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ACRONYMS AND ABBREVIATIONS
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Abstinence, Being faithful, and using Condoms

AFSA

AIDS Foundation of South Africa

AIDS

Acquired Immunodeficiency Syndrome

CBO

Community-based organisation

CCMS

Centre for Communication Media and Society

CHP

Culture and Health Programme
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Foundation for Alcohol Related Research

FAS

Foetal Alcohol Syndrome

FGD

Focus Group Discussion
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Gender-based Violence
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Human Immunodeficiency Virus
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SANDF South African National Defence Force
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South African San Institute

STI

Sexually Transmitted Infection
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EXECUTIVE SUMMARY
This report is based on a cross-sectional study among
three South African San communities, employing the
community survey approach coupled with key informant
interviews and Focus Group Discussions (FGDs). The
purpose of the study was to establish trends regarding
sexual and reproductive health perceptions, practices
and challenges among these San peoples as a baseline
for informing Culture and Health projects of the South
African San Institute (SASI) – a Community Based
Organisation (CBO) operating in the two areas and
partnered with the AIDS Foundation of South Africa
(AFSA).
Demographic profile
A total of 295 of the 297 administered questionnaires
were included in the analysis, with 107 respondents
coming from the ‡Khomani settlement in the Kalahari
and 180 respondents from the !Xun and Khwe
settlements in Platfontein. The youngest respondent
was 18 years of age and the eldest was 80 years of age.
Platfontein respondents indicated having greater access
to electricity, broadcast media and adequate standards of
housing compared to the Kalahari settlements located
approximately 200km from the nearest town (Upington).
While the Kalahari group reported a higher proportion
of respondents with primary and secondary education,
Platfontein respondents reported significantly higher
levels of high school and tertiary education.
Language and identity
Knowledge of San indigenous languages among the
Kalahari respondents was found to be extremely low.
None of the survey respondents indicated an ability
to communicate in N|u (‡Khomani) even though this
is the language indigenous to the Kalahari, and a very
small minority could communicate in Khwedam or
!Xun. Among the Platfontein communities, !Xun was
spoken by just over 16% of respondents. This further
exemplifies the threat of extinction posed to San
languages. Khwedam was the most widely spoken of
the indigenous languages. The study reaffirms previous
research in that it highlights the impact of displacement
of San people from the historical perspective of the
hunter-gatherer and their self-identification as San
through language.
Consultations with health practitioners
In spite of references in Focus Group Discussions (FGDs)
to there being a negative relationship between the local
clinic in Platfontein and the community in general, the
majority of respondents were found to have consulted
with the clinic or other biomedical practitioners in the
year preceding the study. As to be expected on the basis
of proximity, Platfontein respondents were found to be
more likely to have consulted medical practitioners
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than those in the Kalahari. Although the proportion of
reports was low, self-reported cases of consultation with
Traditional Health Practitioners (THPs) among the San
are significant as they could present an avenue for health
interventions in light of the respect that THPs receive
within most rural communities.
Sexual and reproductive health
Findings on sexual and reproductive health indicators
among the San communities studied, raise concern. The
majority of respondents report their first experience
of sex as being unplanned, and say they did not use
condoms at first or last sex; there was also relatively low
use of contraceptive methods. The role of THPs is once
again highlighted through reports by some respondents
of having used traditional herbs for contraception.
Although almost two-thirds of respondents indicated
having multiple sexual partnerships, the study found that
the vast majority perceive multiple partnering by married
people and by unmarried women as unacceptable. A few
respondents reported having engaged in transactional
sex.
Knowledge of HIV and AIDS
Findings suggest that levels of knowledge on HIV and
AIDS are relatively low among respondents. For example,
only a quarter of respondents identified abstinence as a
measure to prevent transmission of HIV. However, most
survey participants believe their knowledge to be either
good or average.
Source of HIV and AIDS information
Media and street campaigns were said in FGDs in
Platfontein and the Kalahari to be the major sources
for HIV and AIDS information. Meanwhile, survey
respondents ranked clinics as the major source for
information for most, followed by the media and schools.
Sexually Transmitted Infections
Counselling and Testing (HCT)

&

HIV

While the majority of respondents reported having
undergone HCT within a year of the study, and knowing
their HIV status, key informants in Platfontein and the
Kalahari working in the health sector revealed that HIV
prevalence data was not available as in many cases the
majority of those that tested opted to do so in the
towns of Platfontein and Upington as opposed to at
testing sites and/or during testing campaigns within their
communities.
Alcohol and drug abuse
Substance abuse has been reported for several years
by the media as a problem among the San peoples. This
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study found that the majority of respondents reported
consumption of alcohol within 3 months prior to the
study and further that a fifth self-reported consumption
on a daily basis. Focus group discussions also revealed
alcohol and drug abuse to be on the raise more especially
among the youth.
Gender-based attitudes and violence
The San have long been accredited with being a people
of practices that demonstrated respect for all people
including women. This study has however found that
a number of negative gender-based attitudes and
perceptions are now evident among the San communities
of Platfontein and the Kalahari. Platfontein in this regard
showed higher proportion of respondents than the
Kalahari with such negative perceptions as men’s only
responsibility to the family being financial support,
and men being responsible for all decisions within the
home. Attitudes reinforcing gender-based violence were
observed to be high in Platfontein, for various variables
with well over half the respondents holding perceptions
such as men having good reason to beat their wives if
she disobeyed them or failed to complete the domestic
chores, it being important for men to exert their
authority over a wife through violence. However, this
study also found a number of positive attitudes among
respondents that can be reinforced for HIV prevention
messaging.
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INTRODUCTION

According to the Working Group of Indigenous Minorities in Southern Africa (WIMSA), the San are the living
descendants of the first populations that inhabited southern Africa 20, 000 years ago. Famous for their distinctive
‘click’ languages, their rich culture rooted in thousands of years of hunting and gathering, and their unrivalled
knowledge of the lands they inhabited, today’s San are among the most disadvantaged people in Southern Africa.
The expansion of socially dominant African groups and European settlers in southern Africa resulted in the San being
dispossessed of large tracts of traditional lands. Consequently the San were either pushed towards the margins
of their ancestral lands, or incorporated into the new social order as impoverished landless labourers. Many San
communities have since lost their languages, cultural practices and indigenous knowledge and these communities are
riddled in most cases by social problems.
There are at least 13 different San language groups in the southern African region today represented by approximately
100 000 San people. Botswana and Namibia boast the highest population of San with numbers reaching 46 000 and
38 000 respectively. About 7 000 San can be found in Angola and 6 000 in South Africa. A small number of San,
comprising of a few hundred, can also be found in communities in Zambia and Zimbabwe.
Figure 1: Distribution of San communities across southern Africa

Source: WIMSA website, October 2010; http://www.wimsanet.org/about-the-san
San communities in South Africa
The !Xun and Khwe are the largest San groups in South Africa today. They are descended from San communities
that in the 1960s were recruited, sometimes forcefully, by the then South African Defence Force (SADF) to serve as
trackers for its operations in Namibia and Angola.When Namibia became independent in 1990, the SADF offered its
trackers sanctuary in a tent town erected for them on the Schmidtsdrift plain in the Northern Cape. Under the new
democratic government this land was subject to a land claim and subsequently awarded to the BaTlhaping, a Tswana
group that had been forcefully removed from it decades earlier by the apartheid government. As settlement for the
land claim, the Department of Land Affairs purchased the farm in Platfontein, approximately 15 kilometres outside
of the Northern Cape provincial capital, Kimberley, for the two San communities who were represented by the
Communal Property Association (CPA). The 12 500 hectares of bushveld with hundreds of ancient rock engravings
was officially handed over in May 19991.
1
Ludman B (2003). Trailing the Schmidtsdrift San. Accessed on 20 April 2011 from http://www.southafrica.info/travel/
cultural/wildebeestkuil.htm
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Today the population of !Xun and Khwe at Platfontein is estimated at 6000 men, women and children. The !Xun are
described as being ‘pure San’, with tan-coloured skin and gamine features; their language has a cacophony of clicks.
The Khwe are generally taller, heavier-built and darker-skinned than their !Xun counterparts, as a result of their
forefathers having mixed with black Angolans2. Their language, Khwedam, has a smaller number of click sounds.
The San of the Southern Kalahari of the Northern Cape make up the third San population in the country. Many of
these describe themselves as being ‡Khomani and are descended from several original San groups, including the N|u
(close relatives of the !Xam), ‡Khomani who spoke the same language as the N|u but had distinct lineage, the ’Auni,
Khatea, Njamani and probably other now lost tribes.
There are currently 7 confirmed speakers of the N|u language remaining, constituting some of the few surviving aboriginal South African San. Approximately 1 500 adults are spread over an area of more than 1 500 square
kilometres3.
2 Walters T (2007). Good morning, Platfontein. Accessed on 20 April 2011 from http://www.timeslive.co.za/sundaytimes/article117164.ece: Story run on April 22, 2007.
3 Information accessed from http://www.wimsanet.org/about-the-san/who-are-the-san on January 15, 2011.
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RESEARCH APPROACH AND METHODOLOGY
Study area and objectives
This study was conducted in the Northern Cape province of South Africa among the !Xun and Khwe San communities
of Platfontein, and the ‡Khomani of Southern Kalahari by AFSA and its implementing CBO partner, the South African
San Institute (SASI).
This study aimed to provide a situational analysis of the circumstances of the San in South Africa in terms of their
socio-economic status, levels of education, health behaviours and gender attitudes. The findings are intended to
inform interventions to be implemented by SASI, with support from AFSA’s Culture and Health Programme (CHP)
to enhance the socio-economic and health status of the South African San communities. HIV and AIDS prevention
and Sexual and Reproductive Health (SRH) form a critical component of these interventions while also addressing
broader challenges faced by the San people.
Methodology
The study combined key informant interviews with a community survey and focus group discussions. Structured
questionnaires for the survey were designed to be self-administered and were translated for this purpose into
Afrikaans, which was identified as the language commonly used by members of the three communities. Where
necessary this questionnaire was administered in local dialects by field workers recruited from SASI, with openended responses being translated into Afrikaans and later into English prior to analysis.
Focus group discussions were facilitated by individuals trained by the AFSA research team and identified by SASI
from among its staff.
Data Collection
Data collection was conducted in three stages;
The first stage of the survey involved interviews with key informants from each of the participating communities:
i. A community leader and/or traditional leader in the community knowledgeable about the respective ‡Khomani,
!Xun and Khwe cultures and their current socio-economic and health status and other challenges;
ii. A member of a partner CBO who has been working with these communities;
iii. A health professional who can provide statistics on health facility visits by members of the target communities
and on the prevalence of HIV/AIDS and other health-related issues.
The second stage involved a sample of approximately 100 men and 100 women from age 16 years and above.
The third stage of the study involved focus group discussions and short, semi-structured interviews. The focus
group discussions were divided into four groups: eight males aged 16-24, eight males aged 25 and above, eight
females aged 16-24, and eight females aged 25 and above.
Data Analysis
Data transcription and translation were done within a week of collecting data to ensure that all key issues raised
were captured. All interviews that were conducted in Afrikaans, Khwedam and !Xun were translated into English
prior to analysis. The quantitative data was captured using EpiData Entry. The results from the quantitative survey
were analysed using Statistical Package for Social Sciences (SPSS) software, version 16.0. A contextualised content
analysis approach was used for the qualitative findings. Broad themes were drawn from the data, taking the context
of the interviews into account. Within these, narrow themes were identified and responses were coded according
to these themes using a coding matrix.
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FINDINGS
The findings are presented below in sub-sections. The first two sections outline the general socio-economic status
of the San communities in both Platfontein and the Kalahari, and the significance of language to their identity, as
well as their marginalised status within South Africa.
The third section describes the health practices of the ‡Khomani, !Xun and Khwe communities, covering access
to health services including the use of traditional health practitioners, sexual and reproductive health beliefs and
practices, knowledge of HIV and AIDS and STIs and uptake of HCT.
Finally, the study describes trends in relation to the HIV risk factors of drug and alcohol abuse and gender-based
violence in the communities. This section describes the impact of perceptions of gender roles on relationships
between men and women and behaviours that may result in increased risk of HIV transmission.

Page		

13

Socio-economic status
Demographic profile
In total 297 questionnaires returned from the field. Of these 295 were selected for analysis on the basis that
respondents had completed at least 80% of items asked.
Table 1 shows the distribution of respondents in this study by sex and their settlement.

Table 1: Demographic profile of respondents
Female (No.=154)

Males (No.=133)

Total (No.=287)

Settlement
Kalahari (Khomani)
Platfontein (!Xun and Khwe)

No.
42
91

No.
107
180

No.
65
89

%
42.2
57.8

%
31.6
68.4

%
37.3
62.7

On average, survey respondents from the Kalahari were older than those from Platfontein (Mean age 38.74 years
and 31.33 years respectively and 34.07 years overall).The age range for Kalahari respondents was 63 years (Youngest
being17 years of age; Eldest being 80 years of age). Platfontein had a fairly similar range at 62 years, with the youngest
respondents being 18 years of age and the eldest 80 years of age [Data not shown].
The Platfontein community is fairly urbanised, located approximately 15km from the city of Kimberley and housing
was built through the government Rural Development Programme (RDP). The Kalahari settlement is located
approximately 600km away, approximately 200km north of Upington, the nearest major town. The settlement,
scattered across 1 500 square kilometres of semi-desert land, is characterised by dwellings constructed from grass,
mud, sticks and other natural materials, as well as corrugated iron roofing.
Although socio-economic indicators were not a focus of this study, some socio-economic differences between the
two communities can be drawn from the study findings; it was noted that Platfontein respondents were more likely
than those of the Kalahari to report residing in households with electricity (78% vs. 33%; ρ≤0.001, Phi (ø)=-0.445),
a radio (67.7% vs. 26.6%; ρ≤0.001, Phi (ø)=-0.398), a television (62.9% vs. 34.9%; ρ≤0.001, Phi (ø)=-0.271) and a
corrugated iron roof (100% vs. 88%; Fischer’s Exact ρ≤0.001, Phi (ø)=-0.281) [Data not shown].
Source of livelihood and levels of exposure to formal education
As shown in Table 2, significant differences were observed in the data regarding the primary source of livelihood for
females and males. Females were more likely than males to be dependent on government grants, various unnamed
sources and selling of items. Males were more likely than females to be engaged in formal employment, or working
as farm labourers.
Focus group discussions revealed that the few San community members in formal employment worked either as
farm labourers or security guards (Kalahari and Platfontein), or, in the case of some Platfontein respondents as
miners in the surrounding Kimberley diamond mines, or as shop attendants in Kimberley.

Table 2: Source of livelihood by sex
Female (No.=135)
Government grant
Other sources
Formally employed
Sell items for livelihood

Males (No.=121)

Total (No.=256)

No.

%

No.

%

No.

57
46
17
11

42.2
34.1
12.6
8.1

20
36
33
8

16.5
29.8
27.3
6.6

77
82
50
19

%
30.1
32.0
19.5
7.4
ρ≤0.001

Among the Kalahari San, as stated by a key informant working with the SASI office in Upington, the selling of handmade crafts to tourists was another source of livelihood. Key informants, when asked about dependence of the San
on government social grants responded to the effect that for many families in the Kalahari and Platfontein these
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grants represented a vital subsidy to the little income they generated for themselves through formal and/or selfemployment.
A male key informant in Upington commented:
“People should however not think that the San are taking advantage of the grants.These are a people that culturally are selfreliant but because of the marginalisation they have faced, socially, economically and even politically they have no choice but
to turn to the grants for survival.”
The sentiment of this key informant was shared by many of the participants in the focus groups in both settlements,
and by other key informants interviewed. Although the two communities and the situation of the San living in these
communities is different from an infrastructural perspective, focus groups and key informant interviews suggest
that the unifying trait between the two communities is the commonality of members believing that they have been
marginalised and “forgotten” by the government, both at the local and national levels.
Approximately a quarter of female and male respondents had no formal education. Figure 2 indicates exposure
to formal education at either the primary (Grades 1-7), secondary (Grades 8-10) or high school (Grades 11 –
12) levels. It is important to note that the majority of respondents in these categories were from the Platfontein
settlement (see Figure 3).
Exposure to tertiary level education was found to be extremely low, with only 1.7% of respondents overall reporting
attending college or university. All of these respondents were from the Platfontein settlement.
Although the demographic profile of respondents along education shows almost equivalent exposures for female
and male respondents, 35.3% of Platfontein respondents and 14.2% of Kalahari respondents indicated being of the
opinion that formal education was more important for males than for females. Analysis of exposure to education
by sex and age revealed that female respondents in this study between the ages of 15 and 24 years had all being
exposed to some level of education, including some at tertiary level. It was also noted that among males in this age
category 2.6% had no exposure to education and further that none had exposure to tertiary level education [Data
not shown]. This data indicates that the opinion of education of males being more important than of females has
not yet led to educational marginalisation of girls. This should however be viewed cautiously as the sample was not
weighted against the population size, and with only 4.1% and 28.8% of respondents in the survey being aged 1519 years and 20-24 years respectively, it is possible the data is misrepresentative of the two communities. Further
investigation is therefore warranted.

Figure 2: Exposure of respondents to formal education (by sex and overall)

Female (n=153)

Male (n=133)
32.7

14.4

15

14.7

19

19.6

27.8

30.4

Overall (n=286)
32.7 35.3 33.9

19.2

1.3

No schooling

Primary

Secondary

High school

1.7

2.3

Tertiary

Level of educational exposure
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Figure 3: Exposure of respondents to formal education (by settlement and overall)
Upington (n=108)

Platfontein (n=187)

Overall (n=295)

60.2

11.1

15

14.2

26.8

12.5 18.6

53.5
34.6

30.8
13.9
1.9

No schooling

Primary

Secondary

High school

0

2.7

1.7

Tertiary

Level of educational exposure
During focus group discussions, adults and young people alike were rather agitated and emotional in their deliberations
over the restricted access to education and employment their communities faced.There was considerable emphasis
on the knock-on-effects of the poor economic and unemployment status experienced by most parents and how this
affected young people. One Kalahari male participant questioned:
“How can I educate my child when I do not even have enough money to feed the family?”
A Platfontein youth stated;
“Although I want to go to school (university) how can I expect my parents to come up with the fees as though I do not know
their financial situation? It would be wrong; it would be very irresponsible of me...”
A number of participants expressed disappointment in the government, believing it had neglected them and their
children by, among other things, not providing bursaries for tertiary education or more employment opportunities.
Young ‡Khomani people in the Kalahari said they could not imagine their lives improving as long as their community
had no schools or other educational facilities, let alone the means to meet the costs of education. In Platfontein,
where there are early childhood development (ECD) facilities and a combined primary and secondary school, youth
were more concerned over the costs of education.
A few participants in the Platfontein FGDs stated that while the lack of financing played a major role in restricting
children’s access to education, there was no need to focus on providing their children with formal education because
there were no jobs open to members of the !Xun or Khwe communities even if they were educated. A number of
young people in both settlements echoed this Platfontein male’s statement:
“There are no jobs.Those who finish schooling work as labourers (on farms or in mines) so for us education is not important.
It is better to stop schooling and go to the farms or mines (to work) immediately...”
These and other sentiments expressed by FGD participants reflect how the San in South Africa have lost faith in
education as a tool for improving their livelihoods.
It is interesting to note in the deliberations on employment that members of both settlements referred continuously
to lack of employment within or nearby to their settlements. This may indicate that the San to some level remain
closely tied to the family and community structure, thereby ruling out employment in other cities and/or provinces
of the country.
Although the situation of the people living in the Kalahari and Platfontein is different from an infrastructural
perspective, focus groups and interviews reflect a common view that San peoples have been marginalised and
forgotten by the government, both at local and national level.
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Knowledge of San Indigenous Languages
The language of people indigenous to the Kalahari is N|u (‡Khomani) while !Xun and Khwedam, are the indigenous
languages of the Platfontein San. While a large proportion of the Khwe still speak Khwedam, a minority can speak
!Xun and none of the respondents from the Kalahari group could speak N|u (‡Khomani). Crawhall (1999) points
out that many of the San languages in South Africa are extinct. As an example, Penn (1996) cites the language /Xam
to have become extinct as early as 1875 and attributes this to the slavery of the /Xam people, imposition of the
Afrikaans language and later assimilation into the population group classified Coloured (of mixed heritage) under
apartheid.
Figure 4: Languages that respondents are able to speak (by settlement and overall)
Khwedam

!Xun

Khomani (N/u)

None

90.8

55.9

22.9

8.5

8.3
0.9

0

Kalahari (n=101)

38.7

35.4

35.6

0

Platfontein (n=185)

3

Overall (n=286)

ρ≤0.001
The Platfontein community, by virtue of having a significantly higher population density, is better positioned for the
preservation of the languages. Residents have the opportunity to engage in day-to-day use of the languages. In contrast, the ‡Khomani settlement is comprised of approximately 1500 adults living in homes scattered across 1000
square kilometres of the Kalahari, hence making day-to-day use of their indigenous languages difficult. The findings
of this study regarding language proficiency seem to support this position, noting that significantly more Platfontein
respondents reported being able to speak their indigenous languages than those of the Kalahari (91.5% vs. 9.2%; ρ
≤0.001).
San identity
‘…the Bushmen were actually the first people in Southern Africa. We, as a community still practice the tradition of our
forefathers…’
Platfontein male FGD
According to focus group participants from Platfontein and the Kalahari, the San were the first people in Southern
Africa. They pointed out that historically their communities had suffered from centuries of displacement by other
African groups, the British and Dutch colonial forces and then the apartheid regime. They expressed that the
marginalisation they experience in post-apartheid South Africa is a direct consequence of the centuries of neglect
and or apartheid era policies that had stripped them of their ethnic identity.
FGD participants explained that although they still felt politically and culturally marginalised their current situation
under a democratic South Africa was far better than their experiences under the apartheid regime. Elderly
Platfontein participants recalled how under the regime they were ill-treated not only by other ethnic groups but also
government authorities. Kalahari participants were especially vocal on how government authorities under apartheid
had effectively imposed restrictions on their hunting practices and restricted their migratory lifestyle.
Participants from both settlements expressed anger over how the land their ancestors had relied on for centuries
for food and medicinal security was taken away from them by white farmers or allocated to other ethnic groups by
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the apartheid government. A male youth from Platfontein recollected how his father was forced away from the land
he had settled on after it was claimed by a white farmer:
“The bad thing about the old days is that we were treated very badly. People would shoot at Bushmen as if they were dogs and
at times even our children would be taken from us.You know if it was not for Nelson Mandela who gave everybody freedom
I don’t know what would have happened to us...”
Male Platfontein male, youth FGD
Adult participants from Platfontein stated that while they appreciated efforts by the government under Nelson
Mandela that saw them resettled on the Platfontein farm land, the settlement was too small for them to sustain their
hunter-gatherer way of life. Kalahari FGD participants expressed anger over restriction of movement that they faced
both under apartheid and the present day. Specifically, they complained about border regulations that hinder their
freedom of movement, pointing out that historically they had been free to roam between San communities in the
now Angola, Botswana, Namibia, Zambia and Zimbabwe territories without any need for travel documents. There
was also general discontent among the Kalahari participants over having to request permission to harvest !khoba
(the Hoodia plant) which they consider is rightfully theirs because until the knowledge was ‘stolen’ from them no
one bothered how much they harvested.
“Why must we ask for permission for the Hoodia plant yet the knowledge comes from us...? Why then must we take part in
research if it is only going to harm our way of life...?”
Kalahari male, adult FGD
Participants in the Platfontein discussions gave accounts of how they came to be relocated to Platfontein after a
series of displacements. Older participants explained how !Xun and Khwe people in Angola had been co-opted to
fight with the South African Defence Force (SADF) against the liberation forces. After the war, the South African
government gave them the options of remaining in Angola or relocating to Namibia with the SADF. When the SADF
withdrew from Namibia at independence, the !Xun and Khwe were given the option of settling in South Africa.
Those who agreed were allocated land where they lived in tents. However, participants recalled, the settlers met
with hostility from the ethnic groups in the area who disputed San claims to the land. They were then resettled at
Platfontein, as the area was believed to be their ancestral land. This belief is supported by the presence of a number
of ancient rock art work in the region.
“They call us fair skinned Coloureds guavas…we really hate being called Bushmen”.

Platfontein male FGD

Although the San were labelled ‘Coloured’ in terms of racial classification under the apartheid policies of South
Africa, the label and erroneous perceptions of San identity prevail. Respondents said that San people were also
labelled ‘guavas,’ ‘yellow people’ and/or ‘short people’
The majority of the participants in this study did not wish to be called Coloured. Only 13.9% of respondents in the
survey indicated identifying as Coloured [Data not shown].
Older participants in the focus group discussions from both the Kalahari and Platfontein cited distinct differences
between the San and the group generally classified under the apartheid era as Coloureds. The words of one elderly
Platfontein woman sum up the perceived differences as expressed by participants:
“... We are not Coloureds. We are San! Coloureds are the descendants of white colonialists and the local Nguni speakers as
well as the Hottentots who coexisted with the San in the past.These people (Coloureds) identified Afrikaans as their language
because their fathers tended to be Afrikaners, they had permanent settlements and worked on farms usually because they
were born to white farm owners who would not recognise or accept them as their children. How can one say we are coloured
yet our people were far different from Coloureds.We were formidable hunters and nomads who lived off nature and roamed
freely across the land...”
Older woman, Platfontein
Focus group participants in Platfontein were largely in agreement that for many San, acceptance of the ‘Coloured’
classification was merely to prevent being identified by the term Bushman, which was found to be derogatory by
many young and old San alike. Platfontein focus group members were vocal in opposition to being referred to as
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‘Bushmen,’ (In the survey only 36% of Platfontein respondents self-identified
as Bushmen while more than half of the Kalahari respondents (53.7%) used
this term) [Data not shown].
In fact the Kalahari focus group participants expressed great pride in being
‘Bushmen’, stating that it was the most accurate way of describing them and
their family/ancestral existence because the San historically were people of
the bush. According to a male participant:
“We are Bushmen and we are proud.We were after all the first to be here and we
shall not deny our identity. Even they (archaeologists) have proven that our people
were inhabitants of the cradle of humankind...”
Male FGD participant, Kalahari
One older woman, however, had this to say:
“We old people do not care what people call us. We know who we are. We are
San. If you say we are Bushmen we will agree because it is the way of our people
to live in the bush, at peace with nature. But these young ones, they know nothing.
They used to hate being called Bushmen and only now that our people are said
to be this cradle of humankind do they get excited and say they are Bushmen...
Ask them, any of them what they know of the bush, of being Bushmen. Nothing!”
Older female FGD participant, Kalahari
The words of this elderly woman echo the discussions of many of the elderly
participants in the Kalahari and Platfontein, who complain that the youth
have no concept of their cultural identity, and the heritage of their people.
A few young people from both discussion sessions echoed the sentiments
of the old woman, saying that young people had no sense of what it meant
to be San because many of them could not speak any of the languages.
These young people concluded that whether they were called Bushmen or
Coloureds made no difference to them and it did not help them in any way.
“Saying that I am a Bushman, that my people were at the cradle of humankind
or whatever, this doesn’t give us schools, it doesn’t give us jobs so what use is
it be proud to be a Bushman yet we do not benefit from such heritage, history
and discoveries. What is the point of complaining about being called coloured yet
others among us are light skinned, and speak only Afrikaans and some English like
most coloured people?”
Young female FGD participant, Platfontein
“Let us fight about how we can get an education, and fight about how we can get
jobs. Let us fight even for people to recognise our language. There is no point in
fighting about whether I am Bushman, or Coloured because whatever it is people
can call us, we are San.”
Young male FGD participant, Kalahari

In a bid to preserve the
languages and cultural practices
of the San, the ‡Khomani San
Language School and Cultural
Centre was established by the
South African San Institute (SASI)
in Upington. It aimed to teach
children the N|u language and
‡Khomani tracking techniques,
among other skills. Key informants
in the area indicated that the
centre was unable to enrol
many students because it lacked
resources
The South African government
has committed to the protection
of the San languages (Crawhal,
1999) and the Khoi, Nama and San
languages are mentioned in the
Constitution, although they are
not on the list of official languages.
A Khoi and San National Language
Body was established in 1999 to
promote and develop the Khoi
and San languages. The body
researches communities where
the Khoi and San languages are
spoken, in order to record and
standardise terminology. The
Khwedam Language Committee
has been established to promote
mother tongue literacy in Khwe
communities in Southern Africa.
The Commission for the
Promotion and Protection of
Cultural, Religious and Linguistic
Communities has a mandate
that includes developing cultural,
religious and linguistic equality, and
recovering indigenous knowledge
systems but lacks resources to act
on this.
One place where the San
identity has been given recognition
is in the national coat of arms
although the origins and meaning
of the motto are contested.
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Over 71% of respondents in this study indicated having consulted with biomedical health practitioners within
the year preceding the study. As is expected, females were more likely than males to have consulted with these
practitioners (77.9% vs. 64.1%; ρ=0.034; Table 3). What is striking about the health-seeking patterns within this
12 month period is that respondents from the Kalahari, who have far less access to clinics, hospitals and other
biomedical services than the Platfontein community reported having sought out these services to a higher degree
(82.6% of Kalahari respondents reported seeking biomedical health services compared to 64.7% of Platfontein
respondents). Key informants point out that because of the lower access to health facilities faced by the Kalahari
respondents, when health campaigns are conducted in the area many of the Kalahari dwelling San make use of the
opportunity to consult and/or receive a check-up. Key informants also suggest that because Platfontein has access to
such medical facilities members of the community are in better general health than those of the Kalahari and hence
have less frequent need to consult.
However, a number of deliberations during focus group discussions in Platfontein pointed to the existence of a
negative relationship between most community members and staff of the locally based clinic. Although reasons for
this could not clearly be established from the transcripts, the general indication suggests that community members
do not trust clinic staff and further that those that have used the clinic report having been frowned upon and
undermined by clinic staff.
Another interesting finding of this study pertains to behaviour around traditional health services. Males were found
to be more likely than females to have sought traditional health services (7.6% vs. 3.9%; ρ=0.034; Table 3). Although
Platfontein respondents were more likely than Kalahari respondents to report consulting with traditional health
practitioners (7.6% vs. 2.8%; ρ=0.034; Table 3) in this period it was noted that when asked about frequency of using
traditional medicine in their lifetime, Kalahari respondents were more likely than those of Platfontein to report doing
so ‘always’ (28% vs. 7%; ρ≤0.001; Data not shown) while Platfontein respondents were more likely than those of
the Kalahari to report ‘sometimes’ using it (62.9% vs. 57.9%; ρ≤0.001; Data not shown). Only 24.2% of respondents
overall reported having never made use of traditional San medicine.
Table 3: Nature of health service consultations within 12 months preceding the study
By settlement and overall
Kalahari (n=109)
Platfontein (n=184)
None
Traditional Health Services
Biomedical Health Services

No

%

No

%

No

16
3
90

14.7
2.8
82.6

51
14
119

27.7
7.6
64.7

67
17
209

By sex and overall
Female (n=154)
Male (n=131)
None
Traditional Health Services
Biomedical Health Services

Total (n=293)
%
22.9
5.8
71.3
ρ=0.004

Total (n=285)

No

%

No

%

No

28
6
120

18.2
3.9
77.9

37
10
84

28.2
7.6
64.1

65
16
204

%
22.8
5.6
71.6
ρ=0.034

According to key informants in the Kalahari and Platfontein historically, the San relied on home remedies prepared
from various types of natural herbs. Most of these natural therapies are said to be used even today among those
that still have knowledge of the various plants and roots. Key informants expressed how San traditional herbalists,
recognisable by their unique animal skin gowns, were said to possess supernatural powers and extensive knowledge
on various forms of herbal medicine and how their focus was to safeguard the health of the community and not
make a profit as is the general perception of biomedical practitioners.
“In the past we had our own traditional healer instead of doctors”
San Key Informant, Kalahari
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FGD participants in Platfontein and the Kalahari stated that in the past the community had a shared understanding
of medicinal herbs which could be used safely and effectively in the treatment of a number of ailments. However,
according to many of these participants the older members of the communities, being the most knowledgeable in
this regard, are today unwilling to share this with ‘outsiders’ (i.e. non San community members) because they feel
they have been exploited in the past.
As an example of this exploitation, in 2001 the San discovered that their knowledge of the appetite suppressing
effect of the Kalahari Hoodia plant had been patented by the South African Council for Scientific and Industrial
Research (CSIR) without their knowledge (Protimos website: http://www.protimos.org/Protimos/San_background.
html). This exploitation, through the patenting and subsequent use of the San’s traditional knowledge in order
to develop a product for the slimming industry, has been widely cited as an example of ‘bioprospecting’ and has
featured in many research articles on the subject. The case has also been cited as an example of why indigenous
peoples, such as the San communities have tended to withhold much of their indigenous knowledge from ‘outsiders’.
While a number of legal ‘benefit-sharing agreements’ have since been reached between the San and the CSIR, plus
other institutions utilising the Hoodia for commercial purposes, providing a 6% share in future royalty income
from the proceeds of the patents, the benefits are yet to flow. Although the Hoodia Trust was set up to collect and
distribute this revenue amongst all the San, to date only $60 000 has been collected. This is a consequence inter
alia of the illegal production of Hoodia products by international companies, plus the fact that the Hoodia industry
has experienced certain problems securing compliance with safety and efficacy requirements in the markets of the
West.  Protimos website: http://www.protimos.org/Protimos/San_background.html. The Hoodia remains an important
potential source of income for the San in the future.
Many of the San elders spoken to in the course of this study expressed the belief that it is important for San culture
and heritage to be protected from outside influences and exploitation, and that certain knowledge, especially of
herbal therapies, should not easily be shared.The foundation for this, as expressed by some elders was that ‘outsiders
would not respect the natural environment and would hurt nature’, thereby causing unbalance in the natural order
of existence. In the words of one San traditional healer:
“I believe if you talk to someone you should tell the truth and you must make sure that you are not giving away important and
valuable information. But I would not tell you about certain plants that you can use for a specific sickness. That information
stays with me (because you will abuse it).”
‡Khomani San traditional healer, Kalahari
The use of traditional medicines among South African (and other African) communities has raised questions around
the threat of medical complications that come with combining traditional and biomedical remedies, more especially
in the management of HIV and AIDS4. In this regard key informants from the Kalahari indicated that traditional
health practitioners in the area had established strong collaborative relationships with public health and biomedical
practitioners that had helped to curb the occurrence of any such complications, and pointed out that it would be
beneficial for Platfontein practitioners (traditional and biomedical) to work on replicating such collaboration.
Key informants working in the health sector in and around Kimberley and the Kalahari acknowledged the role played
by San traditional healers in promoting health within their communities. Whilst agreeing that these healers play a
significant role in the provision of health care, they cautioned against the lack of adequate knowledge; lack of hygiene,
unwillingness to cooperate with certain standards, denial about HIV, and resistance to referring clients to biomedical
facilities evident among some healers. These informants were particularly vocal in disputing claims made by a number
of traditional healers among the San that a cure for AIDS was available among the San healers of Namibia. Although
a number of healers also disputed this claim, there were healers in the study that populated this view. In the words
of one particular healer:
“Among our people (the San) in Namibia there is no fear of AIDS because healers there have the cure – the roots and herbs
are there to cure it...”
‡Khomani San traditional healer, Kalahari
A key informant in Platfontein however had this to say on the treatment of HIV/AIDS:
“In Angola we didn’t know the disease of HIV/AIDS. We heard of it for the first time here in South Africa. But it can be cured
using a combination of traditional and ‘western’ (pharmaceutical) medicine...”
Key informant, Platfontein
4  Peltzer K, Friend-du Preez N, Ramlagan S, Fomundam H: Use of traditional complementary and alternative medicine for HIV
patients in KwaZulu-Natal, South Africa. BMC Public Health 2008, 8:255
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Experience of sexual intercourse
The study found experience of penetrative vaginal intercourse to have been high amongst respondents from both
settlements. Respondents from the Kalahari were more likely than those of Platfontein to report having ever engaged
in sex (90.8% vs. 79.5%; ρ=0.011, Phi (ø) = -0.149: 85.7% and 81.8% of females and males respectively reported having
experienced sex: Data not shown).
Willingness to engage in sex at debut
No significant difference was observed in the study by sample site or sex for respondents’ willingness or planning
of their first sexual encounter. It should, however, be noted for programmatic intervention purposes that more
than two thirds of respondents in the Kalahari (71.6%) and more than half of female respondents (53.7%) reported
their first experience as having been unplanned (i.e. ‘just happened’).
Figure 5 : Willingness to engage in first sexual encounter (by sex and overall)
Wanted to have sex

57.8

53.7

30.6

Just happened

11.9

3.7

Female (n=134)

Did not want to but agreed

35.8

45.7

42.8

6.4

0

Male (n=109)

Forced
9.5

2.1

Overall (n=243)

Sex

Figure 6: Willingness to engage in first sexual encounter (by settlement and overall)

Also, the 2% of respondents reporting having been forced into their first sexual experience were all female and
Wanted to have sex

71.6

Just happened

Did not want to but agreed

59.1

43

28.2

19.6

6.9

Kalahari (n=102)

2

10.7
Platfontein (n=149)

2

Forced

45.8
9.2

2

Overall (n=251)

Settlement

approximately 9% of respondents reported that they did not want to have sex at debut although they had agreed to.
Use of condoms
The correct and consistent use of condoms has proven highly effective in preventing the spread of STIs including
HIV. From a sexual and reproductive health view, condoms serve as a dual prevention strategy, offering a means for
preventing STIs and pregnancy. Data from this study shows non compliance to condom use at first and last sex to be
alarmingly high overall but with significant differences by settlement and by sex (Figure 7 and Figure 8).
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Figure 7: Proportion of respondents reporting not using a condom at first sex and at last sex (by
settlement and overall)

At first sex (Kalahari n=95; Platfontein n=148; Overall n=243)
At last sex (Kalahari n=95; Platfontein n=149; Overall n=244)
84.2

85.3

Kalahari

64.2

65.1

Platfontein

73

72

Overall

First sex: ρ ≤0.001, Phi (ø) =-0.218
Last sex: ρ ≤0.001, Phi (ø) =-0.221
Platfontein respondents were more than twice as likely to report having used a condom at first sex (35.8% vs. 15.8%)
as well as at last sex (34.9 % vs. 14.7%). It is somewhat expected that condom usage be higher among respondents
in Platfontein than those in the Kalahari as the former, unlike the latter, has a local clinic which makes condoms
more readily available to community members. It has become a widely accepted position that females are largely
disempowered regarding the condom use with their male partners. It is therefore not surprising that findings
indicate males were more likely than females to report having used a condom at first sex (34.3% vs. 20.8%) and at
last sex (36.2% vs. 19.1%).
Figure 8: Proportion of respondents reporting not using a condom at first sex and at last sex (by sex
and overall)

At first sex (Female n=130; Male n=105; Overall n=235)
79.2

At last sex (Female n=131; Male n=105; Overall n=236)
80.9
73.2
65.7
63.8

Female

Male

73.3

Overall

First sex: ρ ≤0.001
Last sex: ρ ≤0.001
An observation from the data is that the proportion by sex and settlement for condom use at first sex and last sex
remain relatively stable (By sex 26.8% and 26.7% reported use at first and last sex respectively; by settlement 28%
and 27% reported use at first and last sex respectively: Data not shown).
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Figure 9 shows that 33.5% of respondents reported having used a condom at last sex with their regular sex partner,
with males being more likely than females to report use (41.1% vs. 26.8%).
Figure 9: Proportion of respondents reporting having not used a condom at last sex with regular
partner (by sex and overall)
Yes

No

67.1

59.7

51.2

41.1

26.8

Can't recall

33.5
7.8

6
Female (n=149)

6.8

Male (n=129)

Overall (n=278)

Sex

ρ=0.024

In a similar trend with condom use at first and last sex, it was found that Kalahari respondents were about half
as likely as Platfontein respondents to report use of a condom with a regular partner at last sex (21.7% vs. 40%;
ρ≤0.001; Data not shown).
Use of other contraception methods
The study found that Kalahari respondents were as much as three times as likely as those of Platfontein to report
the use of the contraceptive injection/pill at debut (21.1% vs. 7.4%; ρ=0.002) and at last sex (29.5% vs. 7.4%; ρ≤0.001;
Table 4).
Table 4: Use of contraceptives at first and last sex among respondents (by settlement)
Kalahari
Platfontein
Total
ρ-value
(No.=95)
(No.=148)
(No.=243)
No.
%
No.
%
No.
%
Contraceptive injection at debut
Contraceptive injection at last sex
Traditional herbs at debut
Traditional herbs at last sex
Other method (at debut and last
sex)

20
28
10
9
22

21.1
29.5
10.5
9.5
23.2

11
12
55
56
3

7.4
8.1
37.2
37.6
2

31
40
65
65
25

12.8
16.4
26.7
26.6
10.3

ρ=0.002
ρ≤0.001
ρ≤0.001
ρ≤0.001
ρ≤0.001

Figure 10: Proportion of respondents reporting using contraceptive injection/pill
(by sex and overall)
At first sex (Female n=130; Male n=105; Overall n=235)
At last sex (Female n=131; Male n=105; Overall n=236)

24.4

18.5

6.7

5.7
Female

Male

16.5

12.8

Overall

First sex: ρ=0.004
Last sex: ρ≤0.001
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Females were more likely than males to report having used the contraceptive injection/pill at sexual debut (18.5% vs.
5.7%; ρ=0.004) and at last sex (24.4% vs. 6.7%; ρ≤0.001). However, though significant, because men’s awareness on
the use of this method relies heavily on their partner disclosing use, this difference should be viewed with caution
(Figure 10).
The San are largely defined as people who live in isolation.The Kalahari San community lives in much greater isolation
from urbanised communities than those of Platfontein (Upington, the nearest town for the Kalahari settlement is
some 200km away whilst Kimberley, the nearest town for the Platfontein community is approximately 15km away).
One might expect on the basis of this, that the Kalahari community would rely more on indigenous treatments than
the Platfontein community.
Data from this study however indicates that the Platfontein community is significantly more likely than the Kalahari
to have used traditional herbs for contraception at first sex (37.2% vs. 10.5%; ρ≤0.001, Table 4) and similarly at last
sex (37.6% vs. 9.5%; ρ≤0.001; Table 4). Although this was not investigated further, one hypothesis is that the negative
relationship that exists between clinic staff and the community in Platfontein, as expressed by some FGD participants
and key informants, makes it difficult for community members to access pharmaceutical contraception and other
sexual and reproductive health (SRH) services from the clinic thereby leaving them with traditional options. On the
other hand, as hypothesised in the case of consultation with biomedical practitioners, Kalahari respondents may
value and utilise every contact they have with biomedical practices to access a wide range of services, including SRH
services.
Pregnancy
The mean age of first pregnancy among respondents was 20.31 years (19.63 years for females’ experience of being
pregnant and 21.42 years for males’ experience of impregnating someone). The oldest age for first pregnancy was
40 years and the youngest noted age was 12 years. Age of first pregnancy among respondents followed a normal
distribution, with most respondents reporting first pregnancy before the age of 25 years [Data not shown].
Figure 11: History of pregnancy (by sex and by settlement)
Females were asked if they had ever been pregnant, while males were asked if they had ever impregnanted anyone.
Female (n=148)
78.4

Male (n=119)
62.2

Kalahari (n=107)
79.4

Platfontein (n=167)
64.7

Have been pregnant (females) or impregnanted someone (males)

By sex: ρ=0.004
By settlement: ρ=0.009
Figure 11 shows that females were more likely than males to report a history of pregnancy (78.4% of females had
a history of being pregnant while 62.2% of males had a history of impregnating someone). This trend is however
common when asking history of pregnancy in many studies as females do not always disclose being pregnant to
the males responsible for impregnating them. It is also possible that the same number of men were impregnating
these women. By sample site, the study observed that Platfontein respondents were more likely to report a history
of pregnancy than those of Kalahari (79.4% of Platfontein respondents vs. 64.7% of Kalahari respondents; ρ=0.009;
Figure 11) and further that Platfontein had significantly more respondents than the Kalahari who were pregnant or
had a partner who was pregnant at the time of the study (43.8% vs. 11.3%; ρ≤0.001; Data not shown).
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Although no statistical significance was observed, data from the study shows a higher proportion of males
from Platfontein than the Kalahari as having impregnated someone. Similarly a higher proportion of females in
Platfontein reported having ever been pregnant compared to those in the Kalahari (Table 5). More than half
of respondents in Platfontein and the Kalahari reported their first pregnancy to have been unplanned (63.1%
vs. 52.8% respectively). Contrary to widely broadcast public perception, none of the women reported getting
pregnant in order to access the child support grant.
Table 5: Distribution of respondents with experience of pregnancy by their sex and settlement
Kalahari
Platfontein
Female (n=154)
Male (n=133)

No.

%

No.

65
42

42.2
31.6

89
91

%
57.8
68.4
ρ=0.063

Approximately 27% of 15-19 year olds and 63.2% of 20-24 year olds in this study reported a history of pregnancy
[Data not shown]. These proportions represented 1.6% and 24.9% of respondents with a history of pregnancy
respectively. It should be remembered that the sample for this study is not weighted to the population.Therefore the
low proportion of adolescents (15-19 year olds) within respondents reporting a history of pregnancy (1.6%) should
not be used to dismiss focus group discussion concerns among adults and youth alike over the rate of teenage
pregnancies occurring within both San communities, and more especially in Platfontein. Key informants reported that
while the levels of teenage and unplanned pregnancies were still worrying, there had been promising declines since
the year 2009 largely attributed to health promotion efforts by medical personnel advocating the use of condoms
and other contraceptives.
The consumption of alcohol by pregnant women, often young women, as reported in FGDs was of great concern.
“Our young girls fall pregnant at the wrong time, and to make matters worse they drink alcohol when they are pregnant...”
Female participant, FGD Kalahari
About a quarter (23.3%) of females with a history of pregnancy reported having consumed alcohol during the course
of their last pregnancy [Data not shown]. This carries the risk of causing Foetal Alcohol Syndrome (FAS), which
places the unborn child at risk for developmental problems including mental and physical impairment. According
to the University of Stellenbosch 1 in 10 referrals to genetics clinics in the Western Cape yielded a FAS diagnosis,
while prevalence in Soweto, Lenasia and Westbury in Gauteng have been placed at 2.2%, 1.2% and 3.7% respectively.
Work in the Northern Cape town of De Aar by the Foundation for Alcohol Related Research (FARR) showed a
prevalence of 10.2%. Estimates for Platfontein and Kalahari were not available and fell outside of the scope of this
study. There are concerns over the extent of alcohol abuse among the Khoisan people. The known estimates for
alcohol abuse in South Africa are much higher than elsewhere in the world (0.1-0.2% in developed countries and
up to 1% in some Native American Indian populations). Therefore it is vital that public health communication in the
communities increases awareness and promotes positive lifestyles in relation to FAS as part of broader sexual and
reproductive health campaigns.
Multiple sexual partnering
Multiple sexual partnering has been shown to significantly increase one’s risk of contracting HIV and other STIs.
Table 6: Number of sex partners in addition to regular partner (by sample site and overall )
Kalahari (n=76)
Platfontein (n=184)
Total (n=260)
None
One
Two
Prefer not to say

Page		

26

No

%

No

%

No

%

44
17
7
8

57.9
22.4
9.2
10.5

53
104
18
9

28.8
56.5
9.8
4.9

97
121
25
17

37.3
46.5
9.6
6.5
ρ≤0.001

Sexual health perceptions and practices
Discussions on the subject of sex are considered taboo in a number of African cultures. Where accommodated,
depending on the particular culture, discussions are often restricted to being held between adults, a husband and
wife, married men, or circumcised and/or males that have gone through the rite of passage (and hence received
the status of manhood) among others. The isolation of the Kalahari San is hypothesised to have made them
significantly more culturally conservative compared to the Platfontein San. This may account for why respondents
in the Kalahari were twice as likely as those of Platfontein to not want to disclose the number of sex partners
they had in addition to their regular one (10.5% vs. 4.9%; ρ≤0.001; Table 6). Platfontein respondents were more
than twice as likely to report having an additional sex partner to their regular one (56.5% vs. 22.4%; ρ≤0.001).
While it is encouraging that more than half (57.9%) of the Kalahari respondents reported not engaging in multiple
sexual partnerships, considering the low levels of condom use at first and last sex within the settlement, it still
means that approximately 42% are engaged in multiple partnerships with a high likelihood of unprotected sex and a
resultant risk of exposure to STIs.
As shown in Table 7, the majority of respondents felt that it was unacceptable for married men to have other sex
partners (78.2%), unacceptable for married women to have other sex partners (80.4%) and also unacceptable for
unmarried women to have multiple sexual partners (67.7%). Across the three categories Kalahari respondents were
more likely than those of Platfontein to find such behaviour unacceptable. Platfontein respondents were found to
be more than 3 times as likely as those of the Kalahari to find it acceptable for married men to have other partners
(16.2% vs. 4.6%, ρ≤0.001; Table 7a), to find it acceptable for married women to have other partners (13.7% vs. 0.9%,
ρ≤0.001; Table 7b) and to find it acceptable for unmarried women to have multiple sexual partners (23.5% vs. 7.4%,
ρ≤0.001; Table 7c).
Table 7: Perceptions regarding the acceptance of multiple sex partnering
a) Responses by settlement to the statement: ‘It is acceptable for married men to have other sexual
partners’
Kalahari (No.=109)
Platfontein (No.=185)
Total (No.=294)
Agree
Unsure
Disagree

11.9
9.9
78.2
ρ≤0.001
b) Responses by settlement to the statement: ‘It is acceptable for married women to have other sexual
partners’
Kalahari (No.=109)
Platfontein (No.=182)
Total (No.=291)
Agree
Unsure
Disagree

5
5
99

4.6
4.6
90.8

30
24
131

16.2
13.0
70.8

35
29
230

No.

%

No.

%

No.

1
4
104

0.9
3.7
95.4

25
27
130

13.7
14.8
71.4

26
31
234

No.

%

No.

%

No.

%

8
5
95

7.4
4.6
88.0

43
38
102

23.5
20.8
55.7

51
43
197

17.5
14.8
67.7
ρ≤0.001

%

8.9
10.7
80.4
ρ≤0.001
c) Responses by settlement to the statement: ‘It is acceptable for unmarried women to have multiple sex
partners’
Kalahari (No.=108)
Platfontein (No.=183)
Total (No.=291)
Agree
Unsure
Disagree

Although not shown, 13.6% of females and 9.9% of males found it acceptable for married men to have multiple sexual
partners, 9.8 % of females and 7.8% of males found it acceptable for married women to have multiple sexual partners
and 17.6 % of females and 16.3% of males found it acceptable for unmarried women to have multiple sexual partners.
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Sexual health perceptions and practices
Participation in transactional sex
Across the African continent, and in many countries where there is significant economic inequality, concern has been
raised by public health officials over the participation of people, especially young women in transactional sex.
Although key informants indicated that transactional sex among the San communities is rife, findings from the
community survey found only 8.4% of Platfontein respondents and 1.4% of Kalahari respondents admitted to having
sex in exchange for gifts (Table 8).
Table 8: Experience with transactional sex (Exchanged gifts for sex) by sample site and
overall
Kalahari (n=69)
Platfontein (n=167)
Total (n=236)
Have participated
Haven’t particpated
Prefer not to say

No

%

No

%

No

%

1
63
5

1.4
91.3
7.2

14
131
22

8.4
78.4
13.2

15
194
27

6.4
82.2
11.4

However, it should be noted that another 13.2% and 7.2% of Platfontein and Kalahari respondents respectively
did not want to disclose whether they had participated or not. This may present a case for arguing that levels of
participation are higher than reflected by the survey (through those admitting involvement) as it is plausible some,
if not all, of those who ‘prefer not to say’ have participated at some point. Further investigation would however be
needed to draw a conclusion and shed light on the factors leading people to opt for this response over the other (i.e.
have participated/haven’t participated). Platfontein respondents were six times more likely than those of the Kalahari
to report having participated in the exchange of gifts for sex, and almost twice as likely to prefer not to disclose
whether they had or had not done so. Survey findings reveal that 5.0% of females and 8.2% of males self-reported
as having participated in transactional sex in the past, and a further 12.5% of females and 10.0% of males preferred
not to say if they had or had not [Data not shown]. The study did not enquire whether one had participated in the
sense of being the recipient or giver of a gift in exchange for sex, or the nature of gifts. A study5 into sexual behaviour
of students conducted in 2008 found that males also receive gifts from females in exchange for sex. So while key
informants and FGDs pointed to women receiving gifts from men, the survey could not substantiate the position.
The financial pressures associated with being in closer proximity to an urbanised town (Platfontein over Kalahari)
may provide for greater opportunity for transactional sex and explain in part why the Platfontein settlement had
significantly more respondents reporting having taken part in sex of this nature.
5
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Knowledge of HIV and AIDS
As shown in Table 9, slightly over a tenth (11.5%) of respondents felt their level of HIV and AIDS knowledge was
very good. One hundred and ninety four (67.6%) respondents perceived their level of knowledge to be average or
good (33.8% respectively).
Table 9: Self perceived level of knowledge on HIV and AIDS by sample site and overall
Kalahari (No.=106)
Platfontein (No.=181)
Total (No.=287)
Very good
Good
Average
Poor
Very poor

No.

%

No.

%

No.

9
20
57
10
10

8.5
18.9
53.8
9.4
9.4

24
77
40
20
20

13.3
42.5
22.1
11.0
11.0

33
97
97
30
30

%
11.5
33.8
33.8
10.5
10.5
ρ≤0.001

Respondents in Platfontein were twice as likely as those of Kalahari to report having very good or good levels of
knowledge on HIV and AIDS (55.8% vs. 27.4%). However, Platfontein respondents were also slightly more likely than
those of Kalahari to report having poor or very poor levels of knowledge (22.0% vs. 18.4%).
Figure 12: Proportion of respondents identifying condom use, sexual faithfulness and abstinence as
HIV prevention strategies
(by settlement; only affirmative responses shown)
Using condoms

Being faithful
82.9

34.9

36.8

15.1

Kalahari (n=106)

59.9

Abstaining from sex
65.5
33.2

Platfontein (n=187)

51.5

26.6

Overall (n=293)

Respondents in Platfontein were more likely than those of the Kalahari to identify the three primary means of
preventing HIV infection (i.e. abstinence: 33.2% vs. 15.1%, ρ ≤0.001; being faithful: 59.9% vs. 36.8%, ρ ≤0.001; and using
condoms: 82.9% vs. 34.9%, ρ ≤0.001) [Figure 12]. It is concerning to note that less than a third (26.6%) of survey
respondents were cognisant of the fact that sexual abstinence is a way to prevent transmission of HIV (Figure 12).
Equally concerning is the finding that 17.7% of respondents viewed the avoidance of dirty toilets as a means to avoid
contracting HIV.
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Source of HIV and AIDS information

The higher population density
of Platfontein and proximity to
the town of Kimberley provide
more opportunities for social
networking through, among other
things, greater access to schools,
churches and media. The Kalahari
San in contrast have a far lower
population density with little or
no access to schools, churches
or the opportunity for social
networking. Similarly, it must be
noted that while Platfontein has
a community clinic, the Kalahari
respondents rely heavily on
mobile clinics or the clinic based
in Askam, some 20 kilometres
away, where it is reported a small
community of ‡Khomani San
resides.
Focus group findings suggest
that where individuals from the
Kalahari cited media, church and
schools as sources it was usually
the consequence of occasional
visits to Upington (adult FGDs),
being placed in boarding schools
in the town (youth FGDs) or
a visit from a relative residing
in Upington who would bring
newspapers (predominantly
stated in youth FGDs).

Focus group participants in Platfontein and Kalahari respectively pointed
to media and street campaigns as their major sources of HIV and SRH
information. A few participants from both areas made reference to the
important role played by parents in educating children on health issues.
However, they also expressed frustration over children’s unwillingness to
follow the guidance of their elders, including their parents. The FGDs with
young men and with young women suggested many youth felt parental advice
was ‘old fashioned’ and that the information elders provided was no better
than that received from schools or churches.
“Parents give old fashioned advice. Teachers’ advice is just ‘education is the key’ to
resolve all problems and situations and priests focus too much on the bible. None
of them understand us, and none of them see that life has changed so much...”
Young female FGD participant, Kalahari
“We are no longer hunter gatherer people so the advice that worked then, we
can call it traditional advice, cannot work now. In the same way we are not those
people in the bible – those times are also gone.We must all accept that times have
changed, and as times change, so do the ways of doing things, and so do the needs
of a people...”
Young male FGD participant, Platfontein
Quantitative findings do not indicate that parents or other family members
play a role in educating on HIV and SRH matters. The majority (i.e. 70%)
of respondents in the survey stated that they received information either
from media (radio broadcasts, television broadcasts and print media), clinics,
schools, friends, or churches. As shown in Table 10, the media and schools
were the main sources of information (46.8% and 44.0% respectively).
Respondents in the Kalahari were 10 times less likely than those in Platfontein
to cite media, and approximately 4 times less likely to cite schools, friends or
church as sources of information.
This finding highlights the socio-economic as well as infrastructural
differences between the Kalahari and Platfontein. The higher proportion
of respondents reporting having received information from the media in
Platfontein is attributed to the location of the South African Broadcasting
Corporation (SABC) initiative !Xun-Khwe (XK) radio station in the
settlement, broadcasting as the name suggests, in the !Xun and Khwedam
languages in addition to Afrikaans.
It is not surprising in the context of the geographical setting that street
campaigns were reported as the main source of information among the
Kalahari San (40.7% indicated this source; Table 10). The term ‘street’ in this
instance is used to imply a public place. For the Platfontein community this
included the community school and roadside events held in Kimberley and
Platfontein. Among the Kalahari San, it is used in reference to events held in
open meeting grounds and farms within the vast settlement where health
officials and educators occasionally held campaigns.
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Source of HIV and AIDS information
Table 10: Proportion of respondents reporting particular sources of HIV and
AIDS Information
Kalahari
Platfontein
Total
(No.=106) (No.=181)
(No.=287)
ρ-value
%
%
%
Street campaigns
School
Friends
Church

40.7
15.4
8.8
3.3
Kalahari
(No.=91)
%

19.9
60.2
32.3
11.8
Platfontein
(No.=161)
%

27.4
44.0
23.8
8.7
Total
(No.=252)
%

ρ-value

6.6
57.1

69.6
65.2

46.8
62.3

≤0.001
0.204

Media
Clinic

≤0.001
≤0.001
≤0.001
0.022

Figure 13: Proportion of respondents reporting clinics as not being a source of HIV and AIDS
information (by settlement and overall)
48.7
27.7

Female (n=130)

Male (n=113)

37.4

Overall (n=243)

ρ ≤0.001
It is generally accepted in public health practices that females have significantly more positive health-seeking behaviour
patterns than males. It is therefore not surprising that females within this study were found to be more likely than
males to have received HIV and AIDS information from clinics (72.3% vs. 51.3%; Figure 13).
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Sexually Transmitted Infections (STIs)
According to key informants working in the health sector, HIV prevalence for the Kalahari and Platfontein communities
were not available. However, because HIV risk is substantially increased when suffering from an STI, self-reported
infection with an STI can be used to gauge the potential threat of HIV in a community. As shown in Figure 14,
self-reported infection with an STI among respondents suggest the need for interventions targeting STIs in both
communities.
Figure 14: Respondents reporting being diagnosed with an STI within 12 months prior to study (by
settlement and overall)
12.6

10

5.6

Kalahari (n=107)

Platfontein (n=182)

Overall (n=289)

ρ =0.055
This study found that 10% of respondents had been diagnosed with an STI within the 12 months prior to the
study (Figure 14 and Figure 15), with the proportions being higher for Platfontein than for Kalahari. An important
observation is the relatively high proportion of individuals above the age of 50 years reporting STI diagnosis (Figure
15). The non-weighting of the sample may account for this. However it is crucial to investigate the finding further to
determine influencing factors.
Figure 15: Proportion of respondents reporting having been diagnosed with an STI within 12
months prior to study (by age group)
26.7
17.6
10.7

13.3

11.9

25-29

30-34

10.1

7.7

5

20-24

14.3

35-39

40-44

45-49

50-54

55-59

Overall

Age group in years

Within focus groups in the Kalahari and Platfontein there was a dominant perception that the prevalence of STIs
(including HIV) was high and that many people were afraid to disclose their HIV-positive status or infection with any
other STI because they feared being rejected and stigmatised by the community, in particular their families.
Although the lack of openness about HIV status is a general problem in South Africa, among the San it is compounded
by lack of appropriate HIV information and high levels of denial within the communities. Focus group discussions
revealed how, among the older community members, until very recently awareness of HIV was low or non-existent.
“This HIV that you talk of is a problem for South Africa. In Angola we did not face this problem; we did not even hear the words
HIV and AIDS because the disease is not there...”
Older male FGD participant, Platfontein
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HIV Counselling and Testing (HCT)
HCT is a crucial component of HIV prevention efforts as knowing one’s HIV status allows a person to take appropriate
action to prevent the spread of the virus, through adoption of safer sexual practices and the positive lifestyle concept
that includes adequate physical exercise and a balanced nutritional diet that helps to boost the immune system.
HCT data nationally indicate a trend of males reporting lower uptake of services than females. As shown in Figure
16 this study indicates a similar pattern (38.1% of females vs. 50.4% of males reported having not gone for HCT in
the year preceding the study).
Figure 16: Awareness of HIV status and participation in HCT within a year
prior to the study (by sex and overall)
Do not know HIV status (Female n=149; Male n=127)

Did not have HCT within a year prior to study (Female n=147; Male n=121)
38.9

38.1

Female

50.4

42.5

43.7

40.6

Male

Overall

ρ =0.043
Figure 17 shows that Platfontein respondents were more likely than those of the Kalahari to report not knowing
their HIV status (46.4% vs. 30.8%) and more likely not to have taken up HCT within the 12 months prior to the study
(52% vs. 31.7%). It is encouraging to note that within the Kalahari awareness of HIV status and levels of HIV testing
in the 12 months preceding the study are high. However, it is concerning that Platfontein respondents, with greater
access to HIV and AIDS information and health facilities, report significantly lower awareness and testing levels.
Figure 17: Awareness of their HIV status and participation in HCT within a year prior to the study
(by settlement and overall)
Do not know HIV status (Kalahari n=104; Platfontein n=181)
Did not have HCT within a year prior to study (Kalahari n=104; Platfontein n=173)
52
46.4
44.4
40.7
31.7
30.8

Kalahari

Platfontein

Overall

HIV status: ρ =0.01
HCT within year prior to study: ρ ≤0.001
Another disturbing finding that may explain these lower testing rates in Platfontein is that respondents from
Platfontein were four times more likely than those of the Kalahari to perceive being HIV-positive as a shame to the
family and community (45.7% vs. 11.3%; ρ ≤0.001; Data not shown). A third (33.3%) of respondents overall held this
perception, reaffirming statements from focus group discussions about the fear of disclosing a positive HIV status
due to the expectation of being stigmatised and rejected.
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HIV Counselling and Testing (HCT)
Table 11: Perceived risk of contracting HIV (By settlement and overall)
Kalahari (No.=106)
Platfontein (No.=181)
No.
%
No.
%
No risk
51
49.0
99
53.8
Low risk
12
11.5
24
13.0
Medium risk
31
29.8
11
6.0
High risk
10
9.6
50
27.2

Total (No.=287)
No.
%
150
52.1
12.5
12.5
14.6
14.6
20.8
20.8

Platfontein respondents were three times more likely than Kalahari respondents to consider themselves as being at
high risk of contracting HIV (27.2% vs. 9.6%; ρ≤0.001; Table 11) and five times less likely than Kalahari respondents
to perceive themselves as being at medium risk for infection (6% vs. 29.8%; ρ≤0.001;Table 11). Kalahari respondents
were less likely than those of Platfontein to see themselves as being at no-to-low risk of infection (60.5% vs. 66.8%; ρ
≤0.001; Table 10). This greater perception of being at no-to-low risk for infection likely accounts for the lower levels
of HCT uptake and awareness of HIV status among Platfontein respondents, coupled with the fear of stigmatisation
and rejection.
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Alcohol and drug abuse
A number of studies including Felton and Becker (2001), and Becker (2003)
have indicated alcohol abuse to be a major concern within San communities.
Although this study did not enquire into the quantity and type of alcoholic
beverage consumed (hence percentage alcohol content), more than half
(51.2%) of respondents reported having consumed an alcoholic beverage in
the 3 months preceding the study and a fifth (21.1%) stated having done so
at least once a day in this period (Figure 18).
Figure 18: Frequency of alcoholic beverage consumption within 3
months preceding the study (by settlement and overall)
At least once a day

At least once a week

Less than once a week

Never

64.8
9.5

18.1

27.8

39.4

25
7.8

7.6

Kalahari (n=105)

48.8
21.1 22.5

Platfontein (n=180)

7.7

Overall (n=285)

Settlement

ρ≤0.001
As shown in Figure 18 Kalahari respondents were significantly less likely
than Platfontein respondents to have consumed alcoholic beverages
in this period (35.2% of Kalahari respondents and 60.6% of Platfontein
respondents reported having consumed alcoholic beverages in this period).
Daily consumption of alcoholic beverages presents a strong indication of
possible problems of alcohol abuse in the communities and it is noted that
the proportion of respondents having consumed alcoholic beverages at least
once a day was 3 times higher in Platfontein than in the Kalahari (27.8% vs.
9.5%).
Key informants revealed that the two communities were plagued with
poverty, high crime levels and unemployment, and suggested that these
factors were related to drug and alcohol abuse. While alcohol consumption
was significantly higher in Platfontein (as discussed in the previous section
and shown in Figure 18), drug use was concentrated more in the Kalahari.
Figure 19: Drug use within 3 months preceding the study (by
settlement and overall)
None

Dagga
98.5

Kalahari (n=95)

0.7

One of the elderly men in the
Kalahari had this to say about the
consumption of alcohol in the past:
“Smoking and drinking is part of San
culture.We cannot deny this as elders.
But people must remember that the
ingredients of our traditional beers in
the past, and the leaves we smoked
were natural and healthy.They were
not intoxicating and harmful like what
(young) people are drinking today...This
is why in those days violence or illnesses
because of being under the inﬂuence
were unheard of...”
Older Male FGD participant; Kalahari

Other
85.2

66.3
17.9 15.8

Within the focus groups, when asked
about contrasts between drinking
patterns of the past and the current
day, many of the young people
pointed out that if their observations
of drinking patterns of the older
generation in their settlements were
an indication of the habits of the
past then nothing had changed. This
is an interesting position in that it
clearly indicates that, in the view of
young people the abuse of alcohol is
not exclusively a youth problem. The
focus group with adults was filled
with statements that painted the
opposite picture - that the abuse of
alcohol among San communities was
indeed a youth problem.

0.7

Platfontein (n=135)

7.8

7

Overall (n=230)

Settlement

ρ≤0.001

Page

35

Alcohol and drug abuse
Figure 19 shows that 33.7% of Kalahari respondents compared to only 1.4% of Platfontein respondents indicated
having used drugs in the three months preceding the study. Dagga (i.e. marijuana) appears to be the drug of choice
for most Kalahari respondents with 17.9% indicating having smoked it while another 15.8% of Kalahari respondents
indicated having used other drugs. Survey respondents did not name these other drugs. However, FGD findings from
Kalahari and to a less vocal extent from Platfontein, suggest that tic and mandrax are occasionally used by young
people in the communities and that the habit of sniffing glue is popular among substance abusers.
Key informants and members of focus group discussions blamed the drug (and alcohol) problems in the two
communities on the depression that came with feelings of hopelessness because of living in such poverty and isolation.
They also cited identity conflicts as a consequence of years of marginalisation and categorisation as Coloureds as
opposed to a distinct people with their own values and cultural practices. The frustrations of having limited access
to employment were also said to influence in drug and alcohol abuse. Parents within the FGDs attributed what they
considered to be high levels of unprotected sex, unplanned pregnancies, as well as domestic violence, to alcohol
abuse (in Platfontein) and drug use (in the Kalahari). A number of adults in focus groups at both settlements gave
accounts of teenage girls having fallen pregnant after engaging in sex while under the influence, and said young boys
were especially violent toward their girlfriends when they were under the influence of alcohol and/or drugs. Similar
comments were raised in focus groups with youth in both settlements.
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Gender-based attitudes and violence
The San communities have been the focus of gender-based studies for well over 30 years with a number of
anthropologists having conducted studies as early as in the 1970s. According to Becker (2003), Draper (1975) and
Shostak (1981) most of this research has described the San as the most non-sexist society in existence. Contemporary
research however suggests that gender-based violence and other negative gender attitudes are on the rise within
these communities (Becker, 2003).The findings of this study reveal a number of these negative attitudes in existence
among the Kalahari and Platfontein San.
Gender roles
Although 56.1% of respondents disagreed, Platfontein respondents were more likely than those of the Kalahari to
agree that men should take all the decisions in the home (49.7% vs. 21.7% respectively, 39.4% overall; ρ≤0.001; Table
12).
Table12: Responses by settlement to the statement: ‘Men should take all the decisions in
the household’
Kalahari (No.=106)
Platfontein (No.=183)
Total (No.=289)
Agree
Unsure
Disagree

No.

%

No.

%

No.

%

23
2
81

21.7
1.9
76.4

91
11
81

49.7
6.0
44.3

114
13
162

39.4
4.5
56.1
ρ≤0.001

Another 62.5% of respondents agreed that the only responsibility a man had to his wife and children was to provide
financially. Platfontein respondents were more likely than those of the Kalahari to think in this manner (66.7% vs.
55.6% respectively; ρ≤0.001; Table 13).
Table 13: Responses by settlement to the statement: ‘Men’s only responsibility is to
financially provide for their wife and children’
Kalahari (No.=108)
Platfontein (No.=183)
Total (No.=291)
Agree
Unsure
Disagree

No.

%

No.

%

No.

%

60
1
47

55.6
0.9
43.5

122
16
45

66.7
8.7
24.6

182
17
92

62.5
5.8
31.6
ρ≤0.001

The high proportion of respondents holding this notion is worrying as it indicates measuring of fatherhood
responsibility in monetary terms. This may deny a child the guidance and social instruction of a father bent on
financial provision alone while on the other hand it may apply pressure on financially insecure men who, while
providing love and emotional support for their children, may view themselves as failing their families. It is however
encouraging to note a number of positive attitudes regarding gender roles among the San.
Findings show that 81.2% of respondents agreed that men should share in domestic work responsibilities with
their wives. Although the proportion of males in agreement was high, females, as is to be expected, were more
likely than males to agree (87.5% vs. 73.8%; ρ=0.013; Table 14).
Table 14: Responses by sex to the statement: ‘Men should share in domestic duties’
Female (No.=152)
Male (No.=130)
Total (No.=282)
Agree
Unsure
Disagree

133
4
15

87.5
2.6
9.9

96
9
25

73.8
6.9
19.2

229
13
40

81.2
4.6
14.2
ρ=0.013
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Gender-based attitudes and violence
Additionally 76.0% of respondents agreed that men should assist in caring for children within the home, by taking
on responsibilities including but not limited to feeding and bathing children. Kalahari respondents were more likely
than those of Platfontein to see the need for men to assist in this regard (86.1% vs. 70.1%; ρ=0.007; Table 15). It is
encouraging to note that 72.5% of males agreed with the statement [Data not shown].
Table 15: Responses by settlement to the statement: ‘Men should help care for children at
home’
Kalahari (No.=108)
Platfontein (No.=184)
Total (No.=292)
Agree
Unsure
Disagree

No.

%

No.

%

No.

93
3
12

86.1
2.8
11.1

129
17
38

70.1
9.2
20.7

222
20
50

%
76.0
6.8
17.1
ρ=0.007

Seventy one percent of Kalahari respondents and 76.9% of Platfontein respondents indicated that the most
important role of women in society is that of caring for the family and doing domestic chores. Proportionately, this
view was slightly more popular among females than males (76.2% vs. 72.9%; Data not shown).
Attitudes related to masculinity
Understanding societal perception and construction of masculinity is important in the process of developing
appropriate HIV/STI interventions to curb the spread of infection. In this regard a number of encouraging findings
are notable from this study.
Almost two-thirds (60.3%) of respondents (Table 16a) and 64.3% of males and 57.3% of females indicated disagreeing
to multiple sexual partnerships being a sign of a real man [Data not shown]. Also, only 13.4% of respondents (10.9%
of females and 14.1% of males) considered drinking of alcohol as an identifiable trait of a proper man [Data not
shown].
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Table 16: Perceptions on masculinity
a) Responses by settlement to the statement: ‘Real men have multiple sex partners’
Kalahari (No.=106)
Platfontein (No.=181)
Total (No.=287)
Agree
Unsure
Disagree

No.

%

No.

%

No.

24
7
75

22.6
6.6
70.8

49
34
98

27.1
18.8
54.1

73
41
173

%
25.4
14.3
60.3
ρ=0.005

b) Responses by settlement to the statement: ‘Men need as much love and care as women’
Kalahari (No.=106)
Platfontein (No.=182)
Total (No.=288)
Agree
Unsure
Disagree

No.

%

No.

%

No.

101
0
5

95.3
0.0
4.7

136
17
29

74.7
9.3
15.9

237
17
34

%
82.3
5.9
11.8
ρ≤0.001

c) Responses by settlement to the statement: ‘Men should always be seen as strong’
Kalahari (No.=105)
Platfontein (No.=182)
Total (No.=287)
Agree
Unsure
Disagree

No.

%

No.

%

No.

57
6
42

54.3
5.7
40.0

68
43
71

37.4
23.6
39.0

125
49
113

%
43.6
17.1
39.4
ρ≤0.001

d) Responses by settlement to the statement: ‘Men have little control over their sexual urges’
Kalahari (No.=105)
Platfontein (No.=182)
Total (No.=287)
Agree
Unsure
Disagree

No.

%

No.

%

No.

48
10
47

45.7
9.5
44.8

58
60
64

31.9
33.0
35.2

106
70
111

%
36.9
24.2
38.7
ρ≤0.001

Popular opinion suggests that males believe that they do not need as much love as women do. Contrary to such
views the majority of men (81.6%) in this study expressed the opinion that men indeed needed as much love as
women [Data not shown].
Less than half of respondents (43.6%) were of the opinion that men were meant to always be strong and not
emotional. Although the Kalahari respondents were more likely than those of Platfontein to express that men
needed as much love as women (Table 16b), they were also more likely to express that men should always be seen
as strong (Table 16c). By sex it was noted that 49.6% of males and 37.6% of females held a similar perception that
men should always be strong [Data not shown].
Respondents in the Kalahari were more likely than those in Platfontein to express the view that men had little or no
control over their sexual urges (45.7% vs. 31.9%; ρ≤0.001; Table 16d). Coincidently the proportion of females with
this view, though not statistically significant, was found to be higher than that of males (42.0% vs. 31.3% respectively).
Submissiveness of women
The findings of this study point to high levels of negative gender attitudes among the San communities. Both males
and females were found to hold perceptions that encouraged women’s submissiveness to men.
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Table 17: Submissiveness of women to men
a) Responses by settlement to the statement: ‘A good wife obeys her husband even if she disagrees with
him’
Kalahari (No.=69)
Platfontein (No.=185)
Total (No.=254)
Agree
Unsure
Disagree

No.

%

No.

%

No.

36
11
22

52.2
15.9
31.9

119
30
36

64.3
16.2
19.5

155
41
58

No.

%

No.

%

No.

27
6
37

38.6
8.6
52.9

105
20
60

56.8
10.8
32.4

132
26
97

No.

%

No.

%

No.

7
2
66

9.3
2.7
88.0

110
13
48

64.3
7.6
28.1

117
15
114

%

61.0
16.1
22.8
ρ=0.099
b) Responses by settlement to the statement: ‘It is important for a man to show his wife who is the
boss (by beating her)’
Kalahari (No.=70)
Platfontein (No.=185)
Total (No.=255)

Agree
Unsure
Disagree

%

51.8
10.2
38.0
ρ=0.011
c) Responses by settlement to the statement: ‘A man has good reason to beat his wife if she disobeys
him’
Kalahari (No.=75)
Platfontein (No.=171)
Total (No.=246)

Agree
Unsure
Disagree

%
47.6
6.1
46.3
ρ≤0.001

Platfontein respondents were noted to be more likely than those of the Kalahari to perceive a good wife as being a
woman who obeys her husband even if she does not agree with his stance (64.3% vs. 52.2%; ρ =0.099; Table 17a), to
perceive that it was important for a man to ‘show his wife who is the boss’ by beating her (56.8% vs. 38.6%; ρ=0.011;
Table 17b), and 7 times more likely to hold the opinion that a man had good reason to beat his wife if she disobeyed
him (64.3% vs. 9.3%; ρ≤0.001; Table 17c).
Among females, 60.8% agreed that a good wife obeyed her husband even if she did not agree with him. Of concern
is that 51.1% of female respondents agreed that it was important for a man to beat a woman so she would know he
was ‘the boss’, and 48.8% agreed that a man had good reason to beat his wife if she disobeyed him [Data not shown].
That high proportions of females hold these perceptions, in the context of HIV infection, suggests that women are
extremely vulnerable among the San.This vulnerability may account for why Platfontein is noted to have significantly
more respondents reporting not using condoms (Figure 8), a history of pregnancy (Table 5), multiple sexual partnering
(Table 6), and having participated in transactional sex (Table 8).
Gender-Based Violence (GBV)
According to the United Nations Population Fund (UNFPA) Gender-based violence (GBV) and/or Violence against
women (VAW) reflect and reinforce inequities between men and women and lead to compromise of the health,
dignity, security and autonomy of women FOOTNOTE THIS (http://www.unfpa.org/gender/violence.htm).
“Violence against women both violates and impairs or nullifies the enjoyment by women of their human rights and fundamental
freedoms... In all societies, to a greater or lesser degree, women and girls are subjected to physical, sexual and psychological
abuse that cuts across lines of income, class and culture.”
—Beijing Declaration and Platform for Action, paragraph 112
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As shown in Table 18, Platfontein respondents were almost 4 times as likely as those from the Kalahari to be of
the view that women ought to tolerate violence against them for the sake of keeping the family together (45.9%
vs. 12.1%, ρ≤0.001). By sex it was found that 32.2% of females and 35.4% of males held this perception [Data not
shown].
Table 18: Perception of the need for women to tolerance of violence and abuse (by settlement and overall)
‘Women should tolerate violence and abuse for the sake of keeping the family together’
Kalahari (No.=107)
Platfontein (No.=181)
Total (No.=288)
Agree
Unsure
Disagree

13
3
91

12.1
2.8
85.0

83
26
72

45.9
14.4
39.8

96
29
163

33.3
10.1
56.6
ρ≤0.001

Platfontein respondents were generally more accepting of violence against women than Kalahari respondents. The
findings show that Platfontein respondents were more likely than those of the Kalahari to agree that a man had
good reason to beat his wife if she did not complete her domestic duties (56.4% vs. 8.8%, ρ≤0.001; Table 19a), if she
refused to have sex with him (32.0% vs. 5.3%, ρ≤0.001; Table 19b), if she refused to use a condom (27.7% vs. 10.8%,
ρ≤0.001;Table 19c), and if she asked him if he had other sex partners (25.7% vs. 4.1%, ρ≤0.001;Table 19d). Platfontein
respondents were also more likely than those of Kalahari to agree that a man had sufficient cause to beat his wife
if he suspected she was being unfaithful (49.2% vs. 13.0%, ρ≤0.001; Table 19e), and to further agree that there were
times when women deserved to be beaten (59.9% vs. 25.2%, ρ≤0.001; Table 19f).
It is alarming to note that a substantial proportion of females in this survey responded in agreement with a number
of variables relating to violence against women. Among female respondents, 32.7% agreed that suspicion of a wife
being unfaithful was good reason for her husband to beat her, 46.3% agreed that there were times when a woman
deserved to be beaten by her husband, 39.0% agreed that failure of a wife to complete domestic chores was good
reason for her to be beaten, and 25.3% agreed that refusal of a woman to use a condom was good reason for her to
be beaten [Data not shown]. Another unexpected finding was that females were significantly more likely than males
to believe that refusal of a wife to have sex with her husband was good reason for her to be beaten (26% vs. 15%;
ρ=0.035; Data not shown).
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Table 19: Perceptions of violence against women
a) Responses by settlement to the statement: ‘A man has good reason to beat his wife for not completing household
chores’
Kalahari (No.=102)
Platfontein (No.=172)
Total (No.=274)
No.

%

No.

%

No.

%

Agree
9
8.8
97
56.4
106
38.7
Unsure
2
2.0
14
8.1
16
5.8
Disagree
91
89.2
61
35.5
152
55.5
b) Responses by settlement to the statement: ‘A man has good reason to beat his wife if she refuses to have sex with
him’
Kalahari (No.=75)
Platfontein (No.=100)
Total (No.=175)
No.

%

No.

No.

%

Agree
4
5.3
32
32.0
36
20.6
Unsure
1
1.3
18
18.0
19
10.9
Disagree
70
93.3
50
50.0
120
68.6
c) Responses by settlement to the statement: ‘A man has good reason to beat his wife if she refuses to use a condom’
Kalahari (No.=74)
Platfontein (No.=101)
Total (No.=175)
No.

%

No.

No.

%

Agree
8
10.8
28
27.7
36
20.6
Unsure
4
5.4
26
25.7
30
17.1
Disagree
62
83.8
47
46.5
109
62.3
d) Responses by sex to the statement: ‘A man has good reason to beat his wife if she asks him if has other sex partners’
Kalahari (No.=74)
Platfontein (No.=105)
Total (No.=179)
Agree
3
4.1
27
25.7
30
16.8
Unsure
4
5.4
19
18.1
23
12.8
Disagree
67
90.5
59
56.2
126
70.4
e) Responses by sex to the statement: ‘A man has good reason to beat his wife if he suspects that she is unfaithful’
Kalahari (No.=77)
Platfontein (No.=118)
Total (No.=195)
Agree
10
13.0
58
49.2
68
34.9
Unsure
3
3.9
20
16.9
23
11.8
Disagree
64
83.1
40
33.9
104
53.3
f) Responses by sex to the statement: ‘There are times when a woman deserves to be beaten by her husband’
Kalahari (No.=107)
Platfontein (No.=182)
Total (No.=289)
Agree
Unsure
Disagree

27
3
77

25.2
2.8
72.0

109
25
48

59.9
13.7
26.4

136
28
125

47.1
9.7
43.3

ρ≤0.001 (for a), b), c), d), e) and f).
The data indicate Platfontein residents as having more negative gender power relations than the Kalahari, with
women in the settlement being at higher risk of experiencing gender-based violence and sexual coercion that those
in the Kalahari.
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Attitudes to sexual and reproductive health
Findings of this study reveal that significant proportions of respondents hold negative gender attitudes and/or
perceptions on matters relating to sexual relations. Among survey respondents, 37.6% agreed that men exclusively
had to decide when to have sex (Table 20a), 12.2% indicated that a woman had no right to talk with her partner
about concerns over their sexual relationship [Data not shown], and 18.4% (15.6% of females and 21.6% of males)
agreed that women should never ask men to use condoms [Data not shown].
Table 20: Perceptions around sexual relations and expectations
a) Responses by settlement to the statement: ‘Men should exclusively decide when to have sex in a relationship’
Kalahari (No.=109)
Platfontein (No.=186)
Total (No.=295)
Agree
Unsure

%

%

%

25.7
6.4

44.6
17.7

37.6
13.6

ρ-value

Disagree
67.9
37.6
48.8
b) Responses by settlement to the statement: ‘It is a wife’s obligation to have sex with her husband’
Kalahari (No.=108)
Platfontein (No.=181)
Total (No.=289)
%

%

%

ρ≤0.001

ρ-value

Agree
14.8
37.0
28.7
Unsure
6.5
14.9
11.8
ρ≤0.001
Disagree
78.7
48.1
59.5
c) Responses by settlement to the statement: ‘Use of contraception in a relationship is the responsibility of
women’
Kalahari (No.=108)
Platfontein (No.=181)
Total (No.=289)
%

%

%

ρ-value

Agree

69.4

48.1

56.1

Unsure

3.7

160

11.4

Disagree

26.9

35.9

32.5

ρ≤0.001

d) Responses by settlement to the statement: ‘A couple should decide together if they want to have a child’
Kalahari (No.=108)
Platfontein (No.=182)
Total (No.=290)
%

%

%

ρ-value

Agree

95.4

81.9

86.9

Unsure

0.9

6.0

4.1

Disagree

3.7

12.1

9.0

ρ=0.004

e) Responses by settlement to the statement: ‘Females should remain virgins until they are married’
Kalahari (No.=107)
Platfontein (No.=181)
Total (No.=288)
%

%

%

ρ-value

Agree

81.3

69.1

73.6

Unsure

3.7

11.0

8.3

Disagree

15.0

19.9

18.1

ρ=0.037
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It was found that 28.7% of respondents agreed that a woman was obligated to have sex with her husband, with
more Platfontein respondents having this opinion than those of the Kalahari (37.0% vs. 14.8%; ρ≤0.0010; Table
20b). This finding supports other findings showing that 20.5% of respondents indicated that a woman should never
refuse to have sex with her husband [Data not shown] and 20.6% that a man had good reason to beat his wife if
she refused to have sex with him (Table 18b).
More than half (56.1%) of respondents saw the use of contraception in a relationship as a woman’s responsibility,
with Kalahari respondents being more of this view than those of Platfontein (Table 20c). It is interesting to note that
only 31.6% of female respondents felt that the use of contraception was entirely the responsibility of women while
another 10.5% were uncertain of their position in this regard. Together, these findings highlight the incongruency
of women being responsible for contraception, yet having minimal control over when and if to have sex with their
partners and husbands. Kalahari respondents were more likely than those of Platfontein to believe the decision to
have a child should be taken jointly by a couple (Table 20d) and that females should abstain from sex until marriage
(Table 20e).
Females were more likely than males to agree that it is important for females to remain virgins till marriage (80.5%
vs. 67.7%; ρ=0.043; Data not shown). With 72.0% and 73.0% of respondents having indicated not using condoms
at first and last sex (Figure 7) the perceptions presented in Table 20 suggest that there is greater concern over
pregnancy than infection with HIV and other STIs among the San, more especially those of the Kalahari.
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RECOMMENDATIONS
The three San communities investigated in this study
are culturally distinct and in some cases, face different
challenges. It is therefore crucial that interventions
designed for these communities be tailored to the
specific conditions and circumstances faced by each.
Although they are distinct societies, the !Xun, Khwe
and ‡Khomani all share the experiences of vulnerability,
hopelessness, and lack of pride in their San identity
despite various traditions and beliefs continuing to be
strongly held on to.
In regards to the socio-economic situations, programmes
that focus on building self-esteem and confidence
including those that involves use of their particular skills,
will aid in consolidating existing indigenous knowledge.
Such initiatives that apply to all communities could
include:
•

Income generation projects - e.g. selling handicrafts,
building trade skills - that can be initiated by
microenterprise schemes, or mini-loans

•

Pilot schemes to grow traditional plants and herbs
and potentially sell them, and education programmes
on how to grow and use them

•

Tourism activities such as cultural tours and
homestays where locals can share their customs, and
use profits for livelihoods as well as a percentage
going to a trust fund to sustain tourism activities,
and to train tour guides

Education efforts to incorporate indigenous languages
also need to be scaled-up and complement other language
preservation efforts. Recommendations include:
•

Continued support of the !Xun Khwe Radio Station
and XKFM in the Kalahari. This radio station is also
playing an important role in the preservation of the
!Xun and Khwe indigenous languages.

•

Implement ECD programmes that promote N|u,
!Xun and Khwe literacy to pre-school and primary
school aged children in order to maximise probability
of the sustainability of the languages such as creating
a curriculum based on the Molteno range of books

Respondents from all communities are dissatisfied
with the quality of HIV and AIDS information provided,
despite sources being varied. Accuracy and currency
of information is particularly important, as new
developments constantly occur. Hence:
•

SASI should participate actively in forums such as
the District and Provincial AIDS Council meetings to
initiate deeper collaboration between government
departments, health services and NGOs.

Different strategies to disseminate this information are
also required, to reduce the shame and embarrassment
associated with disclosure, increase the currently low
rates of participation in HCT, and generate further
discussion regarding sexual and reproductive health.
Such strategies could be to:
•

Involve traditional older members of communities
to act as liaisons between clinics and community, and
provide HIV/AIDS treatment literacy training

•

Provide HIV treatment literacy programmes to
traditional healers as well, who are often the first
point-of-call for those seeking health advice

•

Establish a committee of both traditional and
biomedical health practitioners, as the ‡Khomani
have done, to foster cross-cultural communication
on health practices and encourage the referral of
patients to one another

•

Conduct further research to investigate what
informs health choices in Platfontein, as despite
access to services being better than in the Kalahari,
fewer people are undergoing HCT and attending
clinics

•

Conduct outreach visits by the clinic, SRH curriculum
in schools, and a talk back programme on local
radio could assist in providing safe spaces for such
information to be effectively communicated

•

Ensure PMTCT awareness campaigns are
incorporated into SRH education including a
component on FAS in both Platfontein and Kalahari

Psychosocial issues of hopelessness in each of the San
communities, compounded by unemployment and
poverty, can sometimes be manifested through drug and
alcohol related issues, which can then lead to increased
risk behaviours and HIV transmission, and exacerbate
gender-based violence and attitudes. It is clear that
despite the earlier gender-equality values fostered in San
culture, the situation has regressed.
The incongruity of some of the findings emphasise this.
Men were found to have greater decision-making power
when, and if, having sex, yet women were expected to
take more responsibility for contraception.
To some extent, the aforementioned initiatives would
assist in mitigating these negative impacts, however,
more direct strategies need to be employed in regards
to combatting the gender-based violence such as:
•

the Platfontein community in particular should
implement
gender
awareness
education
programmes, which should be conducted by gender
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and age group, allow participants to feel safe to
discuss issues without being judged and people
knowing their identity; and allow them to explore
various scenarios and implications, with exposure to
different relationship models
•

Counselling services and support groups for
women in both the Platfontein and Kalahari should
be established to assist women in making the best
choices for themselves and their families and provide
ongoing support and advice when cases of domestic
violence occur

These recommendations are restricted to the three
communities AFSA work in, but the findings echo those
of other government reports, academic studies, and
international human rights reports on the San peoples.
Combatting the prevalence and new incidences of HIV/
AIDS in the !Xun, Khwe, and Kalahari San communities
will require a concerted effort that involves a more
culturally nuanced and developmental approach rather
than a strictly public health one.
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CONCLUSION
This study involved investigating the atitudes, values
and behaviours of each of the San communities the
Culture and Health Programme are working with - !Xun,
Khwe and Kalahari - in regards to HIV/AIDS, sexual
reproductive health and gender in the context of their
socio-economic status and cultural history.

preservation of this cultural group.

The findings show that the socio-economic situations of
each community - Kalahari, !Xun and Khwe - are complex
and a result of many years of dislocation and associated
marginalisation. The relegation of the San peoples being
classified as ‘Coloureds’ under the apartheid government
resulted in a diffusion of the San identity within the
population. While under the democratic dispensation
steps have been taken towards recognising the place
of the South African San in the history of the nation
and their rights as citizens, such as rectify the limited
access to land, improve the employment and education
opportunities, and preserve their cultures, there remain
a number of threats and challenges to their well-being
and cultural identity and thus, much more needs to be
done.
Perhaps most pressing among these are the threat of
cultural loss through the possible extinction of their
languages, the socio-economic and health implications
of high unemployment rates, low formal education
levels, and alarming trends regarding gender equality and
sexual health. The attitudes and perceptions regarding
sexual and reproductive health and gender equality
vary between the Platfontein and Kalahari communities.
As such, interventions need to be tailored specifically
to each community. Overall however, the majority of
surveyed participants held conservative views regarding
gender roles and responsibilities, with both men and
women agreeing that men made most of the decisions,
and women were obligated to obey their husbands
and partners and when they did not, were liable to be
beaten physically. Women were however, responsible for
contraception despite having minimal power to decide
sexual relations.
These circumstances have culminated in an environment
conducive to the transmission of HIV and AIDS, genderbased violence and risky sexual behaviours. It is thus
imperative that a holistic development approach be taken
with the San communities, rather than a strictly public
health or technical approach. Taking into account the
specific San cultural practices and values and worldview,
is integral to devising any strategies to effectively and
sustainably help combat HIV and AIDS within these
communities.
Against this backdrop economic, political, social and
health interventions such as those carried out by the
partnership of the South African San Institute (SASI) and
the AIDS Foundations of South Africa are crucial to the
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