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I.
AIDS
ART
CAA
CBO
CHBC
CBHC
ELCAP
ELCIN
FBO
GEMSA
HBC
HIV
IGP
LAC
MOHSS
NANGOF

Abbreviations

Acquired Immune Deficiency Syndrome
Antiretroviral Therapy
Catholic AIDS Action
Community-Based Organisation
Community and Home-Based Care
Community-Based Healthcare
Evangelical Lutheran Church AIDS Programme
Evangelical Lutheran Church in Namibia
Faith-Based Organisation
Gender and Media Southern Africa
Home-Based Care
Human Immuno-Deficiency Virus
Income-Generation Project
Legal Assistance Centre
Ministry of Health and Social Services
Namibia Non-Governmental Organisations
Forum
NGO
Non-Governmental Organisation
NRCS
Namibia Red Cross Society
OVC
Orphans and Vulnerable Children
PLWHA
People Living with HIV and AIDS
RAISA
Regional AIDS Initiative of Southern Africa
SADC
Southern African Development Community
TB
Tuberculosis
TKMOAMS Tate Kalunga Mweneka Omukithi wo AIDS
Moshilongo Shetu
VSO
Voluntary Services Overseas
VSO RAISA Voluntary Services Overseas –
Regional AIDS Initiative of Southern Africa
WHO
World Health Organisation
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III. Definition of Key Terms
Care

Volunteering

The full range of help, support and services provided to
individuals, patients and community members in the
home or community. Care can be provided by family
members, or by other care providers who are not family
members, such as volunteer care providers. Care activities
include: health education, psychosocial support, spiritual
and emotional support, service referral, cooking, cleaning,
feeding, massage, mending household items, counselling,
administering remedies and treatments, personal care
such as washing and helping with toilet needs, as well as
less quantifiable elements such as love and friendship.
This care is distinct from more formal health systems such
as hospital care.

The commitment of time and energy for the benefit of
society and the community. Volunteering is undertaken
freely, and by choice, without concern for financial gain.
Volunteers may, however, receive incentives in the form of
an allowance, T-shirts, work experience or other benefits
to reward them for their commitment. Volunteering is
understood as a donation of time, eﬀort and expertise;
it should not cause direct financial loss to the volunteers.

Community and home-based care

Policy
Here refers to Namibia’s National Policy on CommunityBased Health Care (2008) and the Guidelines for
Implementing National Policy on Community-Based Health
Care (2009), in conjunction with the National Community
Home-Based Care Standards (2010).

Care services and activities delivered by care providers in
a community or in a person’s home, which might include:
delivering health education in community settings such
as schools, parks, orphanages, clinics and churches;
raising awareness of certain illnesses such as HIV
within a community; visiting ill patients in their homes,
giving health information, assessing their needs and
administering appropriate remedies or referring them to
formal health services; mentoring OVCs and ensuring they
have appropriate support.
Care provider or care giver
Also known as ‘community and home-based care
providers’. Care providers deliver healthcare services to
clients/patients/community members. They might be
family members, or volunteers (usually associated with
an NGO or CBO). They provide a full range of services
including palliative care, physical care and psychosocial
support.
Clients
The people that care providers give healthcare services to.
They could be members of a community, OVCs or a patient
with a terminal disease. In the Namibian context, most
clients are PLWHA, OVCs, or those with TB.
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IV. Executive Summary
In terms of HIV and AIDS, Namibia currently stands
as one of the worst-aﬀected countries in the world,
with an estimated 18.8% prevalence rate amongst
pregnant women.1 Although infection rates seem to have
stabilised in Namibia since the last sentinel survey in
2010, Namibians continue to require extensive support
programmes in place to mitigate the impact of HIV and
AIDS on the country.
Volunteerism is a vital component of the Namibian
response to the HIV and AIDS pandemic: more than
20 000 volunteers give community and home-based care
throughout the country to reach those suﬀering from
AIDS and opportunistic infections such as TB, and to
educate the community on health-related issues such as
condom use.2 These community and home-based care
providers also perform a vital role in care for orphans and
vulnerable children (OVCs). Part outreach worker, part
health worker, part social worker, Namibia’s healthcare
system relies on these volunteers to give preventative
education to their communities, treat people in their
homes and look after OVCs: in doing so, the volunteers
reduce the burden on hospitals and doctors as well as the
overburdened Namibian social care system. Whilst the aim
of CHBC volunteer programmes is ostensibly “to empower
communities to take charge of initiatives that will promote
public health,”3 the level and amount of work undertaken
by these volunteers far exceeds what could reasonably be
expected, often amounting to full-time work delivering
vital, primary healthcare services in areas that lack access
to formal services. Namibia’s Primary Healthcare system,
and impressive ARV delivery rates,4 therefore depend on a
vast, unpaid and poorly-recognised pool of labour.
The vast majority of these care providers are female.
Women continue to bear the burden of HIV and AIDS in
Namibia, as in so many other countries across southern
Africa. The fact that many women have lower social and
economic status than men renders them vulnerable to
being infected as they are less able to choose when,
where, how and with whom they have sex, and social
demands and low economic status may hamper their
1
2

3
4

The majority of care providers are female.

access to medical services. When a family member
becomes ill, women are more likely to become their
carer, giving up paying jobs and their chance of economic
empowerment. Women therefore bear the burden of the
HIV and AIDS pandemic, which is reflected in the fact that
the majority of care providers are female. Whilst men have
joined, and continue to join, CHBC volunteer programmes
with NGOs such as Catholic AIDS Action (CAA) or Namibia
Red Cross Society (NRCS), the numbers of men who join
are low and male retention rates are lower still.
VSO RAISA commissioned this study in light of the
numerous surveys conducted in other SADC countries on
the issue of male involvement in community and homebased care. Male involvement in the Namibian context
required further exploration: why do so few Namibian
men get involved or maintain their involvement – and
how can this be addressed? In all, 391 interviews were
conducted: of these, 338 were with care providers,
of which 86 were male care providers. NGO workers,
MOHSS employees, traditional and church leaders, and
various representatives of the ‘man on the street’ were

Namibian Ministry of Health and Social Services, Report on the 2010 National HIV Sentinel Survey, p.29.
Estimates of the total number of care providers in Namibia vary widely. The MOHSS National Community Home-Based Care Standards, 2010, states
that in 2007, NANGOF registered over 290 CSOs that support more than 20 000 care providers. This would mean that more Namibians are engaged
in community and home-based care than work in the Namibian fisheries industry, which employs 15 000 workers (Oﬃcial figure, Namibian Ministry
of Fisheries and Marine Resources).
MOHSS of Namibia, National Community Home-Based Care Standards, 2010, p.iii.
Namibia has one of the highest ART coverage rates in Southern Africa at more than 70%, WHO, UNAIDS, UNICEF, Towards Universal Access, Scaling
up Priority HIV and AIDS Interventions in the Health Sector, Progress Report 2008, 2008. Additionally, in May 2012, the Namibian Ministry of Health
and Social Services advertised a call for tenders for a study of care providers’ role in ARV delivery.
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also interviewed, with a view to understanding why men
choose, or choose not to get involved in CHBC, and how
the Namibian government and Namibian NGOs can more
eﬀectively promote male involvement in CHBC.
Findings show that male attitudes towards CHBC result
from beliefs regarding gender roles in Namibia, and male
anxiety about how they can express their masculinity
in a shifting world that now requires them to take on
tasks long perceived to belong to women’s domain. Men
don’t volunteer in CHBC programmes because of their
ideas about gender roles, as well as the lack of monetary
reward, the personal nature of the work involved, stigma
around care work and HIV, and society’s perceptions of
male incompetence in the area of care work. Reasons
why men do volunteer, and remain long-term volunteers,
include personal motivation and self-interest, for example,
if they are living with HIV themselves or have a family
member who is living with HIV, as well as the hope that they
will get a job or more money as a result of their experience,
and the desire to serve one’s community and family.
On the basis of these findings, we recommend the
following actions to the Government in order to get more
men involved:
1. Government and NGOs should promote CHBC as
being a ‘masculine’ task, by making reference to selfidentified male competencies such as leadership,
counselling, outreach, and comparing care provision
to professional roles such as nurses and chefs.
Promotion should also make use of male role models,
e.g. well-known personalities from music, sport and
politics, who publically demonstrate support for CHBC
programmes.
2. Government and NGOs need to re-evaluate their
relationship in light of the current CHBC policy,
especially in terms of increasing government funding,
planning, and strategic control while using NGO
expertise to deliver programmes.

8

Care providers enjoying the activities at the 2011 VSO
‘Caregivers Count!’ Conference in Grootfontein, Namibia.

3. Government and NGOs should focus on funding and
implementing further gender and behaviour-change
programmes that create the space for dialogue in
communities around gender and gender equality.
4. Government needs to look at the potential career
pathway of care providers, and investigate the
possibility of CHBC experience counting towards
nurse training (as piloted in South Africa), and/or a
qualification in social work, so that care providers
could potentially find employment as social workers
or nurses.
5. Government should continue to explore the
potential around the Health Extension Worker scheme
piloted in the Kunene region, especially in recruiting
former care providers in these roles. The proposed
Grade 10 entry requirement should be reconsidered in
favour of proven care experience.
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Chapter 1: Background
1.1 HIV and AIDS in southern Africa
In 2009, an estimated 33.3 million people were living with
HIV worldwide, with an estimated two million AIDS-related
deaths and 2.7 million new HIV infections. Sub-Saharan
Africa is the most heavily aﬀected region worldwide,
accounting for around two-thirds of the world’s population
living with HIV and AIDS, and with an average HIV
prevalence of 5%.5 The SADC countries are the hardest
hit within sub-Saharan Africa: for example, Swaziland

has the worst national adult HIV prevalence within
SADC at 25.9%, and Botswana’s national adult average
is comparably severe at 24.8%. Namibia’s 2010 National
HIV Sentinel Survey placed Namibia’s HIV prevalence at
18.8% among pregnant women, although infection rates
vary considerably between Namibia’s regions: in Caprivi,
for example, the HIV prevalence at antenatal clinics is
estimated to stand at around 35.6%.6

1.2 HIV and AIDS in Namibia
There are numerous drivers of the HIV epidemic in Namibia:
multiple and concurrent partnerships, transactional sex,
cross-generational sex, low and inconsistent condom use,
high rates of alcohol abuse, a high rate of mobility and
migration, and low rates of male circumcision. Several
recent studies suggest that unprotected sex between men
is probably a more important factor in sub-Saharan Africa’s
HIV epidemics than is commonly thought. In a recent survey
of men who have sex with men in Malawi, Namibia and
Botswana, the HIV prevalence among Namibian participants
was 12.4%.7 These factors are fuelled by poverty, high
unemployment rates, unequal gender relations and a
persistent legacy of post-apartheid discrimination.
In Namibia, HIV testing is carried out on pregnant women for
the collection of national statistics. The reliability of this data
can, of course, be contested, since it constitutes a limited
sample: antenatal clinical testing does not include men at all,
and excludes women who do not get pregnant. From this data,
however, it appears that more women than men in Namibia
(and in many other countries in the southern African region)
are infected with HIV and AIDS.8 Interventions have, across the
region, therefore targeted women. The resultant ‘feminisation’
of the HIV and AIDS epidemic has contributed to low-levels
of male involvement in the HIV and AIDS response:9 amongst
interviewees in this study, men consistently reported that the
fact that programmes were targeted at women meant that
they thought that HIV was a female issue.
5
6
7
8
9

Women in Caprivi discuss male involvement in care.

“Men should receive the same education as women
so they make the decisions together.”
(Male participant, Caprivi)
“Because men contribute to the high rate of
HIV and AIDS, men must be involved so they
may reduce the risk of HIV and AIDS.”
(Male participant, Hardap)

Source: UNAIDS Report on the Global AIDS Epidemic 2010, http://www.unaids.org/documents/20101123_GlobalReport_Annexes1_em.pdf
(accessed on 20th June 2012).
Namibian Ministry of Health and Social Services, Report on the 2010 National HIV Sentinel Survey, p.15.
Source: 2009 UNAIDS/WHO Fact Sheet http://www.unaids.org/en/media/unaids/contentassets/dataimport/pub/factsheet/2009/20091124_fs_
ssa_en.pdf, (accessed on 20th June 2012).
It is reported that in sub-Saharan Africa, 59% of infected adults are women. Women and girls are becoming infected at a younger age, and dying at
younger ages. (VSO RAISA, Challenges of Care: VSO RAISA Regional Conference Report Back, 2007, p.12).
VSO RAISA and GEMSA, Making Care Work Count: A Policy Development Handbook, 2010, p.11.
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1.3 Namibia, gender norms and HIV and AIDS
“I am the bull. I am the boss.”
(Male participant, Caprivi)
Male gender norms that permit or promote aggressive
behaviour, risk-taking, domination, multiple partners and
violence as acceptable demonstrations of masculinity and
male identity impact negatively on both men and women’s
health in Namibia. Men are less likely to go for testing
for HIV and other STIs, and are more likely to engage in
risky behaviour. Men are stereotyped as aggressive and
unfeeling, and relatively little value is placed on male
strengths in caring and nurturing activities. Many of
the Namibian men we interviewed also admitted that
trying to live up to these gender norms can be exhausting,
and is not necessarily satisfying.
The fact that many women in Namibia have lower
economic and social status than men renders women and
girls particularly susceptible to becoming infected by HIV,
as well as to being denied or having delayed access to
treatment for HIV and AIDS, and having their workloads
increased by caring for someone with HIV. Women are
less likely to be able to choose when, where, how and with
whom they have sex and they therefore have an increased
risk of becoming infected if they are unable to negotiate
for safer sex with a partner living with HIV.

with accepted feminine values of caring, submission and
sacrifice. Women therefore often have to forego incomegenerating activities in order to fulfil this voluntary role.
This in turn increases women’s economic dependence on
men. When parents die and leave children as the head of
the household, it is often older female children, or young
women in the community who take on the burden of care
of young children. Leaving school early worsens young
women’s chances of being able to find employment, and can
impact on self-esteem, which in turn reduces their ability
to negotiate healthy relationships and sexual activity.
The gender norms that Namibian society promotes
therefore have a negative and reverberating impact on
both men and women’s health in terms of the HIV and
AIDS epidemic – but women bear the greater burden.
Encouraging men to get involved in CHBC is therefore
important in terms of reducing the burden of care on
women, but it will require a multi-sectoral approach that
also addresses the issue of gender and gender norms in
Namibian society.

“Women can’t demand to use a condom,
they can’t initiate it, that is our culture.”
(Male participant, Caprivi)
When it is women living with HIV, their health is often
given less priority vis-à-vis their male counterparts. Women
are less likely to access treatment, rendering them more
susceptible to AIDS-related illnesses. Even when suﬀering
with AIDS, women are still expected to care for children.10
When a family or community member requires care, it is
frequently women who take on the roles of carer, as fits

Women’s empowerment workshop, Erongo

1.4 VSO RAISA and the male involvement project in southern Africa
VSO RAISA (Voluntary Services Overseas – Regional
AIDS Initiative of Southern Africa) focuses on building
the capacity of government institutions and civil society
organisations to provide eﬀective prevention, treatment,
care and advocacy for people aﬀected by HIV and AIDS
in southern Africa, and the initiative recognises the
importance of involving men in HIV and AIDS responses,
including in CHBC.

10

10

Between November 2004 and March 2006, consultations
with a number of stakeholders, including donors and
regional and international NGOs in southern Africa,
identified the limited participation of men in CHBC as a
major concern relating to interventions around HIV and
gender. Men who had traditionally dominated the “sociocultural discourse and decision-making, have generally not
been actively and deliberately involved” in HIV and AIDS

VSO RAISA, Challenges of Care: VSO RAISA Regional Conference Report Back, 2007, p.13.
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interventions.11 Following the 2005 conference on stigma
and discrimination, ‘You Don’t Belong Here: Fear, Blame
and Shame around HIV & AIDS’, the innovative work to
involve men in HIV and AIDS responses, including homebased care (HBC), came to light. VSO RAISA therefore
facilitated regional exchange visits between Zimbabwe,
Malawi and Zambia. The 2007 follow-up conference in
South Africa, ‘Challenges of Care’, showed that the “male
involvement initiative had taken root and that male
involvement in HBC was an innovative intervention that
had potential of being a Best Practice and hence required
more critical analysis.”12
A VSO RAISA study of male involvement in CHBC in
Malawi, Zambia and Zimbabwe documented the positive
outcomes: increased knowledge and openness about HIV
and AIDS and gender among men, reduced stigma and
discrimination of PLWHA by men, a reduced burden of
care on women and girls, improved coverage and quality
of CHBC (e.g. men have more mobility and transport
access and take on managerial and coordination roles),
increased retention of volunteer care providers due to less
stress and burnout of female care providers, community
mobilisation for HIV and AIDS interventions, sexual
behavioural changes, cultural changes, empowerment of
women as community leaders, and ownership of CHBC by
communities.13

Since it seemed from this study that male involvement in
CHBC produces marked positive results in the community
as a whole in terms of gender relations and addressing HIV
and AIDS, VSO Namibia commissioned the present study
to better understand male involvement in CHBC in the
Namibian context, and to explore community perceptions
of male involvement. Such data, it was felt, would equip
NGOs and government to respond more eﬀectively to the
issue of male involvement in HIV and AIDS interventions,
of which CHBC is a core component.

Male involvement has many positive benefits for the community.

1.5 Namibia and community and home-based care
Namibia relies heavily upon volunteers to carry out CHBC
duties and to fulfil essential health services for those
suﬀering from HIV- and AIDS-related illnesses. Currently,
despite progressive policies on CHBC, care providers’ work
is without oﬃcial recognition in Namibia – a situation that
obtains throughout SADC: “unpaid Care Providers are
invisible in the regional and global AIDS infrastructure.
Furthermore, because unpaid care work is usually done
silently within the home, policy makers often assume
that there is a limitless supply and rarely take the issue
seriously in policy and decision-making processes.”14
Carers, often poor themselves, become poorer as a
result of their role, supplementing home-based care kits
from their own pockets, and paying for transport for
themselves and their clients. Many report high levels of
stress.15 Conferences held by VSO in 2010 which consulted
with care providers on those issues deemed the most
important to them determined that remuneration – fair

11
12
13
14
15

pay for hard work – was their number one priority and
most pressing issue.
The Namibian Government’s National Policy on
Community-Based Health Care (2008), developed by
the Ministry of Health and Social Services, sets a good
example for other countries in the SADC region. A review
of the CHBC Policy and Guidelines conducted by South
African-based umbrella group Gender and Media Southern
Africa highlighted that Namibia’s policy on Community and
Home-Based Care is indeed the first of its kind in southern
Africa. The policy calls for a monthly incentive for care
providers of N$250-N$500, and in addition stipulates that
all care providers should receive an identity card, T-shirt,
shoes, umbrella, a home-based care kit, transport, and
communication funds. The Government has committed to
re-training all care providers using a standardised manual,
and to accrediting those who pass the training through the

Gomo, Prof Exnevia, Increasing Male Involvement in Home Based Care to Reduce the Burden of Care on Women and Girls in Southern Africa, 2008,
October, p.6.
Ibid., p.7.
Ibid., p.13.
VSO RAISA and GEMSA, Making Care Work Count: A Policy Development Handbook, 2010, p.13.
VSO RAISA, Challenges of Care: VSO RAISA Regional Conference Report Back, 2007, p.14.
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Namibia Qualifications Authority. The Ministry of Health
and Social Services requests that all CHBC organisations
promote stress-management techniques, provide peer
counselling, and establish a support network. The policy
also sets out roles and responsibilities at government and
local levels. Importantly, the policy acknowledges the
gender disparity in care work and emphasises the need for
more male involvement in the provision of care.16
As a recent VSO study has demonstrated, however, whilst
the policy is currently the best in the SADC region, its
implementation has been poor or entirely lacking, and
little has been done to get more men involved in CHBC, or
to address the root causes of low male involvement.17

Women are happy to have men involved in CHBC.

1.6 Namibian men and CHBC
“A good man is a married man who takes care of
his family. A man must be strong, work, fight,
marry and propose to a lady. He must have multiple
partners, he must drink and beat women.”
(Male participant, Oshikoto)
Traditional gender roles in Namibia force men into two
diametrically opposed roles. On the one hand, they
must demonstrate their masculinity through shows of
dominance/assertion and risk-taking, and on the other
they must be responsible providers for their families.
The strain of this opposition is not easily overcome. Many
men eschew responsibility for childrearing, often having
children with several diﬀerent partners whilst remaining
an absent parent. In terms of HIV testing, men often send
their partners to be tested on the assumption that it is
medically reliable to have their status tested by proxy. There
are also numerous reports of cases where women living
with HIV default on ARV treatment because their husbands
are taking their ARVs in their place. HIV and its treatment
becomes an extension of household duties, an additional
responsibility borne by women that benefits men.
“When they bring up children, they say
‘This is for boys, this is for girls’, they teach girls
to take care of others and cook. But they have
no time for boys. They just let them go play.”
(Male and female participants, Oshana)
Challenges to traditional gender roles are often viewed
with suspicion, as the impositions of a colonising Western
culture. Male interviewees in the present study frequently
posed the question, “Why should we change when life is
good for us?” Since current gender roles work in men’s
favour and they have control over a family that cooks
16
17

12

VSO RAISA, Making Care Work Count: A Policy Handbook, 2010, p.10.
Bautista, T., VSO RAISA, Caring for the Care Providers, June 2012.

and cleans for them, it would be irrational for them to
challenge the status quo.
However, times are changing in Namibia. Interview
participants reported that their cultural beliefs and values
concerning men and women’s roles are being challenged
daily, that they are living in a state of flux, where old meets
new, and traditional ways of living meet modern influences
that state that gender equality is important, necessary and
inevitable. The Namibian women interviewed in this study
often expressed their frustration with the slow pace of
change towards gender equality, and the fact that whilst
gender equality has brought them equal responsibility – such
as earning a salary – it hasn’t brought them equal power.
“Culture is our creation.”
(Female participant, Erongo)
It is this state of cultural flux that dictates the varied
responses of Namibian men to HIV and AIDS programmes
and CHBC. Confronted with the issue of HIV, men feel that
they are being told to adopt behaviours that challenge
their fundamental ideas about what makes them male,
ideas such as: do not have multiple partners; consult your
partner about contraception; accompany your partner
to testing. At the same time, modern ideas concerning
equality urge men that it is acceptable to ask for help if
living with HIV, acceptable to care for someone, and that
it is possible to still be a Namibian man even if you ask
your partner for their opinion on how sex should happen.
This push-and-pull between new ideas of male duties and
revised ideas on male prerogatives needs to be kept in
mind in order to analyse the competing demands made
on Namibian men, and their responses to the request that
they join Namibian women in caring for the sick.
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Chapter 2: Research Methodology
2.1 Scope of the study
The research for the study was undertaken over a sixmonth period from October 2011-March 2012 across
10 of Namibia’s 13 regions. The primary focus was
interviewing men currently involved in CHBC, exploring
their motivation for being involved, as well as how they
feel they are perceived by family, friends, clients and the
wider community. The study also included interviews with
women involved in CHBC, examining how they felt about
working alongside men in CHBC and the roles both men
and women could play in community care work. MOHSS
employees were also interviewed, as were NGO workers,
traditional and church leaders, and a few men not involved
in CHBC who were able to oﬀer an outsider perspective on
attitudes to male involvement in care.
The authors also interviewed child care providers, both
young men and boys, and questioned other participants
on their knowledge about child care providers.18 Targeting
this demographic oﬀered important insights into how
gender roles are instilled from an early age, and how these
can prove a determining factor in the well-being of child
care providers and the level of support they feel entitled
to seek.
The interviewers contacted organisations and NGOs that
organised groups of care providers, such as Catholic AIDS
Action, the Namibian Red Cross Society, TKMOAMS,
ELCAP and ELCIN, and interviewed groups after they had
convened for group supervision sessions. This provided
an opportunity to meet with many care providers in one
space, and to talk to them in a familiar environment.
The interviewers began by giving a brief presentation
about themselves, and then introducing a picture card
ranking tool to generate discussion. This provided an
opportunity for the care providers to open up in a relaxed,
informal environment. Discussion usually flowed from
this point, and the interviewer used a subject matrix to
jot down ideas and as a prompt if conversation lagged.
Refreshments were also provided by the interviewers
to create a welcoming and friendly atmosphere for the
discussion. Many care providers stated that the group
interviews had been both enjoyable and a satisfying
opportunity to express their feelings to the group.

18

Male care providers in Oshakati use the picture ranking tool.

In regions where NGOs were less active in CHBC
provision, or where geographical considerations made
it harder to reach rural groups, the interviewers drove
village-to-village to conduct one-to-one interviews.
This practice ensured that rural groups were included,
as well as care providers who were not associated with
an organisation or had ceased their activities. The study
therefore consists of a mix of group and one-to-one
sessions.
The interviewers spoke with MOHSS employees in
each region, as well as NGO workers. In regions where
traditional leaders and church leaders were mentioned
as being particularly important to care providers, such
as Caprivi and Khomas, the researchers also interviewed
members of these groups. The interviewers also spoke
with HBC clients in order to understand their opinions on
whether they preferred to be cared for by male or female
care providers.

“Boy care providers often went unreported, because it was socially unacceptable for boys to be care providers.” VSO RAISA, Challenges of Care:
VSO RAISA Regional Conference Report Back, 2007, p.20
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2.2 Statistics
Number of people interviewed:
Care providers
Of which women
Of which men

338
252
86

MOHSS workers
13
Average Namibian men (not involved in CHBC) 25
NGO staﬀ involved in CHBC
10
Traditional leaders
2
Church leaders
1
Village headmen
1
Traditional healers
1
Total men
Total women

120
271

Total interviewed

391
Transport can be an issue in rural areas.

2.3 Research tools
The research employed three diﬀerent tools:

Semi-structured interview matrix
(a mix of group and individual interviews)
It was decided that carrying out semi-structured
interviews, with both individuals and groups, would be
the most eﬀective means of eliciting information from
care providers. Semi-structured interviews have the
benefit of retaining a degree of focus, while permitting
a free-flowing, conversational exchange to take place.
The two-way communication this allows is better suited
to exploring the reasons behind the answers given
to particular questions, and the oral nature of the
tool avoids problems associated with diﬀerent levels
of literacy. It was felt that this less formal tool would
also oﬀer interviewees the chance to discuss sensitive
issues such as diﬃculties around giving personal care
to someone of the opposite sex, or being a male carer
in a culture which has rigidly defined gender norms,
and would allow enough flexibility for interviewees
to introduce subjects which the researchers had not
anticipated. The tool was selected in the expectation
that it would confirm some of what has already been
established through past research (for instance, the
central importance of care providers’ remuneration as
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raised in previous care provider conferences), but also give
the interviewers the opportunity to gain new insights into
care providers’ incentives and concerns. During interviews,
only brief notes were taken using the matrix to maintain
a relaxed environment; these notes were then fleshed
out immediately after the conclusion of the interview
with a full written report. When all the interviews had
been conducted, these detailed reports then underwent
content analysis allowing for the identification and
categorisation of salient themes. Figure 1 shows the
matrix of initial topics selected to guide the interviews.

Picture card ranking tools
(group exercise)
The aim of the research was to identify the needs and
priorities of care providers, with particular attention paid
to gender and male involvement. It was felt that the use of
a simple ranking tool would be appropriate, and also that
the participatory method used, which involves handling
and sorting picture cards, would be a novelty that would
encourage participants to commit to the information
gathering process. Two variations of the picture ranking
tool were used – one with images representing ideas
around what motivated men to get involved in CHBC;
the other with a diﬀerent set of graphics intended to
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Figure 1: Topic matrix devised for semi-structured interviews
FIRST NAME & GENDER:
YEARS OF CARE EXPERIENCE:
SIZE OF CHCP GROUP:
ACTIVITY/TOPIC

INTERVIEWER:
DATE:
VILLAGE/TOWN & REGION:
AWARENESS and PROBLEMS

SUGGESTIONS

Home-based care kit and
CHCP remuneration
Motivation of carers, particularly male
carers
What stops men getting involved?
What types of care activities are they
involved in?
Perception of male carers by
themselves and the community
Safety and transport (particularly
related to gender, e.g. are the men
able to be more mobile)?
Supervision
Does male involvement reduce the
burden on women and children? Are
women happy to work with men?
What is children’s involvement? Are
there young boys involved?
Is (male) involvement just an issue of
gender or an issue around support for
CHBC generally?
What more could be done to involve
men in CHBC?
explore areas where men were perceived to have particular competence as care
providers. Care was taken to explain and translate the purpose of the exercise,
and the meaning of each image. A wildcard (indicated by a question mark card)
was used so that participants could introduce any topic which the researchers
had not anticipated, and again the purpose of this card was carefully explained
and translated. Interviewees were also informed that they were not obliged to
use all the cards if they did not seem important. The interviewer always noted the
ranking order of cards in each interview group, and made notes on the observations
made during the ensuing discussion. At the conclusion of the research period the
ranking figures were compiled to provide an overall idea of male competencies and
motivation, and the rankings were also broken down by region to look for regional
trends. Notes from the discussion sessions were added to the written reports
associated with the semi-structured interview matrices so that they could also
undergo thematic content analysis.

Consulting documents on CHBC and male involvement in CHBC
Desk research was carried out on studies already undertaken to inform the topic matrix
and picture ranking tool, as well as inform the interviewers on issues that were likely to
arise from discussions, for example, the central importance of remuneration.

Picture ranking tool to generate
discussion on men’s motivation for
joining CHBC programmes.
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2.4 Limitations
Translation
The interviewers only spoke two Namibian languages:
English and Afrikaans. Where interviewees did not speak
either of these languages, translators had to be used to
communicate. Whilst mostly the translators were impartial
third parties, interviewers occasionally had to call upon
the services of a CHBC group’s own supervisor, employed
by the NGO the group was associated to. In such cases,
interviewees may have been anxious about confidentiality
or censorship, or may have exercised self-censorship in
order to show deference to a supervisor in a more senior
position. Participants may also have modified their
answers if they felt awkward or uneasy about speaking
to outsiders who did not speak their language. Given
the large number of diﬀerent languages in Namibia, this
diﬃculty was unavoidable, and it was decided that for
continuity and clarity, the same interviewers should visit
each region, rather than selecting diﬀerent interviewers
on the basis of local language skills.

Self-censorship
There is always the danger that interviewees might selfcensor because they are tempted to say what they think
the interviewer wants to hear, or what they believe is
socially acceptable to say, instead of what they really
feel. To give one example, when using the picture ranking
tool to detail their motivation, many groups stated that
family and HIV were top motivating factors for becoming
involved in CHBC. However, during subsequent group
discussions, interviewees often gave contradictory
statements saying that, in fact, the hope of obtaining a
job and the prospect of earning a salary were their real
reasons for getting involved, and that other factors were
of secondary importance. It is therefore important to
consider that whilst men and women may wish others to
believe that their motivation is altruistic, the underlying
desire for personal advancement (to gain experience and
therefore employment) may be under-reported.

Sample size
Whilst every eﬀort was made to ensure that the
interviewers spoke to the maximum number of men, it was
not always easy to locate them as their numbers are small,
typically making up about 10 per cent of care providers in
Namibia. Frequently, men’s alternative commitments and
priorities meant that they did not turn up to their care
providers’ supervision sessions. When outreach methods
were used – for example, in Caprivi, where interviewers
drove to each village to meet male care providers –
proportionally more men were interviewed.
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Groups of care providers discuss the importance of diﬀerent
forms of support, and particularly male support.

However, this method was costly and time-consuming,
and limitations of budget and time played a factor in
restricting the number of men who could be reached.
The sample size, however, at 86 men of 338 care providers
interviewed, is a high percentage given the overall
percentage of male care providers in Namibia.
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Chapter 3: Findings
3.1 Barriers to male involvement
A content analysis of all the care provider group
discussions brought several common themes to light.
The following topics are divided into two groupings:
the first set of headings constitutes the negative pole –
barriers to male involvement in care; the second section
constitutes the positive pole, consisting of the drivers of
male involvement and creative solutions proposed by
participants.

Care is gendered
“To care, this job is only for women.”
(Male participant, Erongo)
The main barrier to male involvement in care
continues to be the idea that care work is intrinsically
female: that women are defined by their caring nature,
and that caring and, by extension, care work partially
defines what is feminine. In nearly every interview,
participants stated that ‘women have that heart to care’,
‘women have that caring spirit’, ‘women have mothers’
hearts.’ Women take care of the house and, by extension,
the community. This constitutes the women’s sphere of
non-economic activities. The male sphere, on the other
hand, is identified with the world of work and economic
activity: the home and the community fall under the
male sphere only in relation to the man’s position as a
leader and provider. Therefore, if care work defines what
a woman is, a man struggles to care for clients and to
continue to self-identify as a man. The wider community
struggles to reconcile the idea of masculinity and carework: many of the male carers interviewed stated
that they had faced prejudice from their communities,
being called “not-men” and being told care work is
“inferior work, it’s work for ladies”. To some extent, male
involvement in care threatens community norms and so is
a perceived threat to the community; as a result it is met
with hostility, in some areas more than others.
Whilst traditional gender roles discourage men
from becoming carers at the outset, men who are already
involved in care also reported feeling pressure to prioritise
perceived ‘male’ activities and tasks over those perceived
to be intrinsically ‘female’. Male carers were absent from
some of the group supervisions as they had prioritised
village elders’ meetings instead, for example, and they
prioritised care tasks such as group coordination over
feeding and washing. In addition, men often valorised

Supervision groups oﬀer a valuable source of advice and support.

their caring role by making reference to professional
roles, for example, chefs who cook, and nurses who
provide personal care and massage. A number of the
men interviewed had re-named tasks to make them
more acceptable: ‘massage’ was frequently referred to
as ‘pain management’ by male carers, elevating it to the
status of a medical, and therefore professional, male task.
‘Counselling’ was referred to as both a male and female
activity: female, because it involved talking, and male
because it entailed a leadership role – giving advice and
steering the behaviour of community members.
Yet entrenched attitudes to men’s and women’s roles
are negotiable. Men reported that they can, and will,
undertake “women’s work” – when women are not there,
and that this is “okay to do”. If the wife or girlfriend
is present, however, then the prevailing attitude that
“women are responsible for cooking, cleaning” takes
precedence. Gender roles are not, therefore, necessarily
statements of belief about intrinsic ability; rather, they
appear to reflect a felt need to act out a pre-established
division of labour. This performance of gender roles can
be unreasonable, however: many of the female carers
reported that they are still expected to cook, clean and
care for sick relatives even if they themselves are ill and
in need of care. Men will only care for their ill wives or
girlfriends if there are no other female family members
to do so. Whilst women may enjoy community approval
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for caring, for men care work is seen as a last, desperate
option.
Home-based care clients’ attitudes towards male carers
vary significantly across Namibia. Male carers’ responses
about whom they worked with also varied widely.
When male carers were asked whether they worked
with male or female clients it elicited replies that, in
some cases, aﬃrmed men’s ability to work equally
well with clients of both sexes and, in other cases,
vigorously denied that men should work with female
clients. Several male carers commented that, whilst they

would have no problem working with female clients,
they worried that the clients would feel uncomfortable
having them as carers, especially where personal care
was involved. Some clients prefer women carers because
they are unused to men around the house (“It depends
on whether you have grown up with a man around the
house”). Interestingly, of the male clients interviewed,
only 50% expressed a preference for a male carer. Ministry
of Health and Social Services staﬀ varied considerably in
their attitudes towards male involvement in care work,
some stating that it was “not possible that men do this”,
whilst others expressed enthusiasm.

Figure 2: Male and female spheres

Community
approves
of men
remaining
in their
gender
roles in
prioritised
activities,
and
disapproves
of men
encroaching
on the
female
sphere.

Prioritised
(economic)
activities

Male sphere
of activities

Male involvement

Community
approves
women’s
role
in care
provision.
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Children’s role
“We are brought up to believe there is a
division of labour between boys and girls, so if
a boy is doing women’s activities and someone
questions him, the boy will feel shy, he will do the
activities but in privacy, for fear of stigma.”
(Male participant, Caprivi)
The idea that care is a gendered activity has considerable
influence on children and young people: as a result, boys
and young men often remain hidden carers through
shame. Children take on the role of carer within their
families for many reasons: if they are orphaned, if one
parent has passed away and the remaining parent needs
help, or if both parents work and leave a sick relative at
home.
“Men will leave girls to look after relatives
while they go to shebeens.”
(Male participant, Oshikoto)
Often, this results in a child missing school and falling
behind in their education. Interviewees in all regions
reported that in their communities it is mostly girls and
young women who take on the caring role, but that
occasionally the task falls to boys and young men (often
because there is no woman or girl available to do it). Girls
are more likely to ask members of their community for
help since it is socially acceptable for girls to seek help,
and to build networks of support within the community.
For boys and young men, such support is harder to find.
They quickly internalise prevalent attitudes and feel
ashamed of undertaking tasks traditionally assigned to
women or, fearing stigma from their communities, do
not seek help from those organisations or health services
available. In Kavango, young men who had been carers
for family members when young expressed their desire to
help their family, and spoke of their resentment at being
told that what they were doing was women’s work.
“Boys will say ‘I’m fine,’ and the
community also says ‘he’ll be fine’.”
(Female participant, Kavango)
In other cases, interviewees reported that young men will
ask for more help than girls would do, because they don’t
believe they are up to the task of caring. In rare cases,
participants reported that boys and young men will run
from the responsibility altogether. In Kavango a group of
carers reported that the previous month a woman had
died because her teenage sons had neglected to feed
or bathe her for over a month, even though she was
unable to move from her bed and was severely ill. Oshana
residents related similar stories of boys rejecting the role
of carer.

Delivery of primary healthcare is extremely challenging in rural
Kunene.

Some regions in Namibia were more open about the issue
of child carers than others: those in Kunene, Kavango and
Caprivi regions were more open about the problem of
child carers than participants in Oshana and Oshikoto, for
example. This could be tied to a reticence to believe or
reveal that children take care of relatives when Namibia
has strong laws on child labour, but it could tie in with
cultural beliefs:
“The community thinks that if a child cares
for the family, then it’s a well-raised child
with a keen sense of family duty.”
(Male participant, Caprivi)

Money: being a breadwinner
Money was cited as being one of the main motivating
factors for becoming a volunteer, yet was also cited
as a substantial reason to avoid volunteer work. On
average, money came out as one of the less significant
drivers of male involvement in CHBC, doubtless because
remuneration for care work is usually no more than
N$50 a month. Yet in regions such as Karas and Kunene,
money featured as the top motivating factor as male
care providers hoped to be able to get a job as a result
of their volunteer experiences. Care providers in Karas,
Kunene and Otjozondjupa rated ‘getting a job’ as a strong
motivational factor for their involvement in CHBC, usually
in 1st or 2nd place. This does, of course, make sense given
the high unemployment rates in these regions.
“You as a care provider also have needs, and you struggle.”
(Female participant, Hardap)
Without exception, male care providers cited the
need for a Namibian man to be a breadwinner. This is
understandable given Namibia’s unemployment problems.
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Marriage and women’s economic dependency place
further pressure on men to ensure a household income.
In Caprivi, male care providers stated that only unmarried
men can volunteer, as the community views volunteering
as ‘not a job’ and since a male volunteer is regarded as
someone who runs away from his family responsibilities.
The male volunteer in Caprivi is almost a comic figure, and
not seen as a real man. If you are a breadwinner you are
a good role model for your family and your children – and
salaried men lack the spare time to volunteer. Overall,
‘family’ emerged as the top driver for men to get involved in
CHBC: many qualified that this was because someone in their
family was living with HIV, which motivated them to join
a group, or explained that their family motivated them to
earn money, and volunteering is supposed to lead to a job.
“If you are going to volunteer, what
are you going to eat in the house?”
(Male participant, Kavango)

Money: lack of prestige and being a big man
Many of the groups interviewed spoke of the need to be
a ‘big man’ in Namibia. Male care providers explained
the idea by describing a culture of materialism and selfaggrandisement. Being a big man literally means being
physically big (so that a man may demonstrate he has
enough money to feed himself and his family), and it also
involves showing material signs of success: having a car,
a big house, and sharing food and money with the wider
community. In return, the community (in particular, the
community’s male members) recognises a ‘big man’ as a
man of power and influence worthy of respect.
“They tell us to go, grow something, and then leave
it to come and volunteer. How can we survive?”
(Male participant, Caprivi)
The pressure on men to try and be a big man causes
men to taunt male care providers who are “wasting
time” in volunteering. “Money first, work second”, was
a slogan often repeated by rural NGO workers, village
leaders and care providers alike. Men are ashamed of
volunteer work because of their desire to be seen as
hard-working, influential figures in the community – an
influence which necessitates earning a salary. Not being
paid while doing a large amount of work for someone
else is seen as a sign of stupidity, especially when
volunteering does not lead to a well-paid job. Even
though female care providers overwhelmingly approved
of men involved in CHBC, male care providers stated
19
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that the taunts and discouragement from other men
were an eﬀective deterrent. The situation is aggravated
by gender imbalance in care provider groups – some male
volunteers reported that they were the only man in
an all-female care provider group (“If there are lots of
women, then men won’t come”). Whilst interviewees
reported that the social pressure against men volunteering
appeared to have eased over time, the stigma of being a
volunteer and of having ‘failed’ to be materially successful
has not gone away.
“Money comes from work, and money is important as well.”
(Male participant, Kunene)
“They are only volunteers – they just need a T-shirt.”
(MOHSS staﬀ member, Caprivi)
Women, however, tended to appreciate the intangible
benefits of volunteering: in Erongo it was noticeable that
women ranked personal development as a motivating
factor more highly than their male colleagues, who
described themselves as primarily motivated by
remuneration, or the possibility of remuneration. In
Karas and Hardap, men similarly ranked money highly
and placed less value on personal development. In
regions where men did value personal development,
they explained that gaining experience and learning
skills would help them find a job and they would be
able to earn more: personal development was therefore
instrumentally important. Women, by contrast, tended to
value personal development as intrinsically important. The
result suggests that social pressure around gender and
money prevent men valuing personal development except
instrumentally, as a means of attaining better earnings.
In Kunene, men stated that volunteer work was only for
those rich enough to be able to spare the time in nonremunerated, ’community’ tasks. In comparison, in Karas,
men stated that volunteer work was good for those who
later wanted to prove that they had the skills to find a job.
Male interviewees deemed volunteer care work suitable
either for the wealthy or for the desperate – few agreed
care work was a positive task for anyone in-between.

Income-generation projects
Some studies have suggested that income-generation
projects could provide the answer to male involvement
in CHBC,19 as by providing a source of income, they also
provide the solution to the problems posed by a lack of
money. In Namibia, this present study’s findings suggested
otherwise. Whilst some men enjoyed being involved in

VSO RAISA Block Grant Final Evaluation Report by Abrahams and Searle (May 2011) reporting on research by VSO Zimbabwe and VSO Malawi,
p.15. The report suggested that access to livelihood opportunities such as income-generation projects could be a preferable alternative to stipends
for encouraging male participation. This present study indicates that IGPs are not an adequate alternative for stipends in the case of Namibian
male care providers.
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Care providers are involved in a range of activities in their communities, but are rarely remunerated.

income-generation projects, such as selling eggs and
chickens and slaughtering cattle, they stated that most of
the money goes towards costs for the OVCs such as buying
school uniforms and paying school fees: NGO workers
interviewed confirmed that 90% of the earnings from
IGPs are spent this way; the remaining 10% goes back to
the NGO. In rare cases, the researchers learnt that 100%
of the money from IGPs is ploughed back into the NGO.
Not one project reported giving money to the volunteers
themselves to cover their costs. Employees at the Ministry
of Health and Social Services in many regions stated that
they felt NGOs should use IGPs to attract men to care
work. The male care providers with whom this matter
was discussed stated that they felt doubly exploited: IGPs
involve a doubling of their volunteer workload, so that
their eﬀective pro rata pay is still lower than before – in
fact IGPs involved them working to finance the NGOs for
whom they were already volunteering.

Stigma and care-as-contagion
“As a man, I must have many women, I must have a
good job, I must earn money. I must not get HIV.”
(Male participant, Khomas)
Social pressure on Namibian men to be strong and
fearless discourages them from protecting their
health. Having multiple partners proves that you
are a red-blooded risk-taker, but contracting HIV as
a result demonstrates that you gambled and lost:
that essentially, you failed as a man. Men do not
therefore want to accept or admit if they are living with
HIV, since to do so is to admit to having failed, and to
show vulnerability. Male interviewees furthermore
discussed their fear that, if the community realised
that they were living with HIV, future girlfriends would
shun them: living with HIV complicates the virile
practice of having more than one sexual partner. Men
are therefore less likely to get tested for HIV in the first

place, or even to seek help if they know they are living
with HIV, as seeking help is of itself ‘unmanly’. It is worth
adding that for men to discuss health issues with women
is considered shameful in many regions. It is therefore
almost understandable why, in every region, male and
female care providers reported that men send their wives
or girlfriends to be tested in place of going themselves.
Cutting themselves oﬀ from help, buried in their gender
roles, Namibian men currently lack the social resources to
cope with HIV status and the stigma around HIV.
“You are the one bringing AIDS here.”
(A male care provider in Kavango describing
the community’s suspicion of his work)
This aﬀects levels of male involvement in CHBC as male
care providers report that they face daily discrimination
as a result of their role. In Erongo, male care providers
reported being called “AIDS men” and “the men with
AIDS,” a theme which was repeated in many other regions.
In the Kunene region, male care providers left their care
provider group when told they must go for HIV testing in
order to be role models for their communities. Female
care providers explained that men are afraid that they
will not get girlfriends if they are perceived as being HIV
positive, and so they avoid being associated with care
groups. Whilst the level of stigma has reduced over the
last 5 years, care providers still faced daily discrimination;
the work is seen as aﬀecting their “good name” and so
preventing them from expressing their masculinity.

Male incompetence
“[Men] don’t have that heart.”
(Female care provider, Caprivi)
The very idea of male care providers provokes mixed
reactions, not all of them positive. In every region of
Namibia, male incompetence was a commonly recurring
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theme amongst both male and female participants, from
care providers to Ministry of Health employees. Common
statements branded men as “irresponsible, lazy, and
fearful”, and discussants stated that men “give up easily”
and are “ignorant and hard-hearted”.

“Men always like hiding.”
(Female participant, Karas)

Gender roles mean that men are not often encouraged to
think about others, or to learn skills such as cooking. When
men are imagined in a caring role, they are often derided:

Women deplored the diﬀerence between perception and
performance: men were perceived to be good leaders,
but were reportedly frequently worse than their female
counterparts. Female care providers stated that whilst
they were perceived as weak, they were often stronger than
their male colleagues, doing heavier and more draining work.
Men were perceived as fearful, afraid of washing female
clients, afraid of the realities of sickness and death, lacking
information and education around care. The traditional
‘male activity’ of drinking was cited as a big problem in
terms of male incompetence and taking responsibility:
men want to drink while women do care work. Despite the
anger that many women felt with men for not taking a full
and active role in community and family life and care work,
and despite criticisms of their competence levels, female
carers still wanted greater male involvement in CHBC.

“[Men] are careless… men only think about
themselves… men don’t have a heart… they cannot
understand what a support group means.”
(Female participant, Erongo)
“Cooking? Clients would die from hunger.
Sores would never be treated.”
(Female participant, Kunene – comments
treated with laughter and general approval)
“A man cannot even feed his own child.”
(Female participant, Erongo)
“We are women. We know what to do.
The man will just sit down.”
(Female participant, Erongo)
Whilst such statements could also, in small part, be
attributed to female territorialism about a sphere of
activity they view as their own, they seem mostly the
result of gender stereotyping. Participants discussed the
way girls are taught to care for others from a young age
while boys are allowed to “go play”. In much the same vein,
adult men are encouraged to entrust responsibility for their
health and that of the community to someone else:
“Men don’t want to take responsibility [for their
health]. They think, ‘I will just stay with my pain,
and later maybe the woman will realise’.”
(Male participant, Erongo)
“Men think: I don’t have a problem,
why look after someone else?”
(Male participant, Erongo)
“Men don’t want to know their own [HIV]
status, and without honesty and courage,
how can we expect men to be counsellors?”
(Female participant, Erongo)
Women are expected to look for the man’s problems and to
understand them without the man having to communicate
them. Women interviewed were unimpressed by the
situation:
20
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“In our culture, men are just hiding.”
(Female participant, Oshana)

Government and NGOs: exploitation
and anger
“If the Government upheld the national
standards, more men would do it.”
(Male participant, Oshikoto)
“I want to eat nice food, build a house, buy a car, get
married. Simple things. I cannot do these if I volunteer.”
(Male participant, Kavango)
Volunteers frequently expressed their strong sense
of disappointment and dissatisfaction both with the
Government and with the NGOs they are attached to.
Volunteers – including male volunteers – recognised their
great importance in the community. They described their
pride in carrying out not just a vital healthcare role, but
also the role of a social worker too, with many volunteers
caring for up to 10 OVCs each.20 Community members
often prefer seeing a CHBC volunteer instead of going to a
clinic – care providers are well-known, within easy reach,
and they provide free services. Volunteers therefore
function as an important primary health stopgap in the
provision of government health and social services.
“Who will look after the orphans if not us?”
(Male participant, Kavango)
The lack of implementation of the CHBC policy and current
donor withdrawal means that volunteers are being left
without support; the little support they were getting is
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“The Government has to appreciate what we do.
We are helping our people live better.
We feel exploited and used. I cannot waste
my time – I must take my fish to the market.”
(Male participant, Caprivi)

employee stated that volunteers should be happy with
just T-shirts and N$100 a month. The MOHSS reiterated
that CHBC provision should be the responsibility of the
NGO sector – funded by international donors. As one NGO
middle manager in Rehoboth remarked, the Namibian
volunteer carers’ situation compares very unfavourably
to care providers in South Africa, where volunteers may
be paid up to R1500 a month, and can be trained as
nurses. When asked, every group in Namibia agreed that
care work should not necessarily be done for money –
they appreciated that altruism and being paid do not
always go hand-in-hand; but at the same time, Namibian
volunteers expressed their exhaustion at being expected
to work endlessly for free with little or no chance of pay,
employment, or even recognition.

Whilst NGOs firmly recognised the importance of their
volunteer labour, the MOHSS were often less supportive.
“They’re just a volunteer” was a common refrain repeated
by MOHSS staﬀ in various regions; more than one Ministry

“We want the Government to implement
what they have promised because otherwise
that is just an empty promise.”
(Male participant, Oshana)

slowly ebbing away. Some interviewees noted diminishing
levels of support because of this. Male volunteers who
want to join groups are being told there are no resources
or funding to train them, and they are being turned
away. Others are put oﬀ by the lack of support, untimely
delivery of incentives, and lack of help from government
and NGOs. They often stated that the fact that their
supervisors are salaried and tell them to go to work and
not mind being a volunteer was very demotivating.

3.2 Drivers of male involvement
Role of traditional authorities, churches
and male role models
“They [traditional authorities] are the
inlets and the outlets of the people.”
(Male participant, Caprivi)
An overwhelming majority of male interviewees
responded that encouragement from male role models,
traditional authorities, and the church would motivate
them to become involved in CHBC. Many of the men
currently involved in CHBC are leaders or elders in the
church, or are traditional leaders. Other male participants
stated that they were encouraged by seeing strong male
role models within their community become involved and
pave the way for more men to join CHBC groups.
“We must encourage men. We are speaking
with men. Communicating with men.”
(Male participant, Kavango)
In Oshana, Oshikoto and Ondangwa, the topic of
leadership and role models sparked enthusiastic debate.
Men stated that in Owambo culture, a lack of leadership
has a depressive eﬀect on men; leaders are respected and
needed in a community, “to lead the donkey cart”. Male
interviewees also pointed out the importance of a leader
having training so as to be knowledgeable enough to gain
respect and authority. In Erongo, men gave examples of
inspiring male role models who had encouraged them
to get involved in CHBC group activities. In Karas, men
cited the importance of village elders in encouraging

Getting involved in CHBC programmes changes men’s perceptions
of gender roles.

them to become involved, a fact that seemed particularly
important given the lower overall levels of participation
in CHBC in the southern regions of Namibia. Interviewees
in both Khomas and Kavango stated that church initiatives
would encourage them to get involved in CHBC – and cited
the church as a good way of targeting child carers who
may be missing out on school.
“It will be better if men get involved, because
we can get even more men involved.”
(Male participant, Kavango)
Encouraging church leaders, traditional authorities
and influential male role models to get involved in, or
support, CHBC is an important way of encouraging men
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to see CHBC as an expression of masculinity, and not
as a negation of manhood. As more women than men
attend church, it is debatable whether the church is the
ideal venue to recruit men, but the wealth of responses
stressing the importance of church role models suggests
the influence of church leaders within communities must
not be underestimated. Traditional authorities stressed
that one of their representatives should be included on
any decision-making body for Community and Home-Based
Care, so as to keep them informed of developments which
they can then pass on to their villages and communities.

Masculinisation of the HIV and AIDS
epidemic and CHBC
“Men must not feel they are being pushed into
something that’s associated with being female.
We must approach men to put extra value on
what they understand as manhood. If we try and
convince men to be like a woman, they will resist.”
(Male church leader, Khomas)
Until recently, HIV and AIDS programmes primarily
targeted women and girls. This seemed practical, as
women and girls bear the burden of the HIV epidemic in
terms of vulnerability to being infected, lack of medical
attention, and the burden of caring for relatives. More
recent development thinking has emphasised the
importance of protecting women by targeting men
in programmes, and by addressing gender issues and
facilitating men’s access to health information.
“If we get more men involved, then behaviour
will change and the HIV rate will go down.”
(Male participant, Oshana)
Interviewees indicated that gender roles in Namibia are
gradually changing, and changing faster in the towns than
in rural areas. Men in Kavango reported that they cleaned
their houses and enjoyed cooking – but still feared ridicule
from the community for doing so. Men reported being
happy to carry out roles in education and outreach: male
care providers suggested that gender programmes should
be run throughout Namibia in schools on issues such as
care, GBV and HIV. The young male carers interviewed
in this study had usually begun as peer educators at
school; for them volunteering in care work was a logical
progression. Across Namibia, NGO staﬀ, care providers
and MOHSS staﬀ alike stated their belief that if more men
were involved, men would act more responsibly, and care
more for children and their families.
“Because men contribute to the high
rate of HIV and AIDS, men must be involved
so they may reduce the risk of HIV and AIDS.”
(Male participant, Hardap)
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Money and prestige
“If men were paid, it would help 100%.”
(Non-volunteering male participant, Kavango)
Male care providers in Karas, Kunene and Otjozondjupa
placed money at or near the top of their list of motivating
factors for involvement in CHBC regions. When asked
what amount would be acceptable as remuneration for
care work in their community, men suggested amounts
between N$500 and N$1500 a month plus N$100 for
transport and N$100 for miscellaneous expenses.
“They will talk about me when I’m not there.”
(Male, former child care provider, Kavango)
The potential professionalisation of the role of care
provider was very attractive to men: they stated that
they would like to train as nurses through the CHBC
programmes. This openly demonstrates that men are
happy to care for people, as long as the role is paid –
which takes it out of the domestic, unpaid, unprofessional
and noneconomic ‘female domain’ and into the
professional ‘male domain’ of the salaried employee,
and ties into Namibian men’s desire for prestige and
recognition (and being ‘a big man’). In Kunene, MOHSS
staﬀ gave early indications that the pilot Health Extension
Worker scheme was demonstrating that paying employees
to undertake CHBC is cost-eﬀective. Employing former
CHBC volunteers and providing a way into salaried
employment would encourage men to become involved
in CHBC, as would the chance to be a leader in their
community.

Enlightened self-interest
“We are dying now. Let’s join our
women and fight together.”
(Male participant, Caprivi)
Many men stated they joined CHBC programmes
either because they are living with HIV themselves,
or because a close family member is living with HIV
(and ‘family’ came top of the list of motivating factors
overall). Men’s interest in care work is therefore a form of
extended self-interest, a kind of insurance policy in case
they become seriously ill themselves.
“Tomorrow it’s my family.”
“The thing that’s happening to my
colleague, it will happen to me.”
(Male participants, Kavango)
In order to encourage men to join CHBC programmes,
therefore, one male care provider suggested that the
advantages be explained. Since personal development was
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“In giving personal care, it is better to have
a choice of who does the bathing.”
(Male participant, Hardap)

Men need to be made aware of the advantages of getting
involved in CHBC.

rated highly overall by all participants, CHBC supervisors
should appeal to men’s self-interest, such as the gain in
knowledge that they will receive as a result of training and
the personal benefits that could bring about.

It was also suggested that men could help with mending,
transport and cooking. Men are often able to drive where
women cannot, and men are better able to travel than
women, as safety is less of a concern (though participants
in Caprivi stated that wildlife was still a great concern
for them in terms of transport, and participants in Karas
noted that fear of violence while walking around town
after dark was a concern for both sexes). In Erongo,
where much of the employment comes from tourism and
hospitality, female participants stated that “good chefs
are in men. We can use them in the soup kitchens, and
especially in hotels”. Care providers reported that male
clients commonly prefer to be washed by a man, and men
are able to help with vigorous work such as lifting weak
clients and mending household items. Men were also
noted as being good at massage as they have the strength
to perform it well. A young male care provider in Hardap
was preparing to use his high level of physical fitness
to ferry clients to the clinic in a bicycle taxi – an activity
which the female care providers would most likely not be
able to carry out.

Awareness of male competencies
The shared humanity perspective
“Men have that heart to do care work.”
(Female participant, Karas)
As many times as interviewed care providers complained
that men ‘have no heart’, the same complaint was
elsewhere contradicted by the claim that men had the
potential to care well, and that they could be good at care
work as a result. Certain roles were singled out as being
particularly suitable for men, roles such as leadership,
counselling, and outreach.
“Men have a heart to care for people.”
(Male participant, Hardap)
The combination of men’s role in counselling and
leadership seems related to their traditional role as
spiritual leaders in the community. Participants in each
group stated that, through counselling and outreach
roles in CHBC, men are good leaders in the local
community. Men are able to speak louder, talk openly
in the community, and talk to other men eﬀectively
during counselling: “[men] are patient, not like we are,
emotional” (female participant, Erongo). The community
listens when men speak, and they have access to groups
that may be diﬃcult for female outreach workers to
access, such as sea-farers and miners. Male care providers
therefore have great potential to act as advocates and
role models for more equitable gender relations and to
challenge gender norms in their communities.

“As a man, sometimes you feel you are a human
being and want to help, not just be a gender role.”
(Male participant, Oshikoto)
A common theme discussed by nearly every male care
provider was that of caring as an issue of shared humanity,
and not gender. “Each one of us can give care and help,
boy or girl, man or woman” stated one carer in Khomas,
“we must make it clear that care-giving is not a female
business, but for anyone who can put themselves in that
position to take care of that fellow human being who is in
a position to need it. And everyone should be in a position
to do that.”
“It’s a good thing for all of us to
participate in community work.”
(Church leader, Khomas)
“Women and men aren’t really diﬀerent.”
(Male participant, Kavango)
“If you go through something like [home-based care]
yourself, it makes you avoid risky behaviour.”
(Female participant, Erongo)
Generally, the longer the care providers had been doing
care work, the more flexible they were in their attitudes
towards gender and male and female roles. The men

25

“They Have That Heart”: Male involvement in CHBC in Namibia | 2012

programmes. In Namibia, many men are employed in
tourism, and the fishing and mining industries – an NGO
managerial level interviewee in Hardap suggested targeting
these industries via appropriate media would be most
eﬀective, as well as approaching men in places where
they socialise, such as in the football field, at community
meetings and in shebeens.

Practical implications: quality support,
incentives, advertising
Men often commented on the practicalities that NGOs and
the Government must take note of when attempting to
recruit men into CHBC programmes.

Many groups carry out CHBC with little or no resources.

who had only just started volunteering generally held
stronger and more rigid attitudes about masculine identity
and gender (this was particularly evident in interviews
conducted in Omuthiya and Hardap). Undertaking care
work is therefore a positive step towards men both reevaluating gender roles and incorporating care work into
their understanding of masculinity (e.g. as an extension
of the responsibility of looking after family) instead of
threatening their male identity.
“The more carers the better, it reduces the burden.”
(Female participant, Kavango)

Male-only domains
“Male behaviour change is possible.”
(Male participant, Karas)
Male care providers suggested that male-only groups
are important for men: male-only networks, where
information on gender and HIV and AIDS (tailored for
men) is diﬀused would be an eﬀective way of spreading
information to men in Namibia. To motivate men to join
CHBC programmes, male-only training, meetings and the
opportunity of joining male-only supervision/care groups
would provide a significant incentive. Men reported their
desire for the approval of their male peers – hence the
need for male role models. Seeing more men involved
would therefore encourage even more men to join.

Communications
Male care providers cited the use of radio and drama as
being very eﬀective in promoting health messages, changing
attitudes towards gender, and in recruiting men for CHBC

26

There is currently a withdrawal of donors in Namibia
and consequently there is little money left for NGOs
to train new CHBC recruits. In addition, the new CHBC
standards state that initial training should be given by the
Government. This has yet to materialise. Since there are
already numerous barriers to male involvement in care,
the current degradation in services for care providers
risks disproportionately impacting the already small
proportion of male participants. Interviewees in Kavango
and Caprivi reported that many potential male recruits
had already been put oﬀ by waiting so long to be able
to join a CHBC group. In addition, donor withdrawal has
meant a significant loss of incentives such as supportive
supervision, carers’ retreats, and refresher training
that focused on care providers’ emotional needs. This
withdrawal of quality support has meant that many
of those men involved felt their sacrifices were not
recognised and, under-appreciated, they discontinued
their care work donations.
Giving incentives for the disadvantaged to be able
to aﬀord to attend training is important, as potential
recruits can be lost at this crucial early stage. Incentives
must also be appropriate: care providers in the Kunene
region stated that they had been oﬀered T-shirts, which
discouraged potential Himba recruits who saw it as
culturally insensitive.
“What will a Himba do with a T-shirt?”
(MOHSS staﬀ, Kunene)
Ensuring that recruitment and communications material
is not just in English is vital. In the Oshikoto region,
advertisements that were only in English were cited
as a barrier to many men even knowing about CHBC
programmes. Additionally, training organisations must
ensure that training does not just focus on Western
medicine, but also considers traditional healing methods
and their complementary uses.
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Results of picture ranking tool: male motivation by region
OMUSATI OHANGWENA

All surveyed regions:
motivational factors

OSHIKOTO

KAVANGO

C A P R IV

I

OSHANA
KUNENE

OT

J

O
OZ

ND

JU

PA

OMAHEKE
ERONGO
KHOMAS

HARDAP

Caprivi

Otjozondjupa
Otjozondj
KARAS

Legend
Family
HIV and AIDS
Job
Kavango

Oshikoto and Ohangwena

Caring
Money
Personal Development
Other

Oshana

Kunene

Erongo

Khomas

Hardap

Karas

27

“They Have That Heart”: Male involvement in CHBC in Namibia | 2012

Results of picture ranking tool: perceived male competencies by region
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Hardap

Karas

Average results through regions: Male Competencies

Care providers discussing male
involvement in CHBC at the 2011 VSO
‘Caregivers Count!’ Conference in
Grootfontein, Otjozondjupa Region,
using the picture card ranking tool.
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Chapter 4:
Case Study – Caprivi All-Male
Care Providers Group
“Our mission: every man must be aware and take responsibility.”
Caprivi is a region where gender norms and roles hold
fast, and many care providers, male and female, reported
that their role encompassed not only healthcare, but
social work and the cultural education of young people,
teaching them how men and women should behave
(“girls, you must hide, you must not be easily available”).
Women are not ‘allowed’ to ask to use a condom (“that is
our culture”) and so they are vulnerable to HIV infection
from unprotected sex. Publicly declaring one’s HIV status
is almost like a ‘defamation of character’, and so few are
open about it with partners.

It is also in Katima Mulilo that the largest and most
successful male-only group of care providers has been
working since 2008. Comprising 13 men, and aﬃliated to
Catholic AIDS Action, this group works for 4-5 hours a day,
2-3 times per week with between 3 and 9 clients per carer.
Clients can require visits at any time of the day or night,
on weekdays and weekends. Each male carer also looks
after up to 10 OVCs; the group stated that there were still
between 40 and 60 OVCs in the community who weren’t
assisted by care providers because demand outstripped
supply – and although this group had interested many
other men in joining, NGOs in the region didn’t have
adequate resources to be able to train and recruit them.
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The group’s secret, they claimed, lay in the fact that they
had successfully reconciled society’s gender expectations
with the idea of being a caring Namibian male, placing
value on care work as a constitutive part of being a man.
The group reported that they were actively challenging
gender norms and stereotypes within their communities
and providing care to the sick in their homes, including to
female clients. They stated that, because they had selfrespect and respect for one another within their group,
the community in turn respected them, and they had
become role models within their communities. Together
they run an income-generation project, mending bicycles,
which generates money for the OVCs and has also
provided them with a bicycle each, enabling them to come
to meetings and visit clients.
The motivations they identified for becoming care
providers largely coincided with motivations espoused
across other regions of Namibia. The men stated that their
primary motivation lay in fighting the eﬀects of the HIV
and AIDS epidemic, which is understandable considering
they are living in the region with Namibia’s highest HIV
infection rates. Second and third on their list were money
and employment: male members wanted to gain enough
experience to be able to find employment that paid good
money, and stated that without a job, men spend their
time and money drinking themselves into and out of
depression, sleeping around and being unproductive. This
group expressed their heartfelt desire to be productive,
useful members of their communities, and to provide food
for their families.
What was diﬀerent about this group from male care
providers encountered in other regions lay in the game we
played about male competencies. The group stated that
their primary competency was counselling, followed by
personal care (washing, etc), cooking and feeding –
a result which was very diﬀerent to other regions who
usually put most of these competencies last. Group
members stated that they wanted to educate their
communities on care, break cultural taboos that men
are not able to undertake these tasks, and argued that
they actually enjoyed doing them. In other regions, men
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invariably placed ‘leadership’ very high on the list of
supposed male competencies (while women ranked male
leadership anywhere from very good to very bad), but
this group placed it in a low position number – as seventh
(out of a total of nine cards), stating that men can show
leadership in the community and household, but that
within their group no-one was power-hungry enough to
be a leader, and that they didn’t, in fact, need a leader.
Mutual respect, trust and confidence ensured the running
of their group, and the support they received from each
other was what kept them going. They meet two to three
times a month, when they share diﬃculties and challenges,
and they also accompany each other on visits to clients.
“Come to the group, tell the group.
The group will find a way.”
(Male participant in Katima Mulilo’s all-male Catholic
AIDS Action Community and Home-Based Care group)
Their recommendations for ways of encouraging men
to get involved in CHBC involved working on behaviour
change and gender roles with children in after-school
programmes, going door-to-door in the community,

talking to men in the shebeens and teaching them about
responsibility, as well as having male-only training.
They also stated that NGOs should be given the funding
required to support the number of men who wish to join,
and that training should examine traditional medicines as
well as Western methods.

“Our secret”
•Lead by example
• Determination
• Confidentiality: things don’t always reach even
•
•
•
•
•
•

the supervisor
Not power hungry, there can’t be leaders in
this group
Respect each other
Caring (we think, what can we do for this person?)
Cooperation
Hard work
Discipline
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Chapter 5: Recommendations
Based on these research findings, recommendations are
organised according to short, medium and long-term
actions that could both help to overcome identified
barriers to male involvement and build on identified
drivers of male involvement.

• Male role models should be co-opted to publically
encourage men to join CHBC programmes, such as
music and sports celebrities, church leaders, traditional
leaders, ministers and the President of Namibia.

• NGOs should form male-only care provider
Recommendations for the short term:
2012-2013
• NGOs and Government need to advertise CHBC
programmes through radio and newspapers, in local
languages.

• Promotion and/or advertising strategies should target
men by focusing on:

• the masculine qualities of CHBC, e.g. as an
extension of caring for the family, and referencing
professional roles such as nurses and chefs.

• self-identified male competencies, such as
leadership, counselling and community outreach.
This could include, for example, showing images
of men giving counselling and community health
promotion (and could potentially include images
appealing to the spiritual, pastoral role of male
care providers).

• CHBC involvement as self-interest, e.g. protecting
one’s family or ‘because it could be you’.

• rebranding CHBC as holistic (not just palliative)
care, of which care for the bedridden is just one
activity (others include community outreach,
education, and spiritual leadership).

• care work as an activity for both men and women:
it is an acknowledgment of shared humanity, and
not a gender issue.

• portraying men in CHBC as successful, strong and
happy, to put extra value on the notion of caring
as part of masculinity and to underscore the fact
that men can excel at caring.

• NGOs should target men through PLWHA support
groups and through male-dominated employment
sectors such as tourism, mining, and fishing.

• NGOs should use gender-neutral and/or male-friendly
wording for CHBC activities, e.g. ‘pain management’
instead of ‘massage’.
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supervision groups by consolidating male members
from various mixed-gender groups.

• NGOs should engage men in discussion of behaviour
change, gender roles and HIV and AIDS through
community workshops, prioritising the use of drama
and radio.

• NGOs and the Government need to support IGPs that
provide greater allowances for the volunteers themselves.

• Government to propose transforming the CHBC policy
into law and creating an Act of Parliament.

Recommendations for the medium term:
1-4 years
• Government needs to take over the full funding of
CHBC programmes, allocating a designated budget for
CHBC within the Annual Health Budget.

• Government should commission NGOs to deliver
CHBC programmes in line with the existing policy,
guidelines and standards. Government should
coordinate NGO activities in CHBC across Namibia.

• Government and NGOs need to collaborate on
reviewing the CHBC allowance on a yearly basis and
link it with annual inflation.

• Representatives from traditional authorities should
be involved at various levels in CHBC decision-making
bodies and steering committees.

• Schools, possibly in conjunction with NGOs, should
include discussion of CHBC, gender and HIV and AIDS
in life-skills lessons, focusing on behaviour change for
young people.

• Government should accelerate its pilot scheme and
roll out of the Health Extension Worker scheme,
where care providers are recruited into salaried
positions within the Ministry of Health and Social
Services. A Grade 10 educational level should not
be a mandatory requirement for these positions;
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the candidates’ years of care experience should be
considered in lieu of Grade 10.

• NGOs should facilitate exchange of good practice
regarding male involvement, e.g. bring diﬀerent
supervisors and supervision groups together to
discuss what works.

• Government and NGOs should consider creating an
annual event: the Day of the Caring Namibian Man,
where men’s roles as fathers and care providers are
celebrated, and male-only recruitment drives and
exchanges of best practice between care provider
groups take place.

• Recruitment to become more rigorous for CHBC

programmes in order to professionalise the role of
care provider: for example, having a practical or oral
examination at the end of the training period, while
taking into account language diﬀerences and levels of
literacy.

• Church leaders, community members and NGOs need
to engage child care providers at church or other

community settings, being aware of the fact that
boys and young men may not ask for help; NGOs and
health services need to be put into contact with them
to oﬀer help and support.

• Government and NGOs need to ensure that health

facilities and services are male-friendly so that they
may engage men in health in a more general sense,
e.g. encourage more men to accompany their partners
into the delivery room to support them during birth.

Recommendations for the long term:
5-10 years
• Government and NGOs should collaborate on the

creation of a career path from volunteering as a care
provider into employed positions such as nurse, or
social worker.

• Government to consider how to give incentives to
private sector health facilities so as to encourage them
to employ former care providers on the basis of their
experience, and not their academic qualifications.

Care providers undergoing training in central Namibia.
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Chapter 6: Conclusion
Over 20 000 Namibian care providers work hard to
improve the health of the nation, and help the MOHSS
to reach people and areas that it would otherwise lack
the resources to cover. Currently, male care providers
make up less than 20% of this number. Male involvement
is important in reducing the burden of care on women
and children, in providing services and information to
their communities, and in challenging gender roles in the
community. Care providers asserted that increased male
involvement would lead to greater gender equality, and
thereby reduce HIV transmission rates. Encouraging more
men to become involved in CHBC is therefore important
to the health of the nation, as well as for Namibia’s
development (a healthier population would translate
into a more robust economy and lower cost of healthcare
overall). In order to encourage men to get involved, the
following areas need to be addressed:

knowledge garnered by NGOs working in the health sector,
as well as the good-will associated with NGOs in their local
communities. A solution would be for the Government to
plan national CHBC activities, and to invite applications
to tender from NGOs to deliver services. Applicant
NGOs could then compete to deliver health solutions
in strict accordance with the MOHSS’s instructions. This
would allow the MOHSS complete strategic control of
the delivery of primary healthcare. Increasing male
involvement should be an important objective of the
national primary healthcare strategy, and could be a key
condition of government tenders for CHBC work.

Behaviour change: encouraging male
responsibility for health

Namibia to build on its role as a regional
leader in CHBC
Namibia is a leader in good governance in southern Africa,
and is unique in having a CHBC policy and a set of standards
that are both forward-thinking and progressive. The
Namibian Government now needs to build on its excellent
example, and show leadership in implementing the policy:
by paying care providers the allowances stipulated in the
national standards on CHBC the MOHSS will also increase
male involvement in the HIV and AIDS response – taking
care work from an undervalued, noneconomic activity and
transforming it into a high-status economic activity.

The relationship between government
and NGOs in Namibian healthcare
NGOs have generated creative solutions and delivered
core services since Namibia’s Independence. The problem
with NGO involvement is that NGOs have operated as
private actors, leading to some duplication of eﬀorts, and
resulting in a poorly-coordinated national response to
primary healthcare needs. In this sense, the significant
contribution of NGOs has hindered the development of a
sustainable, home-grown solution to Namibia’s primary
healthcare challenges. In a context of reduced donor
funding, there is an urgent need for the Government
to take ownership and direct control of all of Namibia’s
primary healthcare services. The MOHSS needs to initiate,
fund and coordinate the entire primary healthcare
response in order to ensure health delivery is uniform
across Namibia, and that it avoids duplication of eﬀorts.
At the same time, there is the need not to lose all the local
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Healthcare is not solely a female domain.

If girls are taught to care for others, and boys are not, this
teaches young men and women that responsibility lies
primarily on the woman’s shoulders – even if she is not
aﬀorded a comparable degree of power. As adults, men reenact these childhood roles and resist taking responsibility
for themselves or for their health. Interviewees frequently
reported that husbands would send their wives to get
tested for HIV instead of going themselves; in some cases
husbands and boyfriends took their partner’s ARVs from
them so as to self-medicate. Such cases indicate that the
woman is being forced to take responsibility for the man’s
health at the expense of her own.
In Namibia, men are generally discouraged from becoming
involved in women’s health, and so they are permitted
to focus on themselves. For example, men are often
discouraged from accompanying their partners into the
delivery room during birth, and so men do not often
accompany women on other maternal health visits: it is
designated as a female responsibility
Behaviour change programmes therefore need to focus
on the fact that each person must take responsibility for
their own health and share responsibility for that of their
community. Health is not solely a female domain.
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