you coming by this time, and shouting 

bla bla bla. So ... thls clinlc .. .it's only for men, they understand why, and I'm happy to explain I'm late 

because of my work' (CNT20). 

At the MC, he implies, they understand men's circumstances. Here It Is an acceptable 'excuse' to be late because of 

work, whereas, the implication Is other clinics do not understand men's circumstances. 

In contrast, Client 9 indicated his preference for the clinic to be open earlier so as to be able to go to the clinic before 

work. 

57 This location was potentially positive In that those attending the clinic can do so In relative privacy, but also access the 
site easily. On the olher hand, the clinic Is sightly hidden away and some cllenls found It dlfflcult to find. A counselor 
8lCl)lained what the sunoundlng buildings were. This helped to c:onlltxluallse the cllnlc space. The &lie Is a community area 
with community buildings. There Is a sports hal, which also seemed k> be used for community meetings and activities. 
There Is an African National Congress community bulding on site. There Is also a building which offers ac:tivltles to 
various groups within the community, Including the elderly. A client also mentioned that his wife came to the site to get her 
government child grant. The clinic shares Its site with these other buildings. 
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The clinic Is open later than others in the community and therefore more likely to attract and encoura1e men to use 

the clinic and possibly VCT. If the cUnlc Is open later, that means more men are able to access the VCT service at a 

time that is convenient for them. This Is another enabling factor of the male-friendly clinic. 

Decentralised Service/Non-cllnlcal Site 

In a study conducted In Zambla58
, 'Three times as many people accepted testing at the non-clinic locations compared 

to the clinic location' (McCauley, 2004:5-6). This Indicates that many people prefer a decentralised59 service when 

accessing VCT. Relating this to slaniflcance for men, separating the Men's site from a 1enerallsted dlnlc was an 

attempt to disassociate from women and chlldren. This Is a further attempt at making the faclllty male-frlendly60• 

I also think that the decentralised service assists men In actually takln1 Initiative In their health-seekln1. The 

decentralised service disassociates the link of weak man asking for help, and Instead, It Is a place where 'we men can 

10', lessenln1 anxiety and allowln1 for 1reater Initiative In help-seeking (Robertson, 2001:148 In McCarthy and 

Holliday, 2004:26). 

VCT and STI treatment 

Literature suaests It may be advisable for public health facilities to link VCT to 'lender-acceptable' health conditions. 

This 'allows' men to seek treatment, or be seen to seek treatment for another condition, but also receive VCT (WHO, 

2003a:3). STls are one suaested condition, and the MC has sl1nlflcantly combined these services. I believe this to be 

male-friendly and encouraatn1 of VCT as men can be seen to be aett1n1 help for STls rather than test1n1 for HIV. In the 

context of HIV/AIDS stlama, this Is a areatly slaniflcant aspect of the clinic, whereby men 1olng to the clinic are not 

Immediately labelled as 101n1 for vcr61
• 

In the New York Clnlc, this was also a factor. Men preferred aeneralised services, rather than sexually related Issues 

only, so as to lessen the stlama of attendln1 the clinic (Armstron1, 2003:220). As the MC In Khayeltlshi Is an entry­

point Into the health-care system, the site Is not likely to expand further services at this tlme62
• Nevertheless, 

combining VCT with another service Is male-friendly, and de-st11matlslng (and therefore encouraatn1 of men to test). 

51 The study Involved 2400 people being olrered VCT (McCauley, 2004:5-8). 
,. By decantrallaad, I mean not linked 110 a general dlnlc offering a broad range of services. 
60 This element was not directly noted by any of the dlents. However, the l8V9l'8I references 110 feeling uncomfortable 
around women, and feellng more comfortable at the MC, Indicate that this faclllty la dlaaaaoclalad with women and 
chldren, and lherefole more Inviting 110 men. 
61 Furthermore, STI patients are also more at risk for HIV, and It la logical 110 combine the services of VCT and STI 
treatment. 
62 Moreover, If the service became generalised, It would likely attract more women, which In tum would make the service 
less appealing 110 men. 
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Fast and Efficient Service 

Client 5 had preconceptions about the cllnlc being less busy, based on gender stereotypes: 

'I thought ... lt won't be packed ... Because It's only men, men come, they do their thing, they just 

go ... [men] come and go. Women always sililttttting, occupy .. .spaces ... They [women] talk. Ask men, ok 

I've got this problem. Solve this problem. Ok, thanks My Bru. I'm gone.' (CTS). 

Many men complained about having to wake up early to attend general clinlcs. Partly this seems to be blamed on 

women, because of preconceptions around women's overstaying at the clinic, due to unnecessary chatting. Many 

men mentioned the quick service at the MC as a positive aspect. It was lmplled that this further encouraged men to 

use the faclllty. 

Is the male-friendly aspect of the clinic an enabllng factor In men's testing? 

The client Interviews have clearly communicated that generally, men feel Increased comfort at the MC. Levack (2005) 

proposes that Increased comfort encourages men to use VCT (2005:20). Whlle clients did not refer to all of these 

male-friendly aspects, many of the clients spoke directly to these attributes. Men reported that certain male-frlendly 

aspects contributed to their testing. The male-friendly environment meant men felt less anxious about contravening 

gender norms: in asking for help or being counselled63
• 

The male-friendly attributes that appeared most significant Included male staff, male clients, and an accommodating 

environment to 'masculinity', with particular emphasis on respecting Independence and decision-making. 

Also significant were the clinlc locatlon, opening hours, and perceptions of a more efficient service. The linking of the 

STI service with VCT seemed also to encourage men to test, as some of the men came for STI treatment, rather than 

testing in and of ltselt64. The decentralised service seemed another factor encouraging men to test, as the clinic 

became dissociated with asking for help, women and children. 

All these factors contribute to making the Site C MC a male-friendly space. The testing clients have shared how this 

contributed to their decision to test, and the non-testing clients seem more open to the possibility of testing, having 

visited the clinic for STI treatment. This all Indicates that men perceive the clinic as enabling in accessing health-care, 

and using VCT. 

63 Possibly, their comfort increased pertly because they were counselled by men. 
61 6 of the 15 testers tested, although they had not inillally intended to do test. 
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CHAPTER SIX: TRUST IN MALE HEALTH-WORKERS 

As I mentioned in chapter five many of the men seemed at greater ease with male health-workers. Perceived 

confidentiality between patient and health-worker certainly contributes to the client's level of comfort, but one does 

not equate to the other. There were several aspects contributing to men's increased comfort with male staff. Many of 

the men did refer to distrust of women health-workers as an inhibiting factor, but more often, the breaches in trust 

were directed towards female patients65• 

Factors contributing to Trust In Health-workers 

It is understandable, in the context of HIV/AIDS stigma, that patients want their HIV status to be confidentially 

handled. Different factors contribute to people feeling more or less trusting of health-workers. The client Interviews 

revealed that gender was a factor, as well as anonymity. For others, they trusted the health profession itself to 

maintain high standards of confidentiality. 

Some clients66 did raise concern over confldentiallty, either directly relating it to women staff, or comparing general 

clinics in contrast to the Mc67
• Studies also confirmed that many men direct their concerns about confldentiallty 

towards women health-workers (Levack, 2005:20). 

If men distrust health-workers based on gender, this is a major obstacle to their accessing VCT. Research has shown 

that people often do not use VCT because they are anxious about confldentiallty breaches (McCauley, 2004: S). Many 

men were more open to testing because of increased trust in male staff. The abillty to trust staff potentially 

encourages people to use vcr. 

In the following discussion, I will examine some prejudices men have about women's ability to maintain 

confidentiality, and therefore, how male staff are perceived to be more trustworthy. For some men, this greater trust 

In men, and the ability to consult with men at the clinlc, is an encouraging factor in their decision to test68• Taking Into 

consideration the clients who were asked if they felt they could trust MC staff to keep their status confidential, 29 out 

of 3169 clients indicated they had confidence in the clinic to keep their status confidential, and 2 clients were unsure 70. 

Out of the clients who were asked whether they trusted staff at other public clinics, 10 patients out of 1971 Indicated 

they did not trust other clinics, while the remainder indicated they did. One client explicitly made the distinction that 

65 Female and male patients share waiting-room areas in general clinics. 
66 11 of 33 clients raised conc:em over oonfldentlallty. 
67 This Indicates gender lndireclly, as public clinics are female dominated. 
61 It is also potentially encouraging to those plaMing to test in the future. 
69 2 clients did not answer 1hls question. 
70 One of these was client 7 who was anxious over the presence of women in the waiting area at the clinic, which seemed 
to compromise his trust in the clinlc and the staff. 
71 The remaining 14 clients did not answer 1h18 question. 
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while they trusted the staff at general clinics they did not trust the female patients 72
• I will now examine the Interview 

data which explored whether male clients expressed their greater trust In male or female staff. 

'Men will keep it inside' 

There is anxiety for some men around trusting female health-workers. I have previously mentioned what was 

described to me by one of the male, Xhosa-speaking staff members, as 'traditional confldentlallty'73
• The 

confidentiality I refer to here Is different. It entails the client feeling safe with the staff In keeping their HIV status 

private. Many men expressed greater trust in the confidentiality at the MC because they were deallng with men. This 

was explained to me because many men, It seems, believe that women are Inherent gossipers, and their HIV status is 

not safe with women. 

' ••. this kind of a clinic is unfamillar because we would have problems but we are afraid to come 

forward ... Because we don't feel comfortable when there are women ... because once a woman sees 

you in some places she would talk about that... But I feel comfortable talking my problem with a 

man •. .' (CNT12). 

Client 22 thinks that this clinic will encourage men to test because 

' ... they are being tested by other men who will keep It inside' (CNT22). 

The Implicit Implication is that women health-workers would spread the test result around the community. Client 30 

says that If he was going to test. he would only test at the MC because of this preconception of women. 

These are non-testers74 and they Indicate their greater trust In male health-workers. The assumption is that men will 

not tell others about the patient's HIV status. If men feel that they cannot trust female staff, this will hinder them 

from testing at public clinics. Testers expressed similar preconceptions about women health-workers. 

Some clients did not directly say they had greater trust for male staff, but this was Implied, because they Identified 

better privacy with the MC, and lack of confldentlallty with public clinics - which are associated with female staff. 

It Is clear that many men share a perception about women as unable to keep Information to themselves. While most 

distrust was aimed at female patients, many men also applied this sexist stereotype to women staff. 

The Increased trust In the staff, at the MC, meant that men felt safer going for testing at a MC, where they perceive It 

to be more private. 16 out of 16 non-testers 75 said that If they were to test In the future, they would test at the MC 

72 I discuss this further In chapter five. 
73 This seems to exist as an understanding between Xhosa men. It Is baaed on shared experience through initiation Into 
Manhood, and the exclusion of women In this process (see chapter ftve for more on this point) 
74 These patients did not test at the cllnlc, but they appeared open to the posalblllty In the future. 
75 The remaining non-testers did not answer this question. 
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rather than any other facility. This demonstrates that the MC is an enabling environment for men to use VCT, partly 

because they possibly trust male health-workers more. 

Anonymity between client and staff 

For other clients the most important aspect contrlbutin1 to their trust In health-workers was their anonymity rather 

than the health-workers' 1ender. 

'It's not easy to trust, because some of them I know them, It's the people that are stayln1 there, so I 

cannot say I trust this person, because this person knows and maybe he can go or she can 10 and tell 

them hey, he has tested positive ... when I don't know them, It's easy to trust' (CNT33). 

This suggests that rather than gender, it is anonymity that allays fears of confidentiality breaches for some clients. 

This confirms data suggesting some men seek health-care outside of their communities (Mesi, 2007). The quotation 

below combines concerns about 1ender and being known by clinic workers. 

'I'm not saying here, in Site C specifically, I'm stayln1 in Harare so it's better to come here in Site C, 

because some of the women they know me, so I don't want to deal with people who know me' 

(CNT32). 

32 of the 33 clients Interviewed were from the Khayelitsha community, which indicates that men in the area are 

accessing this service, in spite of the trend to seek health-care outside of your communlty76
• 11 of the 33 clients 

voluntarily specified they were from Site C, where the clinic is immediately located. The clinic location 77, while easily 

accessible, is also relatively private. It is enclosed on a piece of land, away from the busy street and taxi-rank 

surrounding it, which may also contribute to men's feeling their status, is being handled confidentially. 

Beln1 able to trust the staff doing your HIV test, is affirming, because of the stigma attached to having the virus. I 

think this stigma is 1endered, as men associated with clinics, HIV, or illness Is a dent to perceptions of manliness, 

because conceptually these are linked to women (Courtenay, 2000: 1389). 

Some clients expressed their need to investigate the clinic before going throu1h with testing, seeing whether they 

could entrust their status with the staff. After comln1 to Investigate and seek advice, Client 31 is satisfied that he can 

trust the staff. 

'I could see they [the staff] meet [with each other] but there Is nothin1 about somebody's status ... they 

do not talk about that. They keep that very confidential like I was talking to one of them and when 

some of them came we switched to something else' (CNT31). 

76 Admittedly, Khayelil8ha is a large area, made up of several 'sites', with an approximate population In 2004 of 400 000, 
so the facility may still be far from the clients' Immediate community (Coetzee, et al., 2004: 888). 
77 I describe the clinic 1ocat1on In chapter five. 
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He trusts that the staff do not talk about their clients' status amongst themselves which Is assuring to the client. Being 

unable to trust the person who conveys your HIV status Is bound to put anyone off testing. Therefore, It is important 

to create conditions where patients do feel able to trust health-workers. Client 31 was due to return to the clinic to 

test in two days time, and this trusting environment contributed to his wanting to return to use VCT. 

Ideally, it Is best to strive towards trust across gender distinction, but in the time being, creating an enabling space 

where those men who do distrust women, can test, is important. The clinic itself should not agree with this distrust of 

women health-workers. Nevertheless, their work as male health-workers Is valuable and filling an Important gap, 

because it means that some men, who would not otherwise test, are more likely to test because they trust male staff 

more than women. A greater project is needed to challenge these imbedded prejudices about woman's 

trustworthiness, so that men can test comfortably, not only at the MC, but at general clinics. 

Noting this distrust of women health-workers among some male clients, it is conclusive that having male staff at the 

MC contributes to men testing at the clinic. The 'Male staff element of the MC once again contributes to some men 

feeling encouraged to test at the facility, when they would not test elsewhere. 
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CHAPTER SEVEN: VCT NORMALISATION AMONGST MEN 

Testing as unusual and silenced among men 

One contributing factor to men's reluctance to use VCT is the rarity of testing amongst men, or the silence 

surrounding those that do test (Addis and Mahalik, 2003:11, Day et al., 2003:668). Addis and Mihalik (2003) 

emphasise that health-seeking is restricted among men 'when they perceive other men in their social networks as 

disparaging the process'78 (2003:11). If men see themselves as belonging to a group, it is harder for them to go against 

the 'norm' of this group. The Interviews revealed that Xhosa men feel they have a uniting commonality: the 

experience of initiation and the mark of circumcision. Xhosa men belong to the category 'men' because of this life 

experlence79
• The staff expressed situations where older men came into the clinic and would want to know whether 

the counsellors had been to the bush80
, before they talked to them. This initiation experience unites these men in 

some way. There is therefore a sense of belonging to a group. This means the pressure to live up to the gender code is 

strong. To do something unusual, like using VCT, is therefore challenging, if other men are not being seen to actively 

support It. 

Day et al.'s (2003) study amongst mine-workers indicates that for some men, they would feel encouraged to test if 

they saw their role models81 testing (Day et al, 2003:668). If men see male role models testing, this will contribute to 

normalising testing. 

The comment below refers to the importance of role models, and leading by example. The client emphasises the 

importance for the counsellors to have tested, so that there is meaning behind their encouraging clients to test. 

'You must lead by example ... I've tested. You can see the result. You can test .•. So that person will be 

motivated. Don't say ja, test, J• you are a doctor, but you are afraid of testing, but you are telling me 

to test. No, no. You must test first Bhuthi. Like the president, you must lead by example .. .' (CTS). 

The above extract indicates that when men recognise other men to have tested, this is encouraging in their decision 

to use VCT. in 2006, there were calls for the South African President, President Thabo Mbeki to take a public HIV test, 

but he infamously refused the opportunity. The consequences of this kind of message are monumental on many 

levels. To the nation and to those living with HIV/AIDS, he is denying the threat of HIV/AIDS to himself and others. He 

11 This social pre8SIQ not to seek help '18 especlaNy so if (a) other men are perceived 88 unanimous In their attlludes, (b) 
a large number of men express simler attitudes, ( c) men see themselves as quite similar to the members of their 
referance groups' (Addia and Mahall(, 2003:11 ). 
79 I discuss this in more det:aH in chapter five. 
80 The 'bush' means to have gone ID lnltlallon school and to be clramclaed. According to Xhosa 'cultural' belief, you are 
not a man I.WIies& you have been circumcised. You wll remain a boy until doing so. 
11 A role model 18 'a person looked to by others 88 an example to be imitated' (Oxford English Dictionary). Role models 
could be hlgh-prollle men in the media, or simply other men with whom men identify. 
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is sending a message that he will not be associated with the virus. HIV and AIDS therefore become more pathologlsed, 

rather than working towards de-stigmatisation. In reference to gender, as a man, President Mbekl has actively made a 

decision that takes men steps away from using VCT. It sends a message that 'we do not need to test. I am strong 

enough. I will not be touched by HIV/AIDS'. This is such a damaging message to send to a nation struggling with an 

HIV/AIDS epidemic, wherein men are largely not testing or disclosing that they are testing. The social message that 

would be sent by a male, south African President testing, would be a powerful step to Increasing men's association 

wlthVCT. 

As It stands, with so few men testing, and those few who do test not disclosing they have, it means testing Is unusual 

for men. If more men tested, It would become more 'normalised' and therefore more acceptable to go and be seen to 

test, as well as to talk about it with other men. 

Oients used words like 'rare' and 'unfamiliar' In relation to men's use of VCT, which means men are aware that if 

they use VCT It Is going against the norm of what men do In the community. This societal 'norm' Is difficult to go 

against; If being tested means you are being less manly. 

Interviews indicated that men usually wait a long time before testing, untll they are detrimentally 11182• 

Moreover, some clients connected testing to being HIV positive, rather than the possibility of either outcome. 

It seems men perhaps do not talk about testing because people will assume they have HIV/AIDS. 

There Is a reluctance to undergo testing when you are healthy as many men seemed to equate testing for HIV as 

having AIDS, rather than seeing it as a responsible, precautionary measure where the result could be positive or 

negative (Levack, 2005:13). The assumption Is that men who test are already sick. In Day et al's (2003) study, most of 

the men who had used VCT had done so because of being Ill (2003: 668). This is linked to men's reluctance to seek 

help early on, at the first signs of illness. Seeking help at the first signs of Illness goes against men's socialisation, 

where they are told to be real men by showing physical endurance and inherent strength (Courtenay and Keeling, 

2000:246). 

Among the clients, 15 out of 30 said that they wait a long time before they seek medical help. Half the number of men 

asked this question reported that they delayed treatment. Signlflcantly, and somewhat surprising, Is that In my study 

there was no apparent connection between testers and seeking help qulckl/3, or non-testers and waiting to get 

medical help84
• This indicates that although many men are reluctant to seek medical assistance early, many do, 

despite societal pressures. Both literature and Interviews indicate that many men delay getting tested until they are 

very Ill. Men are therefore less likely than women to 'survive' AIDS (Nattrass, 2006: 21).Thls creates a connection 

between testing and being ill, or even death. The fact that those who tested are not necessarily men who seek health­

care quickly, however, means there Is space to work with men to encourage them to test as a preventative step. 

12 This contribu1es to the association between testing and being Ill, and HI wfth AIDS. 
83 Of the testers, 8 said they waited before seeking help, and 7 sought help quickly. 
14 Out of those non-testBrs who answered the question, 8 said they waited before seeking help, and 8 sought help quickly. 
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Self-efficiency and Life Chances 

Self-care 

Client 19 connects VCT to women, as though there is something in their nature85 that drives them to take care of 

themselves. 

'It is mostly women who are confident and like to take care of themselves [by testing] from such 

things' (CNT19). 

This puts men and women on two different sides of HIV testing: women test, men do not, re-enforcing the rarity of 

men's VCT use. It also reinforces gender socialization whereby women are thought to look after their health, whereas 

men do not (Plusnews, 2005:3). 

This quotation also indicates an awareness of men somehow failing with regard to HIV testing. This man shows 

insecurity over looking after his well-being, and expresses a lack of initiative in self-care. 

Some men did demonstrate the initiative to look after their health before becoming very ill. 

'I don't want to go to the doctor when I'm weak. Just like now, nobody can say I'm sick now' (CT7). 

This man wants to look after his health and to anticipate the worsening of his condition. Another client spoke similarly 

about accepting treatment and his willingness to take the steps he needs to live his life if he was infected with HIV. 

This suggests that some men can be encouraged to use VCT when they are healthy. 

It seems common that men are not proactive in looking after their health, and need someone else to convince them 

to get help. For some, this Is their wife. Women encouraging men to seek health-care is also related to VCT, as Olent 

24says, 

' ... she [my glrlfriend) even pushed me to come here to check my status' (CNT24). 

Beck's (2004) study revealed that some men only seek help if a person of authorlty86 encourages and tells men to go 

(2004: 8). Makoba (2006) reports a similar trend whereby men resist taking the initiative to test and only going when 

advised by their doctor87 (Makoba, 2006). Client 9 said the wife may go to her husband's family and appeal to them to 

encourage her husband to seek help. 

15 And therefore, the thinking follows that if It is in woman's nature, It is not in men's. 
16 Perhaps a father figure. 
17 A doctor being an authority figure, and usualy male. 
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This lack of initiative is an obstacle to men's health. Many men do not actively seek health-care. The irony is, 

according to gender 'norms', men 'should' be self-reliant, preventing them from seeking help, which may result in 

them becoming more dependent88• it also means that because they are not proactive in health-care, they need others 

to coax them to accept help - which is another kind of dependence. Men's resistance to help is a means of 

demonstrating maniiness89
• This can be viewed differently. 

The numbers of people using VCT could increase greatly if men took more initiative with their health. Being proactive 

about self-care needs to become masculinised, related to independence and decision-making: the independence to 

make the decision to care for the self. Men need more role-models who are proactive in self-care, who they can see 

are testing. 

Life Chances 

Another important finding was that testing is not common because men do not see the value in knowing their status; 

this is because many of them live lives of risk. A non-tester and tester expressed this commonly held view. Both men 

talk about other men saying this, so it is clearly a view known to be shared amongst men, and therefore contributes 

to the disassociation of men from VCT. 

' ... some men say, "No, I don't 10 there [to test] it's .. .going to be the same, If I got HIV/AIDS, I'm going 

to die, I don't care, I'm not scared of die, so there's no use to 10 to the clinic'" (CNT18). 

'it will take time for you to say, let me accept this ... most of us, this is the end of the world to me. If 

they say I'm positive, then it means I'm going to die, so let me Just die then' (CT6). 

Men often mistakenly see HIV as a death sentence, rather than a manageable disease. The second quotation suuests 

the possibility of men committing suicide If they are HIV positive90
• It worryingly seemed an accepted way for men to 

cope with a positive status, as though it were better to die now than live with HIV. HIV/AIDS is sometimes viewed as a 

death sentence that they either impose on themselves91 or Is imposed on them, so they would rather not know and 

continue living unaware. 

Routine Testing contributing to vcr normalisation 

11 This is because they become more m in their resistance to seeking help. 
" Manliness here Is comedlad to the quality where men 'should not' give in to pain. 
90 While I was at the clinic, a few men mentioned suicide in relation to a positive status. 
91 Through suicide. 
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The approach of the clinic whereby each client is offered VCT, whether or not that Is the reason for their clinic visit, 

contributes to the normalisation of testing in men92
• Normalising is in part about de-stigmatising VCT, so that it is a 

more acceptable and regular activity. Routine testing Is thought to contribute to VCT de-stigmatisation/normalisation 

(De Cock et al., 2006:440-441). This is precisely because testing is offered to everyone, rather than the occasional 

person requesting the service. This opt-out approach means the opportunity to test is more commonplace, 

contributing to normalising testing. 

Talking about testing with male peers 

Attempts to encourage other men to test are often ineffectual 

Many of the testing clients expressed their friends' resistance to their encouraging them to test. Some of the testers 

expressed their frustration at their unsuccessful attempts at encouraging male peers93• The men identified several 

reasons for their friends' resistance, including denial of risk, lack of knowledge and more immediate threats to their 

lives. Client 5 below impersonates the reaction of his friends when he attempts to encourage them to test. 

'For what? We don't have AIDS. For what?' (CTS). 

These friends assume that you only test when you have AIDS, when you are showing signs of illness. Implicit in this is 

either a complete denial of risk or a disjunction between testing and prevention. The test does not change your 

status, only your knowledge thereof-this does not seem to be the view ofVCT in this instance, however. Rather, the 

dient tells how his friends associate the act of testing with being Infected, instead of being part of prevention. 

Contrasting to this is friends 'choosing' denial based on the possibility of being at risk, and not wanting to know about 

their vulnerability. There is evidence of passive denial above, and also deliberate ignorance of status. 

'My friends do not want [to test] ... They say they are scared ... HIV is killing so it is better to stay 

unaware of your status' (CTll). 

Many men just don't want to know their status, and do not see the point in knowing (Levack, 2005:16). 

Some men indicated while they are able to talk about HIV/AIDS generally with their friends, talking about testing is 

considered too personal. HIV/AIDS stigma prevents men from talking about VCT, particularly from a personal 

perspective94
• I believe this silence around testing is more apparent for men, and therefore men are more reluctant to 

be open about having tested. 

92 This approach is known as routine testing. 
93 Levack's (2005) study also confirmed this experience (2005:24}. 
94 Here is the link between testi,g, AIDS and death. 
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Less direct, 'Word of Mouth' Marketing 

Central to the success of this normalisation is the role of WoM, as those who work, and those who have attended, the 

clink, talk to others about the clinic's services. 

Literature examining MCs in other parts of the world Indicates the key role that WoM plays in the growing success of 

a clinic ((Pearson, 2003, Lewis, et al., 2004 and Hancock, 2004). In a study that examined the most successful means 

of promoting SRH services, male interviewees described hearing about the service from friends as the most effective 

means of promotion (Pearson, 2003:195). In a similar project, Lewis et al. (2004) learned that most dlents were 

attending the services because of WoM (Lewis et al., 2004:482). This applied to the MC in Khayelltsha too, as almost a 

quarter of participants confirmed this to me (8 out of 33 cllents)97
• While a variety of media sources proved the most 

effective, followed by referrals from other cllnics, my client Interviews revealed that WoM played a signiflcant role in 

marketing the clinic. As other men told potential clients about the clinlc, this led them to attend It themselves. Other 

clients98 asserted that WoM is the key to marketing the clinic services. 

Cllent 12 heard about the clinic through WoM, notably from a stranger. While many men are uncomfortable talking to 

women about SRH, this demonstrates that some men are so comfortable with men that they will talk to strangers 

about SRH. Consequently, this led Client 12 to the clinic99
• 

' ... a guy I met yesterday told me that there is a MC in Site C .. .I met him on my way from work and I 

told him about my problem •. .! asked him where I can 10 because I don't want to go back to [Oinic A] 

because there are lot's of women there so they want to know my problem' (CNT12). 

This also shows that those men who have been to the clinic are telling others about the facility which is contributing 

to normalising the clinic among men in the community160• 

Simllarly, Client 17 heard about the clinic from people chatting in his community. 

'I heard people talking about it [the cllnic] •.• Uke I heard In my community people talkln& about It and I 

decided to come and see for myself if it is true that it's a MC' (CT17). 

This Oient came to investlpte as a result of people talking in his community, and consequently, he tested. WoM is 

therefore promoting the clinic, and slgnlflcantly not only through personal networks. In part, through WoM, the clinic 

is successfully getting men to test. 

97 Men also reported hearing about the clinic from olher cllnlcs (10out of 33), ohn from media eourcea Including local 
radio station, Zlbonele, TV, newspapers, bilboards and the clinic launch (12 of 33) and others from a Men's group (2 of 
33). 
91 When asked how best to Improve VCT among men, men talked about word-of-mouth as most effective. 
99 Clent 12 went 1o the cllnk: because of word-of-mouth, but he did not use VCT. 
100 This quotation also confirms the discomfort Client 12 feels at having 1o eeek STI treatment from women health-workers. 
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Other clients mentioned the key role that WoM marketing will have on improving testing in men, as the clinic profile 

is raised in the community161
• 

' ... those people that have already come in here, like [me] would go out there and encourage their 

friends, family ... and partners to come and ... have VCT or ... other sexual infections ... So I think that's the 

only way we can further ... the information about this clinic' (CT15, pS). 

The client above sees WoM as the only means of promoting the clinic and VCT. 

' ... another time you have told the person [to test] but he did not move [he was not motivated to go] 

but when he Is told by someone who comes from here [the dinic] you can say, •here man you can also 

go'" (CNT22). 

The preceding comment shows that people respond to personal experience102
, relating to role-models and being 

encouraged when you associate with the people using VCT. 

'I think it doesn't have to maybe to end on advertisement on TV or Radio, people maybe can come 

door to door •.. but it doesn't happen you ... Just see maybe a pamphlet about it, and people go 

[indicates through body language that people are disinterested and throw the pamphlet away] •.• lf a 

person is talking to you now you can begin to understand' (CNT33). 

Client 33 makes a key point about promotion campaigns; it is important for people to talk to one another about HIV, 

because it is easy to throw away or dismiss pamphlets and adverts. it is more difficult to shut out information when 

coming directly from another person. Clients suggested that people would be motivated to attend the clinic, if they 

heard personal accounts about It. The information must come from those who work at, or have been to, the clinic. 

Oient 26 identifies that person to person marketing is going to be the most effective in making the clinic successful 

and getting more men to test. This emphasizes the key role that the counsellors must play at the clinic103
• 

Oient 30 believes that this dlnic will have a positive effect on getting men to test, but more people need to hear 

about the clinic. 

' .. .if they can go out there and market this place, I think so [this clinic will encourage men to test]; 

because all men's are the same •.. at least you believe in other men' (CNT30). 

101 These quotations were said in the context of answering an open question about how to improve tasting among men 

~ ineffectual attempts to encourage peers to test are partly because of a lack of personal experience. Having 
been to the clinic and experienced treatment and savlce, tlends may be more wlling to Osten. Thia Is possibly because a 
level of the unknown is dininlshed with a personal, positive report on the service, from someone they trust and Identify. 
Levack (2005) also noted that male tlends can be enccuaglng of their peers, demonstrating the potential in this 
IYl8r1<ellng method (Levack, 2005:24 ). 
103 In the time that I was at the clinic, there was little evidence of this sort of outreach beyond the clinic walls. 
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Literature and interviews indicate the significance of WoM in changing perceptions and raising the clinic profile. This 

is a slow means of marketing, but it also the most effective (Pearson, 2003:198). It is hoped that '[o]nce a core of 

young men attends a service and passes on (hopefully) positive comments to male peers, a 'snowball' effect should 

result in increased male service uptake' (Pearson, 2003:198). If men begin to talk about testing, the community will 

begin to associate testing with men, and VCT will become de-stigmatised. This will contribute to encouraging men to 

test. Some of the clients attended the clinic because of friends, family or other men telling them about the service. 

This led to 3 of the 8 clients testing, and others being open to it in the future. While other clinics are sending most of 

the clients to the MC, the clients themselves refer to WoM as the most effective means of promotion. All these forms 

of normalising the facility and VCT should continue, but special focus should be placed on clinic staff and clients 

spreading the word about the clinic. The information is therefore passed between people, and probably between 

men, with whom other men identify. The affinity and trust apparent between men means that this is one way to 

normalising VCT and promoting the clinic. 

Normalisation of VCT amongst men is integral to men's increased uptake thereof. If men are seen to use VCT, 

particularly male role models, this is bound to contribute to its normalisation. it is also likely to contribute to breaking 

the silence that currently surrounds men using the service. This silence is about HIV/AIDS stigma, but this stigma is 

also gendered, because of the feminisation of HIV and VCT. WoM and personal experience are a powerful tools 

contributing to this normalisation process. The MC is contributing to the normalisation, and therefore de­

stigmatisation of VCT amongst men. This Is arguably encouraging of VCT uptake. 
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CHAPTER EIGHT: ADVANTAGES FOR WOMEN'S HEALTH 

Arguably, VCT services targeted at men also serve in the interests of women's SRH. When people use VCT, It is 

thought that they become more aware of their own and others' health (Day, et al., 2003:665; HSRC, 2005:85). This is 

not always the case, as one of the cllents expressed; If you hear you are HIV positive, your thought is not to die alone, 

but to bring others down with you (Leclerc-Madlala, 1997). 

In spite of this, with a counselling approach that focuses on the benefits of testing, highlighting treatment, and 

appealing to men's socialised 'provider' role, this possibility is potentlally lessened. Beck's (2005) interviews with men 

in Khayelitsha revealed that 'during rites of passage104
, males were lectured on the responsibilities of manhood (Beck, 

2005:20). Although illness can be viewed as removing the ability to provide for the family, the understanding of 

having an HIV test for prevention or to access treatment, links testing with the ability to continue to provide, rather 

than being ill and therefore failing in this role. 

If men become more aware of their own, and partner's, vulnerability through VCT, this is positive for both the tester 

and their partner. Moreover, men who test are more likely to be accepting of their partners testing, and partners 

using ARVs (IRIN, 2005). It also means men, who usually access ART very late, are more likely to access It sooner, 

which has advantages for the partner too (IRIN, 2005). 

I would now like to examine the interview data on this subject. I was interested In whether men who used VCT at the 

clinic had consulted their partners in their decision to test. I also investigated whether they would talk to their 

partners about VCT after testing. 

I would like to begin this analysis by looking at a key factor of the clinic, that being that although It is targeted' at male 

clients, the clinic does not turn away women seeking help. 

Male-friendly as opposed to Male-only 

The fact that the clinic is male-friendly105 is an important feature of the facility. Because STls and HIV involve sexual 

partners, It is Important not to tum away female partners. As HW5 outlined, the male client 

' ... has the potential to have the same problem again If you don't consider [his partner)' ( HW5). 

Many of the partners, and the staff indicated their belief that you have more chance of reducing the spread of HIV 

when treating the couple. 

104 'Rights of Passage' here means Xhosa Initiation/circumcision. 
105 'Male-friendly' rather than exclusively male. 
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While the clinic is primarily marketed towards men, it does not turn away women. The clinic encourages initial visits 

from client partners, but is likely to refer women to other clinics, as medical stock is largely supplied for men (HWS). 

The clinic has the capacity to be an entry-point for women too106
• 

To see men's reactions to the presence of women at the clinic, see chapter six. 

Improving the SRH of both men and women 

The relation between SRH and sexual partners leads me to the connection between interventions that specifically 

focus on men as a means to improving the SRH for men and women (Varga, 2001: 176). An important clinic aim in 

terms of partner health is the reduction of proxy-testing in the community. 

Addressing proxy-testing for the benefit of men and women 

A Cape Times newspaper artlcle107
, reports on a growing trend in the Western Cape where men impregnate their 

partners. The assumption is that the partner will undergo VCT during pregnancy and the man will learn his HIV status 

through his partner, rather than undergoing VCT himself (Makoba, 2006). This extreme action not only contravenes a 

women's autonomy, as they are potentially impregnated or made to test against their will, but it also shows men's 

overwhelming discomfort with the health system and particularly testing for HIV (Makoba, 2006). Proxy-testing is also 

known to not only centre on partner pregnancy, but men encouraging partners to test, as a means of finding out their 

own status. This matter of proxy-testing was identified as a problem by one of a staff member and a clinic partner 

too. This trend of proxy-testing must end, as it is essential for both partners to know their status, and it is 

contravening women's rights. 

There was evidence of proxy-testing In the client interviews too. 

'So now my girlfriend she wants to test •.. she's negative. So now without [testing), I know I'm healthy, 

so I don't have a problem ... because she's the only girl ... that I'm involved with [sexually] ... So now I 

didn't see any symptoms, I walk, I'm eating. So now I'm saying It's ok ... because since 2005 my 

girlfriend say is negatlve .. .so maybe she is negative, even me is negative, is negative' (CNT29). 

Because he has no symptoms he thinks he is healthy. He does not see himself at risk because his girlfriend has tested 

for HIV. Counsellors need to stress that HIV can be dormant for years before showing symptoms and It is possible to 

have a different HIV status to your partner. 

106 Women may be referred elsewhere, but they will be directed to a faclllty where they can receive the care they need 
107 Dated November 2006 
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Out of the 18 non-testers, 7 reported that their partners had tested and 2 were unsure. The two who were unsure 

expressed distrust towards their partners. The partners had said they tested, but the men were not entirely 

convinced. In other words, 9 women had told their partners they had used VCT. 9 non-testers reported that their 

female partners had not tested. Half of the non-testing men's partners had reportedly tested and half had not. 

Of the 12 testers who were asked whether their partner's had tested, 6 said their partners had tested, and 4 were 

unsure. Approximately half of the non-testing and testing female partners were thought to have tested. This Indicates 

that one more woman was thought to have tested than the number of men I Interviewed; however, If we Include the 

'unsure' answers to mean they had tested, this would mean 18 of the 33 partners had tested. This follows the trend 

that says more women are getting tested that men. It does also show, however, that there are still many women who 

are not testing. 

'Bring in the males so they ... would be part a/the couple' 

In the past, many HIV/AIDS Interventions have focussed on empowering women In their ability to negotiate safe sex, 

and be aware of their rights In their sexual relationship. These approaches have largely been in Isolation of men and 

therefore, inadequate. As P4 explains, 

' ... we do this for women, and the men are out, but what use Is It to ... [women], so the women know all 

about It, but they go home ... they can't [practice their new knowledge] because they have to practise 

those things with a man who Is not Informed, not Interested, and he's probably going to 

misunderstand108 
... you don't empower women ... ln Isolation of men. Empowerment means there Is 

some balance ... how can you elevate the power of women, what you put on the other side of the scale 

to accept that empowerment ... to do specific programs for the women, In Isolation of the man Is not 

going to be worthwhile. We need both' (P4). 

P4 mentions the need for addressing the couple109 or to work with sexes differently, but In alignment with a partner 

program. It Is now widely acknowledged110 that Intervention programmes are only successful if both sexes are 

Included (Chant, 2000:11). The clinic Is targeted at men, but both partners can come to the clinic. Moreover, the 

thinking Is that the MC Is a means to balance the scale spoken of above, as men are educated on the Importance of 

condom use and so will hopefully be more accepting of 'empowered' women. 

'If you treat the males on one side, and the females on another side, It's not good. So we thought let's 

bring In the males so they are a part of the picture, so they would be part of the couple ... What I think 

Is the most worthwhile Is couple counselling, couple testing, couple treatment •.. to me that is the 

solution' (P4). 

1
• The men may mlsundersland why the women are asking them to use condoms, Implying one of the partners has been 

cheating. 
109 Treat the couple rather than one sex at a time in isolation of each other. 
110 P1 and P4 specifically mentioned this. 
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The above quotations demonstrate that the Intention of the clinic Is not to give men preferential treatment above 

women, but rather that both men and women will benefit from this approach, as men are brought Into the VCT 

picture. The concept 'male-friendly', In this context, Is therefore also encouraging of couple-based approaches. 

STls and HIV are related, and as we are aware, when you have an STI, you are more at risk of HIV Infection (Fleming 

and Wasserheit, 1999). Therefore, STls should also be treated as a sign of potential HIV Infection. The approach for 

STI treatment is also partner-based, whereby partner slips are Issued so that the patient's partner can be treated too. 

STI treatment Is a means to try and encourage couples to engage health-services together. This method has a 

potential impact on encouraging partners to use VCT too because, 

' ... once they [the female partners) are in the system for STl's, they must be offered VCT' (P2). 

The success of this referral relies on the partner passing on the slip, and the other partner's willingness to seek 

treatment and therefore be offered VCT. It also depends on whether they accept VCT when it Is offered and whether 

It Is offered. Slgnlflcantly, if they do enter the health-system for STls, they should be offered VCT111, through an opt­

out approach, bringing them that much closer to testing. There is a concern that 

' ... the number of people that go for HIV testing because they have an STI, it's less than half of the STI 

cases. Now we are not 100% sure whether the offering [of VCT) is only half, or If the patient says no, I 

don't want to have an HIV test' (P4). 

This is a concern because If we do not know the situation, It is dlfflcult to know the right response to It - either It Is 

staff not offering, or It is patients refusing VCT, or perhaps a combination of both. STI treatment is an Important 

means of getting patients to use VCT, and therefore the situation needs to be clarlfled. The MC can and must play a 

part in this too, as they deal exclusively with STls and HIV - and this fink must be capitalised on, so as to get more men 

to test. Every man with an STI must be offered VCT. 

The MC is an opportunity to educate men about safer sex in a one-on-one situation wherein each client Is counselled. 

Moreover, It Is evident that couple counselling and testing needs to be a priority for the clinic. To be an effective 

intervention both members of the couple must be reached. Some of the clients were unaware they could bring their 

partners to be tested at the clinic - this message must be more clearly communicated. 

Promoting Dialogue between partners 

Encouraging partners to test is a complex matter and potentially a topic of misunderstanding. A number of clients 

explained the problems of discussing testing with their partners: 

111 P2 and P4 confirmed that fNfJfY STI patient should be offered VCT when preeenting at a heafth facility. 
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' ... if you are saying to your partner that she must go and get tested she might have question marks 

"why are you pushing me to go and get tested? Do I have Aids? We might as well (better) break-up If 

you like" you see' (CT4, plO). 

In spite of this difficulty, nearly all the men who tested (14 of the 15 testers) said that they would talk to their 

partners about testing at the clinic. This indicates positively that the MC is potentially promoting conversations 

· between sexual partners about SRH, and particularly HIV which may lead to both partners testing. 

'Maybe next week I will come with her here and she can come to test even?112
' (CTS, p7). 

This quotation shows that men are encouraged to think about their partners testing once they have used VCT. 

Unfortunately, few of the testers (4 out of the 9 testers who came to the clinic intending to test, and 1 non-tester 

who had wanted to test, but was unable because the nurse was not present) had discussed their intention to test 

with their partners before visiting the clinic. The intention they expressed to speak to their partners afterwards is 

nevertheless a move in the right direction, towards testing awareness and partners potentially using VCT. 

Testing together or testing alone? 

Testing alone 

While the clinic partners and many of the staff acknowledge the importance of treating the couple, it was clear that 

for many of the men, they wanted to test alone and then return with their partner. Treating individuals rather than 

the couple is not ideal, but it is better than their not testing at all. This is stlil potentially beneficial to both partners. 

' ... I didn't even tell her [my partner] .. .l'm going to come here to the male clinic. I said to her, I was 

going somewhere else. Then I decided to come here ... because I was not happy at home113 
••• That 

Monday I told her I come from this place. Then I told her ..• they ask me to test. Then she asked me 

what did you say? I said no, I was scared. She said to me, we must come. I said no, she must wait. I'm 

not ready. Then I will tell her when I've decided to come. Then she said when she's ready, she wants 

to come .... Then I didn't tell her. I decided myself •. .l will come alone .. .l will tell her now .. .l wanted to 

know first for myself (CT7). 

As demonstrated, a discussion arose merely from the client coming to the clinic. He did not test on his first visit to the 

clinic, but it encouraged him to think about testing and talk to his partner about the possibility. The counselling 

112 I did not ask the client whether he would bring his girlfriend ID test, I asked him If he would tell his partner If he had 
tasted, and the above was his answer. I thelefole do not lhlnk his telling me lhis was an attempt ID please me. 
113 The Client was worried at home with his thoughts. 
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session, the conversation with his partner, all contributed to making him aware of the importance of testing. He then 

returned to the clinic to use VCT. Testing does seem to invoke dialogue around the topic between partners. 

The quotation Is also a warning against pushing couple-based services prematurely, when one of the partners is not 

ready to test. 

As another client explained, his partner had encouraged him to test after she had been tested during pregnancy 

'She asked me, you must go to test ... the baby she Is fine, and she said no man, it doesn't mean 

you .•. are safe because I am safe ... then I did go to the doctor, but because I got flu that's why I get the 

chance to test' (CNT18). 

This Indicates two critical points; firstly conversation Is a probable consequence after testing and potentially 

encourages the other partner to test. Secondly, this man felt comfortable being tested, because he was seeking 

treatment for something else (flu). This confirms that the clinic, In It's offering a service beyond VCT Is male-friendly. 

Men's fears are reduced as there is less reason for others In the community to Jump to conclusions regarding why the 

client is seeking help114
• This Is a further enabler at the clinic In men's use of VCT. 

This phenomenon, being tested whilst seeking treatment for other health problems, Is known as routine testing 

(WH0b, 2003). This means clients are encouraged to test, even if that was not their Intention when visiting the clinic. 

Client 11 explained that he did not tell his partner that he was Intending to test, but that he would do so after 

testing. He explained that the reason he did not discuss this was because It was a spontaneous decision to 

come to the clinic, and It would have cost time and monev to go home to discuss It with her flrst115
• Having 

tested that day he did want to ' ••• try to bring her [to the clinic to be tested)' (CTll). 

Oient 15 is a case where he tested by himself, but then told his partner about It afterwards and came back with her 

so she could test. These examples suggest that dialogue between partners, about testing, occurs for many clients 

after one partner has tested for HIV. This also potentially leads the non-testing partner to testing. 

Considering men wanted to return to the MC with partners to test, It was a concern that some were unsure whether 

they could bring their partners to the MC. The fact that partners can be tested at the dinlc clearly needs to be made 

more evident to clients at the clinic. 

A concern about partners testing alone Is whether the clients' decision to talk to their partners would be altered 

according to their status. This could not be explored as I did not discuss HIV status with interviewees. 

114 Admittedly, having an STI Is not as neutral as flu, but It is not as stigmatising as HIV, and therefore having STI 
treatment on offer at the dlnlc is helpful In facilitating men's 1188ting. 
115 This highlights the lntluence of socio-economic status on men's health-seeking too, and potentially Hmltlng equitable 
relationships between partners. Lack of money literally prevents some partners from engaging In such a conversation 
prior to testing. 
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Testing together 

Significantly, some of the non-testers (3 of the 18) spontaneously expressed their wish to test with their partner, 

rather than testing alone116
• 

' ... when I want to test I must come with somebody l trust because I do not have one girlfriend ... l must 

come [to test] with this one [girlfriend] I stay with' (CNT19). 

This same client explained that he did not know the HIV status of his other girlfriends, 

This client is clearly at high risk of HIV and is afraid to test. Being encouraged to test with his partner is crucial in 

getting him to use VCT. 

The client below expresses his preference to test with his partner so that they hear their results together. 

' ..• [my partner and I] have to go and test, both of us, because If you are going alone and test alone 

when the bad outcomes of that results comes you are going to be scared to tell your partner, but if 

you go both of you one time, then you feel free, you don't have a problem ... That's why I take this 

decision we must test both of us' (CNT23). 

This is in keeping with popular knowledge whereby the partner that tests first is sometimes blamed for bringing HIV 

into the relationship. If you test together, then the news is given at the same time, and therefore the 'blame' is 

shared. 

This suggests that It is important to emphasise that men can bring their partners to test at the facility. This would 

clearly be In the interests of both partners. It also demonstrates that both options of testing alone and testing with 

your partner sho~ld be options at the clinic and be understood to be options at the faclllty. This will accommodate 

different preferences for testing. 

Do VCT services targeted at men in turn encourage these men to promote testing in 

their partners? 

From my interview data, I cannot concluslvely say that men's testing for HIV encourages their partners to test too. 

What does seem clear, however, is that merely by visiting the clinic, and having a counselllng session, some men, 

whether they have tested or not, go home to discuss VCT with their partners. 

116 Testing alone was more prevalent among the men who actually did use VCT at the MC. 
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A few of the non-testers wanted to return to the clinic with their partners to test (3 of the 18 non-testers). Many of 

the testers said they would talk to their partners about testlng117
• This indicates a positive impact of the MC, not only 

on men's, but also women's, health. Research recognises that women cannot be empowered in isolation of men; men 

and women both need to be targeted through campaigns (Chant, 2000:11; Morrell, and Ouzgane, 2005:13, Peacock, 

2005; Barker, 2005; Chege, 2005). The MC is one way of bringing men into the VCT picture. Men now have a place 

where they can more comfortably use VCT, whether they prefer to test alone, or with their partners. The latter is the 

preferred approach, but individual testing is accepted. 

Evidence above demonstrates that men are likely to talk to their partners about testing, if the male partner has been 

tested. This shows that VCT is being normalised and encouraged between partners, contributing to more women 

testing as a result of men testing. 

117 13 of the 13 testers who were asked this question indicated this. 
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CHAPTER NINE: DISCUSSION AND RECOMMENDATIONS 

In this chapter, I will discuss key and unexpected findings, as well as recommendations for the clinic and public health 

approaches to the challenge of recruiting more men to VCT. I will look at each findings chapter and elaborate on core 

issues and recommendations with relation to gender. 

Male-friendly clinic characteristics 

An Apparent Contradiction: Qualitative vs. Quantitative data 

My study explored the assumption that a male-friendly health facility will encourage men's use of, or future use of 

VCT. We already have the quantitative data showing that men are not testing at the same rate as women in South 

Africa. A qualitative study undertaken by Levack (2005) In Soweto explored the reasons why men were not testing. 

My study explored whether men using VCT at the Site C MC, perceive the male-friendly environment to be enabling In 

their testing. 

Through 33 qualltative interviews, I examined men's perceptions around whether the male-friendly clinic was indeed 

'male-friendly' and whether they perceived this to be enabling In their use of VCT. From my data, the men 

overwhelmingly felt more comfortable at the MC. Of the 29 clients asked about comfort levels, 27 Indicated they felt 

more comfortable at the MC, while two felt the same level of comfort. Increased comfort levels are favourable to VCT 

use (Baggaiey, et al., 2001 and Magongo, et al., 2002). 

Men expressed their preference In speaking to male staff, facilitating VCT use in men. Many of the non-testers 

expressed reassurance after their counselling sessions, reflecting an open-ness to testing In the future. The MC adopts 

an unthreatenlng environment where men feel comfortable returning to the clinic according to their own decision, 

rather than feeling coerced into testing. The non-testing clients Indicated this to be positive In their likelihood of 

testing In the future. Men asserted their hope In the clinic and expressed motivation to tell others about It and the 

services offered. With WoM promotion, this will contribute to normalisation and de-stigmatisation of men using VCT, 

and men's attendance at clinics more generally. My data gathered from 33 Interviews overwhelmingly argues the 

case that the MC In Site C, Khayelitsha, enables men's use of VCT. 

Contrary to my research, however, Is quantitative data reflecting a different story. In Khayelitsha, the MC has the 

lowest acceptance rate for VCT at 46% (6% of the 727 VCT clients were female), while the next lowest is 83" (59" of 

the 435 VCT clients were female) acceptance rate (cape Town City Health, unpublished data, 2007a). This highlights 

that many men are still refusing VCT, even though they are In a male-friendly space. Moreover, It demonstrates that 

the MC Is not as successful at persuading men to use VCT. Spencer Road, which Is predominantly a male-servicing 
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clinic, has a 73% acceptance rate for VCT (22% of 1269 VCT clients were female). This is disconcerting data, as It Is In 

contradiction to my qualitative data which reflects positive feedback from the male clients using the facility. 

I believe there are several factors to consider In light of this apparent contradiction. I will discuss these below and 

hlghli1ht recommendations where applicable. 

AS/ow Start 

My data was pthered after the facility had been running officially for 5 months (May- October 2007). The number of 

men who had visited the Site C clinic between May - September was 754 clients (cape Town City Health, 2007a). One 

of the lmblzo drop-In centres In Kllpfontein, Soweto, reflected slmllar numbers after a 5 month period. Approximately 

622 men had visited the centre between January - May 2005 (Medical News Today, 2005). The MC In Khayelltsha has 

therefore fared marginally better than this other South African example. Furthermore, whlle clinic partners have been 

discouraged by the slow uptake of VCT among men, apln this seemed a pattern In the Klipfontein centre, where only 

140 men tested between January and April 2005. A sl1nlflcant contrast between these two clinics was In the number 

of male condoms distributed. While the lmblzo clinic distributed 70 620 condoms between January - May 2005, the 

MC In Khayellthsa distributed 18 670 In a similar five month period (Medical News Today, 2005 and cape Town City 

Health, 2007a). This Is clearly an area of concern that needs to be addressed at the Khayelltsha clinic. 

Internationally, these trends also seem to follow this slow start: 506 clients visited the Young MC In New York In 1998, 

a total of 908 times. The New York Site did show notable Improvement: by 2002 1452 men visited the cllnlc 2522 

times (Armstrong 2003:220). Armstrong concludes that 'The Increasing number of clients visiting the Young MC 

challenges the notion that men are hard to reach and demonstrates that ... men will engage In programs that are 

accessible, affordable, culturally sensitive, rooted In the community and tailored to their needs' (Armstrong, 

2003:222). I therefore believe that this Initial data from t,he Site C MC, although disappointing at first glance, ls In line 

with other examples that have proven worthwhlle and enabling for men In their health-seeking. The MC In Site C, 

Khayelltsha does appear to be accessible, Is affordable and culturally sensitive for men In the predominantly Xhosa­

speaking community. 
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Recommendation 

Based on the experience of other male-friendly services, I believe it is imperative to continue providing these services 

at the MC in Khayelitsha. I recommend that the Oinic Partners allow more time before making a considered 

evaluation of the clinic's success in including men in VCT and STI treatment. 

Community 

In terms of the clinic being 'rooted in the community and tailored to [Its] needs' {Armstrong, 2003:222), one of the 

staff members did raise concern over this issue. He was concerned that the clinic had not consulted with the 

community Itself in establishing the clinic. He thought that with the support of a community health committee, the 

clinic would be marketed effectively through the community itself. He argued that this would increase attendance at 

the clinic. 

Recommendation 

The clinic Is for the community, and therefore, with further support from the community, the clinic may be even more 

successful. It is therefore recommended to consult with the Khayelltsha community, particularly Site C where the 

clinic Is situated, about the best ways to promote the clinic. 

New Concept 

A clinic partner suaested that because the MC is a new concept In the community, people may be unfamiliar with 

the type of facility and its services. This is a further reason to consult with the community, but also a possible 

explanation for the slow start for the clinic. 

Recommendation 

It may very well be a new concept for the community in general as there have never been services like these offered 

in Khayelitsha, however, It may be Important to link it to what the community does know, for Instance making a 

correlation with the Salt River clinic. This could help men in the community identify with the service and access It 

more readily. 

Marketing Campaigns 

Oient 16 points out the importance of verbal advertising in the context of high levels of illiteracy. 
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' .• .if they can put an advertisement over the radio, television and posters maybe that could inform the 

public more especially on television cause most people cannot read so at least on a television they could see 

and decide' (CT16). 

At least when people are told about the services, they have the choice whether or not to use them; when it Is 

printed, and people can't read, that choice is taken away from them. 

Indeed, there Is evidence that radio advertisements have been effective in bringing in clients to the MC (3 of the 33 

clients had heard an advert on a local radio station), while one of the health-workers expressed most of his clients, In 

June and July, had heard about the clinic through the radio. 

Recommendation 

Radio marketing should continue to be given high priority as a means to advertise the clinic, as a means of reaching 

those who cannot react 

Word of Mouth promotion 

The other point I believe needs consideration, is that all of the MCs, both nationally and internationally, have voiced 

WoM as the most effective means of promoting the facllltles. Indeed, as I have shown, the clients In my study 

reinforced this view too. I think what needs to be taken into consideration Is that while this method Is probably the 

most effective, it Is also lnltlally slow. If only a few clients are attending the cllnlc, they may tell a few more about It, 

but growth will be gradual. When the numbers grow, however, as they continue to do so at the MC, It should follow 

that more and more men should hear about the clinic via WoM, and be encouraged to attend. A quarter of new 

clients attending the Young MC In New York heard about the clinic through another man who had attended the 

facility (Armstrong, 2003:222). This demonstrates that WoM can be a powerful tool, but it Is also initially a slow 

means of marketing. 

Olent 14 highlights the Importance of marketing and advertising and telling others about the clinic. He thinks that all 

men, if they know about this service, will come. 

' ... they will come. Because ... Most of the people who are here [in Khayelitsha] don't know this clinic, they 

don't know there's a clinic here for men. They don't know. Because my friend he stays here118 
... I'm sure 

they [other people] don't' know. They don't know. Because I was surprised to be here also' (CT14). 

The MC is likely to contribute to normallslng testing In men in Khayelitsha. It Is through men talking about VCT and 

men Identifying with those who are testing, that it will become normallsed. Men will be encouraged to seek help If 

they see other men In their reference group seeking health-care (Addis and Mahalik, 2003:11). 

111 This client only knew about the dlnlc because his friend stays near the dlnlc. 
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Recommendation 

It seems that personal experience Is the most effective form of WoM marketing, and so attending the clinic gives 

clients that personal upper hand. Clients could be encouraged to tell friends about the facility. Pamphlets with 

directions could be made available for men to take to friends, If they preferred, which would bolster this personal 

marketing approach. 

As already mentioned In chapter seven, Olent 33 advised that the key to marketing Is In fact WoM and personal 

testimonies. This Is because posters and pamphlets are Impersonal and easily disregarded. If one-on-one outreach, or 

at least more personalised marketing, could be prioritised, this may be beneficial to the clinic and the community. 

Staff 

The staff too can contribute to WoM marketing. Many of the non-testers seeined more open to testing, as a result of 

their counselling session, which means this could also be effective In the community too. I believe It Is Yitai that this 

one-on-one marketing goes on beyond the clinic walls so that more men know about the facility. 

The Clinic Partners were aware of and concerned about this lack of staff promotion In the Immediate and surrounding 

community. 

'I don't think they are being proactive enough In going around and calling the people and making them 

aware that the clinic Is there and It Is open ... ' (P4). 

I understood from the clinic partners that Integral to their work as lay counsellors, the staff were meant to do this 

outreach, periodically, to promote the clinic. In the time I was there, I was unaware of any activity on a day-to-day 

basis; however, the staff were Involved In VCT drives on some days and were promoting the clinic at these events. 

While staff Initiative In this area seemed to be lacking all the staff-members appeared enthusiastic and motivated 

about their Job, enjoying the meaning It brought to theirs and others' lives. 

' ... each and every day I feel like I am happy to be here ••• , Just ask myself, what am I going to learn today and 

what am I going to deliver to those people I am going to see .. .' (HW2). 

Recommendation 

The staff need to be made aware of this critical outreach role. Possibly a formalised roster of who goes Into the 

community when, should be Implemented. 
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Another aspect that I think contributed to the lack of promotion by staff was that there seemed to be confusion 

about where the clinic fits Into the health-care system and Its role as an entry-point. There Is a lack of understanding 

on this point as expressed by one of the health-workers 

' ... what is the point of finding out people's status when you are not going to help them anyway' (HW3). 

The health-workers voiced frustration with not being able to help patients, having to send patients elsewhere, only to 

find they have not received the help they need at other clinics. 

Recommendation 

While there are certainly limitations to the work the clinic is doing, as they are forced to refer clients elsewhere1I9, It 

would be beneficial for the staff to understand the integral role that the clinic is playing within the wider health­

system120. This increases meaning as to why they are promoting the service. With Improved understanding, 

motivation and morale are likely to be boosted which will inspire the staff to go out and promote the clinic services. 

While all the clinic staff were men, implying a 'male-friendly' image, all appeared to be young men. This may be 

appropriate for some male clients, but there was evidence that diversity in age was possibly wanting. 

A clinic partner mentioned how counsellor diversity would be a welcome addition to the clinic, so as to accommodate 

different men, and men of all ages (P4). '[T]here Is no single, ideal model of VCT service delivery', but rather 'different 

approaches are required to reach different populations' (Mccauley, 2004:5).Thls supports the clinic partner's 

concern, as a variety in age would possibly meet the needs of different men. 

Two of the health-workers highlighted the age issue too. Some clients have asked them whether they are men121, 

because they are not comfortable talking to 'boys' about men's problems. 

' ... some of [the clients] ask us, if we are coming from the bush because they do believe that they won't be 

[able to] tell like boys their problems ... so we know their problems. Exactly, so they feel comfortable to tell 

us everything' (HW2, emphasis his own). 

' •.. first ... when we opened ... the clinic, some of them, the taxi owners, they are the old men ... They were 

having a problem for us, they say 'wow you are young, but I'm supposed to tell you my problem' (HW2). 

This suggests some clients are not comfortable speaking to uncircumcised 'boys'. Similarly, the men are not 

comfortable talking to women about their problems. There is a link about shared experience here, and the 

assumption that boys and women do not understand the experiences of men. Moreover, it seemed that some of the 

119 And these referrals may mun patients do not get the care they need in time, or cannot face going to public clinics for 
help. 
120 In terms of the clinic's role as an entry-point 
121 In this oontext, 'men' means they have been to the bush to be circumcised. 
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men do not respect the younger counsellors because of their age, and demand that they see the nurse, rather than 

going through the counselling process. 

The counsellor below compares his current job to another where he worked with youth, 

' ... they were listening to me because l •• .am older and wiser .•• So the guys here, the older ones, the other 

ones they say, no we don't want counselling we want to do VCT, if they want VCT, or some of them they say 

we are not here to do the VCT, so don't counselling me, just send me to the nurse, I need treatment for srr 
(HW2, p7). 

The implication is that the youth looked up to him because he was older than them, but the older men who are 

coming to the clinic, are strugling to do so, because he is apparently younger which, superficially, implies a lack of· 

experience. 

The above comment also suaests that some men do not want counselling, and there may be room for routine 

testing122 where counselling is not as central to the testing process. 

While the counsellors seem to be aware and sensitive to the variety of men attending the clinic and the need to adapt 

their approach to a young teenager and an elderly man (as expressed below), age diversity does seem to be 

preferable. 

'I have to know what language I should use when I speak to an elderly person, what language I should use 

when I speak to a young boy who is 17 or 18 years. I have to develop that understanding, so that they can 

feel comfortable ... [to say] whatever problem they have with me ... you have to be ... flexlble ... A boy ... if I use 

very formal language he would feel totally out, he does not feel comfortable. I have to use the language 

that he understands ... Uke the slang ... when I speak to an elderly person ... l have to go to that level. • .as much 

as I want to help you ... l also respect that you are older than me and you have experience than me .. .l don't ... 

judge you' (HW3). 

This health-worker is conscious about the need to adapt to different cllents, which is a positive, affirming 

characteristic of the lay counsellors. This shows the staff recognise the need for diversity in VCT approaches. 

Obviously, not all men are the same, and so it follows that adaptability and availability of different VCT approaches is 

preferable. The HIV and AIDS and ST1 National Strategic Plan for South Africa, 2007-201.1., states this goal: 1South 

Africa aims to] Increase access to VCT services that recognize diversity of needs' (National Department of Health, 

2007:14). The MC is a means of diversifying VCT services, but data suaests the clients may benefit from further 

diversity within the clinic too. 

I Recommendation: 

122 I dscuss this further under 'routine testing'. 
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This suggests that it may be helpful to have counsellor diversity, particularly with reference to age, to accommodate 

different client needs. If this Is not possible, then nurturing this awareness of variance in client needs Is advisable. 

In terms of women health-workers at general dlnlcs, as discussed In chapters five and six, men may be open to going 

to the clinic, but It Is when faced with speaking to a woman about SRH, that the client shies away from full disclosure. 

On the contrary, when speaking to men, It Is my perception that, with Increased comfort, the probablllty of their 

using VCT Is higher. 
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A 'Culture' of respect and independence: an environment unthreatening to 'masculinity' 

I discussed Robertson's (2001) suggestion In altering the health-care environment with a view to attracting more men 

to seek help. I have looked at some successful projects In South Africa and Internationally which have made such 

adjustments. Slgnlflcantly, these have largely been discussed In separate spaces for men, and not Integrated Into a 

generallsed service. A concern, however, is of course that health facilities become more male-focussed and therefore 

the reverse occurs, where women then feel alienated from the environment, or that resources are shifted away from 

women's health. I believe adjustments can be made to existing health-care services that are gender-sensitive and 

gender inclusive. 

Moreover, the male-accommodating aspects, like health-workers showing respect and non-Judgement are not only 

applicable to men. Men and women benefit In a health-care environment when they feel respected and understood. 

These are also noted to be VCT accommodating attributes for all (Baggaley et al., 2001:555). 

Recommendations 

Whlle the comfort of men should be considered, and making changes to the health environment to attract men to 

VCT should be taken Into account, changes should not be made at the expense of women's health. Rather, both men 

and women's health should be prioritised through a gender-aware approach. 

Given these reflections I also recommend that staff and environments should be gender sensitive and aware of 

masculine traits. A staff attitude of non-Judgement and empathy should be encouraged, Irrespective of either client or 

health-worker gender. 

Location 

Olent 1 read about the MC In a newspaper advertisement, but he had trouble locating the cllnlc, reportedly spending 

three days trying to find It. He went to look In two areas before he found the right area. Eventually he asked one of his 

colleagues who directed him to the taxi rank. Client 8 also had difficulty locating It and asked a colleague, living In the 

area, for directions. 

'I was coming with my colleague ••• She Is staying In Site C. I asked her, where's this clinic because I didn't 

know where It Is In Site C. The time I was reading the paper, I know It was here, this clinic but I don't 

know ... where It Is exactly' (CTS). 

Olent 30 had a similar experience. He saw the clinic advertised on TV. He did not know where the clinic was exactly, 

so he had to ask around, eventually finding someone to give him directions (CNT30). 

'I have seen It many times and I was Just passing because I did not know It was a clinic' (CT16). 
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Recommendation 

In light of the above scenarios, where clients cannot find the clinic, it is suggested that signage for the clinic is 

increased, so that clients can locate the clinic. Having to ask others for directions Is potentially scary for clients, so an 

increase in signage is likely to bring more clients to the clinic to use their services. There Is the desire to keep the clinic 

profile discreet, in terms of the stigma associated with SRH and VCT; however, signage could merely mention 'Men's 

Cinic' rather than advertising the services offered. 

Opening Hours 

Although the MC opening hours are largely male-friendly, because they are open on Saturdays and open longer than 

other public clinics in the area, some men mentioned that if the clinic was open earlier, this may be beneficial to 

employed men too. 

Recommendation 

Therefore, if the clinic proves to be a beneficial addition to the health service, it would be beneficial if opening hours 

remained late, but that the clinic opened earlier too, so that men could go to the clinlc before going to work, in the 

mornings. This would cause other complications, I realise, with increased staff, costs etc. 

Trust in Male Health-workers 

In chapter six, I explored whether the male clients trusted male staff more than female staff, particularly with regard 

to HIV results. I quoted a few men who were of the strong opinion that women could not keep information to 

themselves. The implication was that there was something Innate in women, preventing them from keeping 

information confidential. This seems to be a socially constructed, and yet powerful, view of women. It has 

consequences for men's accessing of health-care. If they cannot trust the person doing their HIV test, then there is 

little chance they will go through with having it. 

Ultimately, these assumptions need to be challenged. Just as Clent 6, who had worked in a health-facility, Indicated, 

he had the knowledge which allowed him to trust female staff, because he knew 'confidentiality' and 

'professionalism' to be central to primary health care. He stated his preference to be helped by a man because of 

comfort, but he did have trust for both men and women in the health profession. This knowledge needs to be shared 

in the community so that men can learn to trust women health workers, thereby making publlc clinics accessible 

places for these men to test. 

I am concerned that the clinic possibly perpetuates this sexist belief; the belief that women are intrinsically unable to 

keep secrets. The concern is that men will go to the MC because they trust men rather than women, and this belief is 
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left unchallenged. In this scenario, they do not come into contact with women staff, potentially forcing them to 

question these misconceptions. 

Structural change is needed to challenge this distrust of women, but this Is something that will not take place 

overnight. It Is a priority, but a long-term one. In the meantime, It Is Important to get as many men testing as possible, 

even If the cllnlc In some ways perpetuates these sexist views (not by upholding them, but by accommodating men's 

prejudices). 

Recommendations 

Perhaps It Is necessary to campaign about the role of confidentiality In the health profession, so that the public knows 

this Is central to the work they do. Highlighting the role of confldentlallty In the profession could help curb this 

prejudice against women health-workers. This will be ongoing work, and the MC can successfully bring In men to test 

who wo.uld otherwise avoid VCT. It is necessary that these sexist assumptions are slowly eroded. 

An unexpected finding which emerged out of my Interviews was that for some men, the problem was not In fact the 

gender of clinic staff, but the gender of the clinic clients, with whom men share the waiting room area. I discussed this 

in detail in chapter five. Men expressed their complete trust in other men to keep their condition private, while 

distrusting women clients. Men expressed that women pry In and then spread rumours about the person's condition. 

I am unsure how much of an Issue this is In reality, but certainly many men felt uncomfortable at sharing waiting 

rooms with women. This was Illustrated most especially to me when a client 7 reacted to the presence of a few 

women at the MC. He had just tested and he expressed his anger at their lingering in the clinic corridor. He was 

worried that they would make assumptions about his HIV status. 
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Recommendation 

Posters could be put in public clinics expressing the right to privacy, encouraging patients to respect one another's 

privacy regarding their condition. This may contribute to creating a culture of mutual respect, which men seem to 

perceive between each other, and it may contribute to lessening the anxiety of those clients who do not want to 

disclose their reason for being at the clinic. The posters may give them confidence in feeling they do not need to feel 

pressured into sharing their health status with people in the waiting room. 

The male-friendly approach is positive, as the clinic is marketed towards men, but does not tum away women, 

meaning both men and women can access care. I do, however, think that women should not linger unnecessarily at 

the clinic, insofar as female visitors or friends of staff should not be seen to mingle with the staff. This makes some 

clients anxious. Women at the clinic, as with the men, should be there for cHnical reasons, rather than soclal calls. This 

creates a male-friendly environment, more conducive to VCT use. 

Men's Olnlc contributing to the Normalisation of VCT amongst men 

Testing is unusual for men: Feminisation of the Clinic, HIV and AIDS and VCT 

In the Literature Review, I discussed how the clinic has become a feminised space. HIV and AIDS, and VCT have also 

become associated with women. Popular thinking places women on the side of those who test and use clinic, and 

men on the side that do not. As a result, men may not recognise that they are at risk, because of the feminisation of 

the disease. Of the 25 interviewees asked who they thought were more at risk of HIV infection, between men and 

women, 6 indicated they thought women were more at risk and the same number thought men were more at risk. 

The remaining 13 felt both men and women were at the same level of risk. This is a positive move in the direction of 

men recognising they are at risk, however, there is still evidence that men dissociate with the disease, and therefore 

the need for VCT. If VCT in itself is feminised, then there is a 'common-sense' connection that you are less manly If 

you want to know your status. Therefore, VCT Is not something men necessarily want to be associated with. Women 

often get tested when they are pregnant which reinforces this feminisation. 

The MC contributes to fighting this trend by connecting men with VCT. The linking of VCT and STI service works to 

disassociate testing with pregnancy and therefore, women. This connection needs to be taken further. One of the 

clients sugested the following: 

'If we can put up more billboards about this dinic like as we can see that women are the most people who 

have rights in everything If we can try to make men see that they also have equal rights llke women maybe 

they will have that freedom of mind and become free in everything like women' (CNT31). 
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The discussion above highlights that men are feeling ostracised in the media, because women 'have [all the] rights'. If 

men feel valued, and that they are contributing and succeeding by testing, perhaps this will encourage them to test. 

'Men need to give greater consideration to AIDS as it affects the family; fathers and future fathers need to consider 

the impact of their sexual behaviour on their families' (UNAIDS, 2001: 8). The UN highlights the importance in 

highlighting sexual behaviour, but this relates to VCT and SRH more generally too. 

Recommendation 

If clinics could be promoted as spaces for everyone, for men, women, elderly, children, this may contribute to de­

stigmatising the clinic for men. Perhaps posters of a variety of people seeking help could promote the Idea that It is 

not only women who attend clinics. 

campaigns need to be informed by this 'feminisation' of HIV and VCT, but encourage men to use VCT. It is crltlcal that 

the connection between VCT and men be emphasised. Further to this is the need to link positive images of men with 

VCT. For example, instead of testing being associated with weakness (women), the emphasis could be on their 

soclallsed role as the 'provider'. 

There needs to be a shift in thinking here, whereby men are encouraged to respond to the male attributes of 

responsibility, for themselves and their family by testing so as to prolong their life. VCT needs to be marketed as a 

responsible act to do for yourself, your partner and your family or future family. This may encourage men to take 

more initiative in their health. 

A goal for public health, rather than a recommendation, is that HIV and AIDS needs to become de-feminised. South 

African media needs to change popular views of HIV by showing that men can live healthy lives with the virus. Having 

an HIV test for prevention or treatment should be linked to testing with the ability to continue to provide, rather than 

being ill and therefore failing in this role (Beck, 200S:20). 

Routine testing: an opt-out approach 

in one of the Partner interviews the ACTS method was mentioned as an approach to testing in Youth Clinics. The ACTS 

approach was explained to me as follows, 

' ... they are offered testlna, and the nurse will ask If they are ready. If they are ready they get tested, 

and then they get supported afterwards, so it doesn't go through the formal VCT process. It's called 

ACTS - where basically you Assess, you get Consent, you Test and then you give Support afterwards. 

And so in that way ... we find that there's more uptake in the youth services' (P2). 
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'One-to-one counselling and the time required to provide it are possible disincentives for people who wish to be 

tested on a more routine and perhaps less conspicuous basis' (WHOb, 2003:2). The incorporation of other services 

with VCT makes It easier for some people to access the service in the context of HIV stigma. This Is because they can 

access VCT without others to knowing they are seeking an HIV test (UNFPA and IPPF, 2004: 4). This approach also 

increases VCT access to patients, as they are routinely offered the service, which is an opt-out approach, rather than 

the conventional opt-in VCT approach (WHOb, 2003:1). Routine testing is an opportunity to move 'beyond the model 

of provision that relies entirely upon concerned individuals seeking out help for themselves' (WHOb, 2003:1). Because 

men often do not seek help for themselves, this opt-out approach incorporated into other services is a means of 

bringing them into the VCT picture. 

The comments about counselling discussed in chapter five suggest that for some men, the VCT model is 

uncomfortable. This finding made me wonder whether the ACTS approach may be better, or at least another, 

alternate approach, if men display discomfort with the counselling method. 

This could be an option for the MC. if men are uncomfortable with the counselling process, but willing to t!!5t, ACTS 

may be a better approach. The decision to opt-out must always be an option, but I think that possibly the counselling 

Is anxiety-provoking and prevents some men from using VCT. The counsellors should be encouraged to have a flexible 

approach towards how much time they spend on counselling. If the client shows discomfort, pre-test counselling may 

be lessened, and depending on the HIV result, post-test counselling may take more emphasis. 

Role Models 

When asked how we could possibly Increase the number of men testing for HIV, two clients stressed the contribution 

of role-models testing publicly, or being open about testing. a1ent S and 8 below also mention President Thabo 

Mbekl (I discuss this in more detail in chapter seven). 

'You must test first Bhuthi. Uke the president, you must lead by example, you see' (CTS). 

' ... If one person Nelson Mandela, or Thabo Mbekl they can advertise on the TV, maybe people can watch It, 

or else if you are a sportsman or then you are a coach for the clubs. You can talk about this Issue, maybe 

they can allow to come to test' (CTS). 

Recommendations 

As shown above, high-profile, respected men talking about testing and being seen to test, would contribute 

enormously to the task of recruiting more men to VCT. While aty Health may not be able to get national figures like 

Mandela or President Mbekl, they may be able to get a respected, local figure to do this 124
• 

124 I understand from the partner interviews that some high profile athletes did come to the Clinic launch. To take this 
further and get them to test publicly, would go that much further In encouraging more men to test. 
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Testing in times of crisis 

Literature suggests that many men wait until they are very ill before getting tested. Among those In Day et al.'s (2003) 

study, most of those who had used VCT had done so because of signs of illness (2003:668). Moreover, this trend 

seems to be commonly known to be acceptable among men, delaying testing until there Is no use In denying the 

possibility of HIV any longer (Levack, 2005:13). I discussed In chapter seven that this trend in delayed testing creates a 

connection between testing and being Ill. 

A somewhat surprising, but Important finding Is that In my study there was no Immediate connection between testers 

and seeking help quickly, or non-testers and waiting to get medical help. The fact that those who tested are not 

necessarily those who seek health-care quickly means there Is space to work with men to encourage them to test as a 

preventative step. 

Using VCT does not mean you have AIDS, as one does not equate to the other. More men need to be recruited Into 

testing when they are healthy, so that this association Is weakened. 

A client worryingly suggested that because he has no symptoms of HIV, he must therefore be fine, and there Is no 

reason to test. 

Recommendation 

This cognitive connection between testing and being Ill needs to be broken. VCT must be promoted amongst men as a 

precautionary and responsible act towards their health to protect themselves and their famllles125
• This will help to 

disassociate testing and being HIV positive. Perhaps a media campaign emphasising that the test does not make you 

ill, It only empowers you with the knowledge of yciur status, could be beneficial In this regard. 

Counsellors must be equipped to deal with the scenario where men feel they do not need to test because they are 

asymptomatic. Counsellors must emphasise that knowing sooner (when they are still healthy), rather than later Is 

advantageous, not disadvantageous. The advantage being that the sooner you discover you are positive, the sooner 

you can get the help you need to live a healthier life. 

I believe that images or voices of men living with HIV would help this situation enormously. Men may be able to begin 

to recognise that HIV Is not a death sentence, but rather a manageable health condition. 

125 Possibly appealing to soclallsed masculine traits 
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Advantages for women's health 

As I have noted, 13 of the 15 testers said they would tell their partners about their testing experience. This shows that 

those who test are motivated to talk to their partners, which potentially encourages partners to test. Something to 

consider Is whether this is true regardless of the test result. I did not know the results of those who tested, as this was 

not part of the research. 

As discussed In chapter eight it seemed that while some of the men voluntarily reported a preference to test alone, 

some of the non-testers Indicated their preference to test with their partners. Having the option for either Individual 

or couple-based counselling is therefore important. Among those who preferred testing atone, there was a warning 

against pushing couple-based counselllng too soon, as one or other partner may not be ready. 

I referred to the emergent trend of testing by proxy, where a man 'tests' through his partner's results. The MC 

contributes to lessenlng this trend, by making the clinlc environment more appealing to men, and therefore 

encouraging them to test. Despite this, one of the clients actually mentioned that he believed his status to be 

negative because he showed no systems, but more Importantly because he knew his status through his partner. This 

belief Is therefore circulating among men, and It needs to be counteracted In some way. 

Recommendations 

Counsellors should encourage all those who test to talk to their partners about testing, and ensure that they know 

where their partners can go for VCT, Including the MC, If they preferred. 

Men attending the clinic, whether they use VCT or not, should be made aware that individual or couple-counselling Is 

an option at the clinic, so that men who want to test with their partners, but are reluctant to go to a general cllnlc, 

can return with their partner to test. 

A sensitive approach to couple-based counselling, where there is the risk of one or other partner not being ready to 

test, could be to engage the couple In counselling, followed by time to discuss the potential testing together. This may 

be a more considered approach to couple-based approaches. 

Counsellors need to be made aware of the practice of proxy-testing. There was evidence of this knowledge, which Is 

positive. Counsellors must be equipped to convince their clients that they need to know their status for themselves, 

and Indeed, they cannot know their HIV status through their partners. This Is In the Interests of men's and women's 

health, as each partner is aware of their own status. 

Moreover, whlle It is positive to see that some workers at the MC have ldentlfled proxy-testing to be a problem and 

are trying to address It directly, it Is necessary to take this beyond the clinic walls, so that more men are encouraged 

to use VCT. campaigning against proxy-testing and making it common knowledge that you cannot know your status 
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through anyone, but yourself is crucial In curbing this epidemic, so that each person takes responsibility for their own 

status. 

The above discussion suggests some potential changes and additions to the campaigns and approaches to getting 

men to test126
• I believe the central challenge Is to work towards de-feminising clinics by campaigning against this and 

bringing In more male staff. This Is a long-term project, however, and In the shot-term, I believe the MC Is bringing 

male-friendly attributes together so as to encourage men to use VCT. The men I Interviewed seemed more open to 

testing because of the male-friendly environment. Disappointingly, the quantitative data does not reflect these 

findings. My suggestion here, however, Is persistence, as I believe word-of-mouth from staff and clients, and 

community support will slowly contribute to raising the number of clinic attendees, and clients using VCT. 

126 For a table summary of recommendations, please see Appendix 5. 
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CHAPTER TEN: CONCLUSION 

The Site C MC is designed as a male-friendly facility. To answer whether the clinic was male-friendly, I sought to 

define what these characteristics were. Through mine and others' research I compiled a list of male-friendly 

components and discussed these in chapter five. Indeed, these factors did seem to contribute to creating an 

environment perceived to be 'safe', private and, where the service Is of a high quality. These are conditions 

favourable to VCT uptake. 

Clients expressed greater disclosure and honesty with regard to SRH, when speaking to male staff. This Increased ease 

with the health-worker suggests that the client is more likely to have their health needs met in this situation. This 

relates to the ability to talk about HIV, AIDS and sexual risk with women, which Is related to using VCT (Magongo et 

al., 2002:39). As discussed In chapter five, the men I Interviewed expressed greater ease discussing SRH with other 

men, which is conducive to encouraging VCT. 

Related to this point of being more at ease with male staff, was the Issue of clients having greater trust In male staff, 

as explored In chapter six. Trust Is obviously an encouraging factor for those using VCT, in the context of HIV/AIDS 

stigma. VCT clients want to have the assurance that their results are confidential. This seemed a further enabling 

factor In encouraging men to use VCT. 

Somewhat surprising was the finding that the gender of the patients contributed to men's feeling safer at the clinic. 

The large majority of clients are male at the MC, and as discussed, men trust other men to keep their medical 

condition private. Not only does this include staff but also clients. This seemed to be a major factor in facllltatlng 

testing, as clients felt 'safer' In this environment, In the absence of women. 

Men talked about the MC as allowing them more say. Olents reported feeling more independent at this clinic and 

praised the way they were treated, both In terms of attitude and medical service. I have called this a culture of 

respect and Independence, and this fits Into Robertson's (2001) concept of creating a male-friendly environment. 

Positive masculine Imagery also contributes to a male-welcomlng facility. If men feel welcomed by the VCT 

environment, they are more likely to utilise VCT. This was in contrast to reports of other clinics where they felt 

patronised and unfairly treated. 

Levack (2005) mentioned that the lack of good quality service may prevent men from waiting for HIV test results, or 

returning for tests In the future (2005:20). Aspects of the facility that contributed to providing a high standard of 

service, especially for men, Included the opening hours, location and efficient service. The clinic is conveniently 

situated next to a taxi rank, which means men In the community can access it with relative ease. The opening hours 

are specifically deslllled to accommodate working men by being open later and on Saturdays. There was evidence of 

men testing outside of conventlonal clinic hours. The efficient service seemed to Impress the clients too. These 
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elements seem to contribute to a positive view of the clinic, and therefore not only accommodate and value men, but 

in so doing, contribute to an environment conducive to men's VCT utilisation. 

The clinic approach to VCT Is also potentially encouraging of men's VCT uptake. Because the VCT service is combined 

with STI treatment, every client is counselled for HIV testing. In this way, the process becomes an opt-out one, rather 

than opt-in, and contributes to normalising VCT as every male client is offered the service. There is evidence that this 

opt-out approach is effective in getting more people to test. 

Normalisatlon Is believed to be a key factor contributing to the areater uptake of VCT. Because testing is seen to be 

unusual amongst men, and because silence surrounds those who are testing, It means testing amongst men remains 

unusual. My study revealed that the MC encouraged other men to tell peers about the facility. In talking, this 

contributes to normalisation among men. Word of mouth was highlighted not only in the literature, but also in my 

research, as integral to this normalisation process. There was evidence of this happening, and therefore it should 

follow that more men wlll attend the clinic and more men wlll use VCT. 

Getting more men to test Is likely to mean they get onto HAART sooner, if positive, and if neaative, It may mean they 

wlll take precautions to stay negative. White It is critical to get men to test for their own health, arguably It is in the 

interests of women's health too. This Is insofar as men will be able to continue to be a part of the couple and family, 

they may be able to work longer and the couple can take precautions together to safeguard their health. The MC his 

a male-friendly policy meaning that couples can test together, which is possibly the best approach to VCT. Interview 

data suggested that those who tested at the clinic were likely to talk to their partners about It afterwards. Some of 

the non-testers hoped to return with the partners to test in the future. I therefore conclude that data suggests VCT 

services, targeted at men, are llkely to benefit women too. 

In the course of this thesis, I have examined the male-friendly attributes of the clinlc, and explored whether men 

perceive these to be encouraging of their use of VCT, or potential use of VCT. The Site C Men's Oinic has several 

characteristics making It I welcoming environment for men. Most men expressed an increase in comfort and personal 

safety at the facility, for the reasons discussed above. These are valued attributes of a VCT facility. Although the 

quantitative data indicates a slow and disappointing start for the cllnlc, based on the perceptions expressed by these 

dients, the facility is filling an important health service for men. It is likely to encourage more men to access VCT, 

because men feel confident In the service and staff. This is arguably in the interests of men and women's health. 

I have noted that the MC is serving an important health requirement in the context of a human security crisis: the 

HIV/AIDS epidemic and men's disassociation, denial, disinterest and silence around testing. There is a need for 

substantial structural societal change In terms of gender relations, particularly in terms of men's seeming inability to 

trust women, whether staff or clients. Gender-sensitivity and non-judgemental attitudes are needed in pubUc dinlcs 

so as to encourage men to attend these facilltles, and not only the MC. Having more male staff available at general 

cHnics would also be beneficial. These are long-term goals, In the context of an Immediate crisis. Men's Olnics are not 
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the solution to men's low utilisation of VCT; however, my research has indicated men perceive the male-friendly 

service to be encouraging of men's VCT use. 
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APPENDIX2 

Questions 

po men nrcelve tbe mftfi:lencHy dlnlc to be enabling lo their testlocZ 
1. What Is a male-friendly site? What characteristics of a health facility are considered male-friendly? 

2. Is this male-friendly aspect of the clinic an enabling factor In men's testing? 

po rotlc dlfots trust male staft mere than fenMle staff? 
3. What have men's experience of public health clinic staff been? Have they had positive or negative 

experiences? 

4. Do male clients trust the men's clinic to keep their HIV status private? Do they place trust In other health 

facllltles? 

5. Are male health workers perceived as more trustworthy than female health workers? 

Does Sbt male-fdencUy dlotc contrtbuSloc to normaHslDI tesSIDI amonc roenz 
6. Do men talk about HIV/ AIDS and testing with male friends? 

7. As a result of their experience at the male-friendly clinic, would attendees recommend the service to 

friends, and therefore promote and contribute to 'normalising' VCT? 

8. Is word of mouth significant In marketing this clinic and Its services? 

Is men's YU pf VCT CDSPYl'.IIIDI of women's use pf ygz 
9. For those who tested, did they talk about their decision to test with their partner? Will they talk about It 

afterwards? 

10. Do men think that VCT services targeted at men In tum encourage men to promote testing In their 

partners? 
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APPENDIX3 

Table of testers and non-testers 

INTERVIEW TIME INTERVIEW CLIENT TESTER/NON- LMNG LOCATION 
DATE LANGUAGE NUMBER TESTER 
05/10/2007 13:47 English Client 1 Tester Khayelitsha 
05/10/2007 15:51 English aient2 Tester Khayelitsha 
08/10/2007 13:00lsh Xhosa Client 3 Non-Tester Khayelitsha 
08/10/2007 15:18 Xhosa Client4 Tester Khayelitsha 
08/10/2007 17:15 English aient5 Tester Khayelitsha 
10/10/2007 12:59 English aient6 Tester Khayelitsha 
10/10/2007 13:34 English Client 7 Tester Khayelitsha 
10/10/2007 14:32 English aient8 Tester Khayelitsha 
11/10/2007 12:46 Xhosa aient9 Tester Khayelitsha 
11/10/2007 13:33 Xhosa aient 10 Tester Khayelitsha 
11/10/2007 14:47 Xhosa aient 11 Tester Khayelitsha 
12/10/2007 12:39 Xhosa Client 12 Non-tester Khayelitsha 
12/10/2007 13:45 Xhosa Client 13 Tester Khayeritsha 
12/10/2007 14:22 English aient 14 Tester Khayelitsha 
12/10/2007 14:41 English/Xhosa Client 15 Tester Khayelitsha 
12/10/2007 15:27 Xhosa Client 16 Tester Khayelitsha 
12/10/2007 15:55 Xhosa Oient 17 Tester Khayelitsha 
22/10/2007 12:48 English aient 18 Non-tester Khayelitsha 
22/10/2007 14:55 Xhosa aient 19 Non-tester Khayelitsha 
22/10/2007 17:20 English aIent20 Non-tester Khayelitsha 
24/10/2007 12:59 Xhosa atent21 Non-tester Khayelitsha 
24/10/2007 13:31 Xhosa aient 22*0 Non-tester Khayelitsha 
24/10/2007 13:56 English/Xhosa aient23 Non-tester Khayelitsha 
24/10/2007 14:58 Xhosa aient24 Non-tester Khayelitsha 
24/10/2007 15:29 Xhosa aient25 Non-tester Khayelitsha 
24/10/2007 16:04 Xhosa aient26 Non-tester Khayelitsha 
25/10/2007 13:09 Xhosa Client27 Non-tester Nyanga 
25/10/2007 14:04 English Client 28 Non-tester Khayelitsha 
25/10/2007 14:36 English/Xhosa Client29 Non-tester Khayelitsha 
25/10/2007 15:18 English Client 30 Non-tester Khayelitsha 
27/10/2007 11:28 Xhosa aient 31 Non-tester Khayelitsha 
27/10/2007 12:01 English atent 32 Non-tester Khayelitsha 
27/10/2007 12:21 English Client 33 Non-tester Khayelltsha 
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APPENDIX4 

Additional Interview quotations 

Chapter Four: Introduction to Findings: The Clinic as a Gendered Space 

Illness and Masculinity 

' ... we as a Xhosa people we believe women are weaker than men' (CNT30). 

'Most of the people that attend cllnic are women becaU$e women cannot resist from pain, as 

compared to men. Men tend to wait for a longer time and they die trying to prove their manhood. As 

a man you have to be strong, you mustn't be like a woman. So there's that comparison between a 

man and woman that you must prove that you are a man •• .' (CNT29). 

' ... women do not resist, the way we resist as men, and women are not ignorant like we [us] because 

we resist things and leave them' (CNT25). 

' ... Women are not able to tolerate pain' (CNT19). 

' ... when lt's ••• pain [women are] going to run the clinic, but I wlll try, let me treat myself ... before going 

to the clinic' (CTS). 

' ... us guys ... we say, I'm not sick, I'm a man. The man does not like to 10 to a clinic, it's a lady's stuff to 

10 to the clinics. We are strong enough •• .' (CNT18). 

'Most people that are so much vulnerable at HIV are women because men the way they are built is 

much strong compare to a woman ••• Yes women are at risk and women are vulnerable to HIV, man are 

stronger than wornen ... Men have stron1[er] immune [system]' (CT9). 
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Chapter Five: Male-friendly Olnic Characteristics 

Male staff 

Manto Woman 

'I know many people, if maybe I will come here, and they were ladies, especially like doctors and the 

people who have to do counselling with, it will be a bit of a problem because ... I have to tell someone 

else of the opposite sex that this and this and this situation that I'm in now [how I've come to have an 

STI]. it makes it difficult. You don't actually open up, maybe you end up lying Just to get out of here. 

So, it wouldn't be a good service' (CTl). 

'I feel free to talk about my problem here unlike when I would speak to a woman I would not be able 

to speak about everything ... [men] do not get help because if you are a man speaking to a woman you 

do not talk about everything ... ! am comfortable here because I can talk about everything' (CNT25). 

'Jrtdltlonal conflc1tnt1a1lty' 
' •.• as a Xhosa person, as a traditional person, you know, so because ... most of the time, if maybe you go 

to t~ public clinics ... there a lot of women there, you know, If maybe you want to check the penis, 

then she's the one who checks here ... or one who puts the injection, so now male clinic ... like 

according to me the male clinic, it's private, the man can understand you •. .' (CNT29). 

' ... with the clinics when there's everyone sometimes you are being inspected by the women, you 

know showing your private parts, we [Xhosa people] have that belief that ... it's disgusting [laugh] 

showing your [penis to] the opposite gender, Ja [yes], you[r] private parts and so on and so on. 

Especially with the problems that we are dealing with and then we have to see someone, at least it's a 

man rather than a female' (CNT30). 

'They are have that thing that they are African men (Xhosa men) who don't talk men issues with 

women' (CTlO). 

'You can't say a lot to a woman [because] women must not know certain things' [the client and the 

male translator laughed as they share this 'inside' Joke to my exclusion] (CNT27). 

Grt1S,r JMt In row patients 

Olent 4 indicated his preference of coming to the MC because there are a 

' ... lot of ladies that side [another clinlc] ... when we are in that side they think we are there for 

contraception' (CT4). 
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'I feel comfortable because It's only men coming here' (CT7). 

' ... when it Is men only ... [men] will be able to come secretly •• .SOmetlmes a lady would act silly to the 

men they saw here [at the clinic], maybe she will talk about somebody's sickness. So that Is why 

majority of [men] would not come when they see ladles' (CNT19). 

A Culture of Respect and Independence: Unthreatening environment to 'masculinity 

Ernuculftlna experience• at Public CHnlcf 
'Because here It's only men who come here and I am the man as well •• .from that general side most 

people who goes there are women and they always curious to know why were you at the clinlc, so 

from men's side everybody Is minding his own business no one wlll ever ask you that we met at the 

clinic why did you go there, what was wrong, no men don't do that' (CT16). 

'From hearing and from what I see the staff at the clinic I see that sometimes they lose respect for 

people who are sick, you know the sick person does not answer back at that time because he knows 

that he needs that help from that person' (CNT31). 

' •. .sometimes the nurses shout at you when you are late and she would swear at you asking you why 

are you late why you did not take the treatment so one would decide there and then to go back home 

and never return' (CNT19). 

'They [the staff] would shout at people; they have favours If they don't know you [you] will be the last 

to be served or they would assist some [people] who came after you, whereas you've been there 

before that person' (CNT27). 

' ... they are shouting at people, you see. I think a nurse are trained to care for people, but when ••• that 

person when he Is a professional person or she Is a professional person they get angry, It's kind of like 

surprls[tng]' (CNT33). 

'At most of the clinlcs they are treating me bad ... They shout. So they treat you, so, like If maybe you 

take your children to the hospital, to the cllnlc ... he [the staff] have no care about you about the 

children, at the clinic ..• .' (CNT28). 

M•o'• c11n1c accommodates 'mpcuHne' trabl; Rnpect and autonomy 
'It's good to know your status. I have to think about It, no matter If rm HIV I accept It, because I 

decided to come. Nobody pushed me •• .tt will be my decision' (CNT20, emphasis added). 
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'The reason I did not test today I did not plan that I will test. For me, in order to test, firstly I must 

prepare myself for the situation so that If they say I have the disease I must understand because there 

are parents to tell so that means I cannot just test I must plan to do testing .. .! want to get out there 

[facing the day] knowing that I am going for a test' (CNT26). 

'No [I] decided for me, I decided by myself to come here' (CTlO). 

' ... when I hear about this clinlc I feel ... [encouraged] Because on the other clinics, where you go, maybe 

you got problems, sexual problems, and then they force you for blood tests, they cannot help you 

without blood, yes. So first they take you for the blood tests, you see It's difficult for you because they 

force you. It's difficult to accept what what was ... the outcome of the results, because It's not your 

choice, maybe they force you. it's difficult even to tell your partner at home because you've been 

forced there, but you have to make your own decision with your partner' (CNT23). 

'I had the same problem [STI] I do have now, I went to the clinic In [X] and they forced me to the blood 

test and after that, I told them I don't want to hear about the outcome of the blood test because It 

wasn't my choice. I was here for the treatment for the problem ... that time, not for the testln&' 

(CNT23). 

'I still need my own tlme ... Because It might change my whole life, ja [yes], maybe It can make it better, 

it can worsen, I really don't know' (CNT30). 

'I didn't come to, really come to test. So I got the pains, so now I just want to, If those pains come 

down and then maybe next week I come to test. I don't scared to test ... if I got no more problems then 

maybe I come next week, then I can come for HIV test' (CNT28) 

' ... because I not want two things at one time, so I like to do one thing first and then when I'm finished I 

want to take another step ... You see If you put everything In your own head, then at the end of the day 

you've got a stress ... One at a time. So you just, you are feellng free. Uke I don't know more, but me, if 

I do one thing at a time, every time I'm feeling free' (CNT28). 

CounMIHna: A Thr11t to Mpcullnlty? 

'Hayl [No], man, just tell me, ok, I've got this, ne [right?]? Right, I've got It, so what's the plan? Ok' 

(CT6). 

'I feel comfortable If I'm talking to the man, yes, most of the time, especially in the clinlcs ... Because 

the men they don't go to talk like there [on a tangent], they just talking straight with this thing. If 
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something Is wrong, just talk this thing and this thing Is wrong ... most of the women, if you are talking 

like this, just they go there [they go on a tangent and talk about something else], you see so now they 

confuse me ... so they not talking about this situation' (CNT28, emphasis Is client's own). 

Promoting alternative views of 'masculinity' 

'I am a partner ... ln my relatlonshlp ... l communicate my needs, fears and dreams' 

'I am a partner .. .ln my relatlonshlp .. .l am faithful to my partner'. 

'My strength Is not for hurting: So when I didn't know how she felt, I asked. Men can stop rape.' 

'My strength Is not for hurting: So when I wanted to, and she didn't, we didn't. Men can stop rape'. 

'My strength Is not for hurting: So when I paid for our date, she didn't owe me. Men can stop rape'. 

'My strength Is not for hurting: So when she said no, I said ok. Men can stop rape.' 

Location 

'There Is a clinic from Salt River Is here now' (CTS). 

' ... It Is always women are full In the clinic except It Is a MC like the one In Salt River' (CTll, pl). 

'While I was going to work, so I'm using these taxis at the back when I'm travelling •.. So I was walking 

around looking at the billboards' (CNT18). 

Opening Hours 

' ... it could be fine If the time could suitable for every one because sometimes you have to go to work 

but you have to go to the doctor also for your doctor's appointment. It will be convenient for you If 

you came early maybe at around eight and by nine you will be already gone [on your way to work]' 

(CT9). 

Chapter Six: Trust In Male Health-workers 
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Factors contributing to Trust in Health-workers 

'Men wm keep It to•lde' 
'Because ... ! have a trust in men, even If I'm going out that gate, It won't be everyone's news that I'm 

positive ••• ! think the man is the one will understand me better as a man how to consult me .. .l've got 

that belief that sometimes women cannot keep things on their chests. Like, maybe immediately they 

will go out that door ... she will say to her colleague look at hlm •.• he's positive' (CNT30). 

' (no], I don't trust women. But ... (when I tested before] I did not know that there was a MC. Whatever 

In trouble they (women] will laugh you. They will gossip you ... (women] always do that, but men will 

come to you, like give you advlce ... my secret Is safe here with the mens, not the womens' (CTS). 

'I would say this side (MC] Is better than that side (another public clinic] because that side has women, 

and women are not trustworthy because she might talk ••. that so and so has HIV/AIDS ... There are no 

women In this clinic and you would talk with a ma .... So there's no one who Is going to gossip about 

you .. .' (CT4). 

'I made sure I looked for a man's clinic, because I feel more comfortable. Like any public clinic, I 

know ... they say ... lt Is like private between a patient and a doctor, but sometimes I don't feel that It 

stays that way, so I prefer coming to a MC' (CTl). 
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Chapter Seven: VCT Normalisation amongst men 

Testing as unusual and silenced among men 

'".we [male friends) do talk about sexual Issues and testing. But you would find that when It comes to 

VCT It's quite difficult for them to volunteer themselves ... to ao for a test; they say they would go when 

they are very sick you see. So it's quite rare for us as men to just to volunteer [to test); It's unfamiliar' 

(CNT12). 

' ... It's rare to hear a man who has gone for testing you see, they always hide the fact that they HIV or 

I'm positive you see. So most people don't want to go to the clinic [and) men are worse' (CT4). 

Selfelflciency and Ufe Chances 

' .•. my wife would Insist that I go to the clinic she would tell me I will not go to work whilst I'm sick' 

(CT9). 

' ... you can die anywhere you can get stabbed at school and die .. .' (CT9). 

Talking about testing with male peers 

'Because even somebody else that also have the same problem, I will encourage them to also come' 

(CTl). 

'I would tell the other people that there's MC this side so they can come and have a test so that they 

can know their status .. .' (CT10). 

'I will tell them that I have tested so they should test too' (CT17). 

Less Direct, Word of Mouth Marketing 

' ... It should work [the clinic) If we should start talking about It amongst friends and we 10 out and 

speak to people, make them understand that It Is very Important to test and to know your health 

status especially to men' (CNT26). 

01apter Eight: Advantages for women's health 

' .. .because I'm a man, If I was positive, and then this wouldn't make me not to sleep with my woman, 

with my girlfriend because I'm posltlve .... because ... l don't want to die alone. Let me Just spread It 

around, and I'm not going to tell you that I'm positive, I'll spread It and spread' (CT&). 
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Improving the SRH of both men and women 

Addrefflng proxy-testing for the benefit of men and women 
' ... men would force their female partners to go and test, so It's almost a proxy test for themselves, so 

if the partner is positive, then there's a likelihood that they are maybe positive as well, and if she's 

negative It's also llkely he's negative, and so ... part of the thinking was that we would stop that practice 

of proxy-testing so that men can actually know their status themselves' (Pl). 

Promoting Pl•loaue between partner, 

' •.. each and every time that we indulge ourselves In these conversations [about testing and 

contraception], she doesn't feel good' (CNT30). 

' •.. It's not easy to bring that [the topic of testing up] when you having fun so when you mention the 

word test it's going to be [un]frlendly' (CNT31). 

Testing together or testing alone? 

Testing alone 
'I'd rather go on my own to test so that I can take you [his partner] back' (CTS) 

'I Just came alone ... l told her about it afterwards. Then we decided to come here to1ether' (CT15). 

'But now I don't know whether she's going to be accepted here, because It's a MC' (CTS). 
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APPENDIX 5: RECOMMENDATIONS TABLE 

Recommendations 

Marketing Staff training Operations 

• Consult with Community • Emphasise word of mouth • Fonnalised roster for staff outreach 
• Relate the clinic to what is known: • Explain role of the clinic within wider health 

Salt River Clinic system • Counsellor diversity advantageous 
• Recruitment of more male health-workers in 

• Radio marketing to continue • Awareness about diversity of client needs general clinics 
• Gender sensitivity among all health-

• Word of mouth is key workers • Open the clinic earlier, if possible. 
• Knowledge about proxy-testing and how to • Have the ACTS approach as an option 

• Clinic signage deal with this alongside VCT. 
• Campaign showing clinics for • Communicate the advantages of testing 

everyone early • Unnecessary visitors at the clinic discouraged 
• Couple and partner counselling should be 

• Positive imagery of men testing promoted to all clients 
• Positive imagery of men living with 

HIV • Adaptability in counselling method 
• Testing does not equate to AIDS -

appeal to provider role 

• Role models to publicly 
• Highlight role of confidentiality in 

health profession 

• The right to privacy 
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APPENDIX& 

The Researcher: My Positionality 

I am taking the following extracts from writings I did before, during and after my research. I began recording my 

thoughts on the subject of my Identity as It related to my research, In early September 2007, but had been thinking 

about it since March/April 2007. 

The first time I became aware of my 'posltionallty' as a researcher was in my 'Gender Research Methodologies' class 

with Prof Jane Bennett. She highlighted the feminist approach which emphasises the need for the researcher to place 

herself within, and in relation to, the research. The researcher, as consciously as possible, situates herself/himself in 

the research rather than assuming the position of all-knowing, objective researcher. The 'researcher's identity and 

biography directly affect(s] fieldwork and that fieldwork is a dlaloglcal process which is structured by the researcher 

and the participants' (England, 1994: 80). I felt challenged by this notion, not sure how I would approach this task of 

reflexivity as a woman researching men. After all, most feminist research is women situating themselves in relation to 

other women (although this has also been done on the rarer occasion when feminist men study women and when 

women study men). I began being more aware of this relation between myself and the participants, and Imagined 

how I would respond to questions of my positlonallty. This approach highlights your own wlnerability, as you bring 

attention and awareness to the subject of your identity and how it relates to the research (England, 1994:87). 

I felt that I needed to address my position when I wrote my research proposal, but my thinking had stlll not matured 

into a response to the questions that might arise. It was only on receiving a written response to my re~rch proposal, 

from the clinic partners, where they raised their concerns about my identity, that I felt directly challenged, and 

therefore in need of concrete answers. They questioned my suitability as a researcher in terms of my femaleness, and 

my culture, both of which I cannot hide, as I Inhabit a woman's body and have a white skin and am unable to speak 

Xhosa fluently, all of which are Immediately apparent to my research subjects. My first response was one of 

defensiveness. I felt particularly winded by their questioning my 'cultural' suitabllity, as I felt I was doing research as a 

South African about South Africans about a subject, HIV and VCT, important to our society. Of course I had been 

aware that there was a difference of skin colour between researcher and researched, but I had (perhaps naivety) 

hoped our commonality would outweigh the difference. I thought that this Interview experience could potentially be 

a means of crossing boundaries, while respecting difference, but acknowledging and working with connections. Sadly, 

even In post-apartheid South Africa, society is still pre-occupied with 'race' and as a result It remains a powerful 

signifier. I felt my legitimacy was in question. It was as though I was being labelled according to my 'race' and my 

gender, and not as a researcher, and these were obstacles In my research. The more I thought on the subject, I began 

to wonder whether It was possible that they could also be considered advantages In my research. 
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Upon speaking to my supervisor, Dr. Colvin, about the challenges posed by my Identity, he pointed out that with any 

research pairing there are a set of advantages and disadvantages, and certainly some have more than others, but 

there will always be biases Involved. 

I found a chapter helpful on this topic of interviewers Identities; 'Interviewing Men'. It hlghlighted that men may feel 

threatened depending on the interviewer's Identity (Schwalbe and Wolkomir, 2001:206). The authors imply that the 

more similar the interviewer and interviewee are, the less threatening the encounter (Schwalbe and Wolkomlr, 

2001:206). This is further emphasised elsewhere in the book which states, 'women interviewing men presents special 

problems, given the obduracy of the interpersonal dominance involved' (Warren, 2001:96). This is quite a one­

dimensional view of 'masculinities', but, I feel It is important in this situation to be aware of the 'threat potential' 

imposed by the interviewer and to adapt the Interview where necessary in response to this (Schwalbe and Wolkomir, 

2001:206). 

I believe I handled this in the interviews accordingly. If at any stage I sensed the client's discomfort in answering a 

question, I would frame It further with 'you don't have to answer this, but •. .' or 'we do not want to know your medical 

status, but we are Interested in your experience at this clinic •. .' so as to reassure the cllent that we were not wanting 

to pry too deeply into their health situation. If the participant was open, I encouraged them to speak more, but only 

gently, never forcefully. And, If the client was resistant to my questions, I did not force them to dlwlge any more than 

they were willing. At all times I tried to maintain a dynamic where I was learning from them. The cllents were the 

experts on the topic, and they were educating me. I believe this contributed to Interactions of mutual respect. The 

process of listening to my interviews as I was doing the research also helped me to keep myself in check, and if I 

sensed a situation that I should have handled differently, I made a mental note and kept this in mind in future 

Interviews. For example, I was aware of the dynamic that three people can have, wherein someone can feel like an 

outsider. I was concerned that this may be the case as Mr Nywagi and I had a working relatlonshlp, but we did not 

know the cllents. I did not want them to feel excluded. I tried to be inclusive at all times, even when doing the 

interview through translation, by making eye-contact with the client, rather than only with Mr Nywagi (the 

translator). 

Schwalbe and Wolkomlr (2001) emphasised the preference for sameness between Interviewer and Interviewee. With 

this in mind, as Dr Colvin explained, there would be biases involved with any research pairing, whether it was a Xhosa 

woman/white man/Xhosa man researcher, and so on researching a Xhosa man; albeit those differences may be less 

conspicuous. I think that one instantly assumes that a Xhosa male researcher would be the best option and in many 

ways this is preferable. Contrary to this assumption, It can also be argued that Xhosa gender norms could be so 

pervasive, and 'normal' that they would not be identified and unpacked and accepted as normative. in fact I observed 

this happen a few times during my research between my translator, Mr Nywagi and the clients, sharing unexplained 

and accepted inside knowledge. My posltlonallty as someone outside the community, as a white woman, meant that I 

had a different understanding and therefore had legitimate reasons to ask the questions I was asking, because I did 

not know. After our second day of client interviews Mr Nywagi pointed this out to me. He reflected to me that he 

thought that in some ways it Is more beneficial that I am the one doing the Interviewing, rather than a Xhosa man, as 
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the men feel they need to explain information to me in more detail. He said that If he was doing the Interviews the 

information between the interviewer and interviewee would probably be taken for granted and the participant would 

not feel he needed to explain because they are both from the same culture and therefore there Is an assumed 

common understanding. Furthermore, I was in a position to offer Insights that would potentially go unseen by 

someone fluent In the cultural and gender codes. Thirdly, Dr Colvin pointed out that the scope of the study Is not 

especiaHy personal and although it should be handled with sensitivity, this race/gender 'dynamic' should not 

adversely affect my research. 

I felt encouraged after this conversation with Dr. Colvin. I then spoke to a friend about these same concerns raised by 

the clinic partners. She brought out other aspects of who I am that could be advantageous in my research. She Is a 

canadian researcher and has found that many interviewees open up more than they do to other South African 

researchers, precisely because of her difference to them. Although I am aware that I am South African, being 

'different' in appearance to my interviewees may be advantageous, particularly in the subject of HIV/AIDS where 

people are acutely aware of damaging perceptions within their communities. Even If the researcher is not asking 

about HIV status, Just talking about HIV/AIDS can be a sensitive topic. Not being Immediately a member of the 

Khayelitsha community may have contributed to men's honesty in the Interviews. Therefore, while recognising the 

limltatlons, I also see my Identity as a potential advantage. This Is because I am so obviously not a part of the clients' 

direct community, and they may perceive their confidentiality to be even more upheld In this instance. 

A second Issue that was raised in this conversation was the fact that I was raised In a family with a mother who Is a 

social worker/Jungian therapist. This undoubtedly has contributed to my ablllty to empathise. I am acutely aware of 

other people and how they might be experiencing time spent with me. I believe this was advantageous to me in the 

interviews as I was aware of clients' comfort levels. I think I approached the research with sensitivity and discretion. 

This approach, based on empathy and mutual respect, Is one adopted by most feminist researchers (England, 

1994:82). This method gives power to the research participants, placing them as the expert on the subject, rather 

than the researcher (England, 1994:82; Schwalbe and Wolkomlr, 2001:208). In reading some interview techniques, I 

found advice suggesting that I give the participant the space to ask the first question to lessen any perceived 

dominance in the Interview (Schwalbe and Wolkomlr, 2001:208). I believe this contributed to the increased comfort 

of the clients. 

My canadlan friend even encouraged me to ask the clients directly how they felt about my presence and my doing 

the research, and whether my femaleness was awkward for them. I pondered this and came up with a few potential 

questions. I then broached the subject with Mr Nywagl the first time we met to discuss his Involvement in the project 

on the 10 September 2007. I asked him If he anticipated my doing the research as a problem. He said that if my 

presence was ongoing at the clinic, this would be awkward, but as I was only there for a short period of time, he 

thought my presence was relatively unproblematic. He actually challenged my bringing attention to these attributes 

of whiteness and femaleness. 
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I also tested these questions In the mock interview process, and the questions felt awkward. I therefore decided to 

leave them out of the interview, but remain open to talking about It, If the opportunity arose with the interviewees. 

With this increased sense of confidence, the chapter 'Interviewing Men' (Schwalbe and Wolkomlr, 2001:203-219) 

again challenged my Intention of interviewing men as a woman. It suaests that for men, an Interview may be both an 

opportunity to demonstrate 'mascullnity', but also a moment where they feel their 'mascullnity' Is threatened 

(Schwalbe and Wolkomlr, 2001: 205). It Is a moment to demonstrate 'masculinity' in that the Interviewee is In control 

of what he says and how he says It, but It is a threat to 'masculinity' because the Interviewer controls what is being 

asked and when It Is asked (Schwalbe and Wolkomir, 2001:205). It Is suggested that Interviews dealing with gender 

may further aggravate this sense of threat to 'mascullnity' as the 'subject's Identity as a man [Is) more salient to the 

interaction' (Schwalbe and Woikomir, 2001: 206). As Dr Colvin advised, this Is a very reductionist view of 

"masculinity'', limiting men to the experience of only two forms of 'mascullnity' within the interview process. 

Nevertheless, It continued my thinking and I pondered the potential power dynamics at play within the Interview. 

The relationship between the researcher and researched is unequivocally hierarchical (England, 1994:86). Reflexivity 

does not remove this power relationship, but it does allow the researcher to be conscious thereof (England, 1994:86). 

As England (1994) explains, ' ... reflexivity is self-critical sympathetic introspection and the self-conscious analytical 

scrutiny of the self as a researcher' (1994:82, emphasis author's own). I believe I approached my research with 

reflexivity, constantly questioning how I related to the research and the participants. 

I felt It was Important to tell the clients before being interviewed that the Interviewer was a woman. I did not want 

any of the interviewees to feel uncomfortable because of this arranaement. Although I did request that when 

recruiting cllents to participate In the Interviews the staff tell the clients that they would be speaking to a woman, 

unfortunately, It did seem that on occasion some men were surprised that a woman was doing the Interviews. In the 

Interview Itself I Impressed on them that the interview was voluntary and that they dd not have to speak to me. I 

think two men declined the Interview after lnltially agreeing to It. This may have been because they felt 

uncomfortable talking to a woman, or It may have been they felt uncomfortable about the Interview material, or 

perhaps It merely was, as they said, that they did not have enough time. 

When men did bring my Identity to attention, I Invited them to talk about It. We sometimes laughed about It, and 

other times they explained my presence for me. 

Oient 5 joked about my presence with me. 

'Ok, It's a men's clinic, ok, because I have this problem, let me go to the Men's Cllnlc. That's why I've asked 

you a question 'What are you doing here? (laughs) ... lt's a men's dlnic. That's why I expect men only, no 

women. That's why I tried tried to chase you away. But you were lucky [laughs) ... that i ddn't chase you 

away (laughs). (CTS, p3 and pS). 
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On the one hand, Client 5 is asserting his dominance and 'masculinity' in this exchange. He is asserting this space as 

his own, and I am a foreigner to It, but he is also joking with me, and inviting me to share in the laughter with him, 

making me feel welcome in his space. 

Oient 7 explained that because I am doing research I have cause to be at the clinic. This was said In contrast to some 

women visiting the clinic, apparently socially, rather than for medical reasons, which caused this client discomfort. 

'I can see someone [referring to my presence as a woman at the cUnic) who is coming here for a reason' 

(CT7, pS). 

Generally, It seemed the men were not uncomfortable In the Interview because of my gender. I think this was partly 

because I did not pry too deep into their personal lives or their sexuality. I felt uncomfortable at times myself, but this 

was more to do with age than gender, when I was asking older men questions, although, at times, my gender was a 

factor. 

For example In the exchange below, I was Interviewing an elderly man. He spoke In Xhosa and so Mr Nwyagl was 

translating the Interview. 

He talked about how the Men's Clinlc was different to other general clinics, because of the male health-workers. 

'You can't say a lot to a woman' because 'women must not know certain things' [Mr Nwyagl and the client 

then laughed) (CNT27, p9). 

The two Xhosa men seemed to share an 'Inside joke' together, and I felt excluded, primarily on the level of gender, 

because 'women [me) must not know certain things', but also In terms of age, language and culture. Other men went 

Into more detail about what these 'certain things' [sexuality) are, but some, like this man, wanted to keep me 

Ignorant on this topic. This was not my overriding Impression of my Interviews, and I only felt this occasionally, but I 

was aware of my exclusion and my lack of access, which of course, to a degree, must limit the research. 

In the exchange like the one above, I did feel that I was Imposing on a territory I was not necessarily welcome In. I felt 

this, at times, at the clinic Itself, where I kept a low profile, In the hope that my presence at the clinic would not be 

felt too considerably. Because the clinic was male-friendly, rather than male-only, women are able to come to the 

clinic. In the time I was there, I saw a few women at the premises, Including members of an NGO, a cleaner, client 

partners and the female 'visitors' who I refer to above. This meant that the Idea of women at the clinic was not 

entirely foreign, which further encouraged me In my research endeavour. My anxiety over keeping a low profile said a 

lot more about me, I think, than the dlnlc or the atmosphere therein. I was not made to feel uncomfortable by staff 

or clients, but because of the clinic partner concerns, and my own acute awareness of the situation, I think I tried to 

be as Inconspicuous as possible. I felt that regardless of my Identity, as the researcher, I wanted to make as little 

disruption to the running of the clinic, as possible. Keeping a low profile therefore, was partly because of my own 
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gender consciousness, but also about not being a part of the usual clinic operations, which meant I did not want to 

disrupt the running of the clinic because of my research. 

I realise that there are all sorts of advantages and disadvantages associated with who Interviews whom. I realise that 

my position may be seen, by some, as mismatched within this research. In terms of the fact that I am a woman 

Interviewing men, and the concerns around men feeling the need to overemphasise their control in the Interview due 

to the patriarchal norm where men dominate women. I believe my situation Is not altogether this clear cut, and 

indeed few are ever this clear cut. Because I am not only different in terms of gender, but also 'race', language and 

'class', I believe this need for over-assertion of power may be reduced, and In fact my 'otherness' could be seen as an 

advantage to the Interview process. England (1994) suggests that the way to approach the power between the 

researcher and researched is to 'expose the partiality of [my) perspective' (England, 1994:86). Indeed, my research 

cannot fully speak for Xhosa men in Khayelitsha and their experience at the Men's Oinic, but even though it Is limited 

in some ways that is not to say it Is any more limited than other qualitative research. Indeed, each researcher affects 

the research process through their Identity; it is to say that I am acknowledgf ng and owning this. 
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