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EXECUTIVE SUMMARY 

Introduction and Background 

SAfAIDS is partnering with 5 CBOs (DOMCCP in Mutare Rural, Bekezela in Bubi, Fact 
Chiredzi in Chiredzi, Betseranai in Mberengwa and Chegutu) to reach hard to reach project 
targeted populations. The project targets five districts namely, Bubi, Mutare Rural, 
Mberengwa, Norton and Chiredzi. The project mainly focuses on HIV, GBV as well as 
gender norms. Under the gender norms theme, the project aims to address harmful cultural 
practices and empower women and men to engage meaningfully in community efforts to 
address GBV and HIV. The project will also implement community-based interventions 
targeting women and young women, OVC and young people in- and-out-of-school, as well 
as PLHIV and men.  
Qualitative and quantitative methods were used to collect data. Qualitative (Focus Group 
and Key Informants) helped offer narrative explanations of some quantitative variables 
asked in the community. Data collection took place in Mberengwa, Norton and Bubi districts. 
A total of 463 individuals were interviewed in the three Districts. Data was analyzed using 
SPSS and MS Excel. 
 

Main Findings 

Knowledge on HIV and SRHR among adolescents (10-24yrs) and adults (25-49yrs) 

 About 24% of the respondents were able to identify three or more correct ways in which 
HIV can be transmitted. There were significantly higher proportions of respondents aged 
20-24 years (37%) and 25-49 years (26%) than respondents aged 10-14 years (12%) 
and 15-19 years (17%) that demonstrated comprehensive knowledge of ways in which 
HIV can be transmitted 

 Only 16% of the respondents were able to identify three or more correct ways of 
preventing the spread of HIV.There were relatively higher proportions of adolescents 
aged 20-24 years (28%) and adults 25-49 years (17%) than adolescents aged 15-19 
years (10%) and 10-14 years (4%) that demonstrated comprehensive knowledge of 
ways in which HIV can be prevented. 

 In the total sample, only 17% of the respondents were able to identify three or more 
sexual reproductive rights. There were relatively higher proportions of adults aged 25-49 
years (28%) and adolescents 20-24 years (21%) than adolescents aged 15-19 years 
(16%) and 10-14 years (7%) who demonstrated comprehensive knowledge of sexual 
reproductive health rights.  

 

Uptake of HIV and post GBV services among adolescents (10-24) and women (25-49) 

 The majority of the respondents (94%) knew a place in the community where to 
get HIV testing services.  

 The majority of the respondents (84%) showed knowledge of a place in the 
community where someone could receive ART services.  

 About 33% of the respondents have never been tested for HIV. 
 There were significantly high proportions of respondents (42%) that were 

motivated by information received from health workers.  
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Roles and Capacity of Community Leaders to mobilize community members 

 53% of the respondents expressed traditional leaders were critical in addressing socio-
cultural and gender norms that fuel HIV and GBV in communities whilst another 25% 
reported they were not important and 22% were not sure. The proportion of respondents 
that felt traditional leaders were important in addressing gender inequalities increased 
with age from 45% amongst adolescents aged 10-14 to 48% (15-19); 60% (20-24) and 
64% in adults 25-49 years. 

 About 50% of the respondents reported feeling comfortable talking to some community 
leaders about HIV and/or GBV issues whilst another 39% reported not being comfortable 
and the remaining 11% not sure. The proportion of adults 25-49 years (72%) and 
adolescents aged 20-24 years (63%) that reported feeling comfortable talking to 
community leaders was significantly higher compared to younger adolescents aged 15-
19 years (40%) and 10-14 years (36%).  

 In the total sample, about 20% of the respondents indicated the Chief could mobilize 
communities to address socio-cultural and gender norms fuelling HIV and GBV. 

 In the total sample, about 50% of the respondents indicated community leaders were 
indeed doing something to protect adolescents and women against GBV and HIV whilst 
another 22% indicated they were not doing anything and the remaining 28% were not 
sure if anything was being done.  

 The majority of the respondents (69%) that reported community leaders to be taking 
some action to protect adolescents and women against GBV and HIV indicated 
community leaders were speaking against abuse of women and girls during community 
meetings. 
 

Perceptions, attitudes and practices of adolescents (10-24), adult men and women 
towards gender norms and practices 

 

 A relatively high proportion of residents in Mberengwa (36%) agreed to the gender norm 
that there were times when a girl or woman deserved to be beaten by her partner, whilst 
another 48% of respondents in the total sample agreed to the gender norm that women 
who carry condoms on them are easy.  

 In the total sample for women/girls, about 20% reported having been slapped or 
something thrown at them by current or previous boyfriend/husband, with these 
proportions highest in Norton (36%), although the difference across the districts was not 
statistically significant (p=0.29).  

 15% of men/boys only, about 15% of the respondents reported slapping current or 
previous girlfriend/wife or throwing something at her which could hurt her whilst another 
19% of the men/boys reported pushing or shoving current or previous girlfriend/wife in 
the past 12 months 

 
Capacity of adolescents (10-24), women (25-49) to address negative norms and 
practices that fuel HIV and GBV in their communities 
 

 The majority of respondents in the survey (60%) reported knowledge of some adult 
women doing something to address negative norms and practices that fuel HIV and GBV 
in the community.  

 49% of the respondents reported the presence of such adolescents whilst another 29% 
reported none such adolescents were present with the remaining 23% indicating they 
had no knowledge whether such adolescents were presently active in the communities. 

 Of the respondents that reported the presence adolescents involved in addressing 
negative gender norms and practices, about 39% indicated adolescents were engaging 
community leaders, adults, teachers and other gate keepers on HIV and GBV issues. 
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Household income security 

 The majority of the respondents in the sample (60%) reported no household member 
had been trained on basic business management such as budgeting, record keeping, 
and/or savings in the past 12 months. 

 About 34% of the respondents in the sample indicated informal employment (including 
house maids, cross boarder trading, vending etc.) was their main source of household 
income in the past 12 months.  

 

Key Recommendations 

Knowledge on HIV and SRHR among adolescents (10-24yrs) and adults (25-49yrs) 

 Given the low levels of knowledge of HIV prevention especially amongst younger 
adolescents in the target communities, it is important for the programme to focus HIV 
prevention efforts on Information, Education and Communication (IEC) messages 
customized for young adolescents and adults that promote the use of protection during 
sexual intercourse, limiting the number of sexual partners, abstinence and prevention of 
mother to child transmission.  

 In light of the limited knowledge of SRHR amongst target communities, it is important 
that broader sexual and reproductive health and rights issues be mainstreamed with 
particular efforts to recognize and respond to the socio-cultural factors that deepen 
women and girls vulnerability to HIV infection – especially gender, sex and sexuality 
perspectives. 

 
Uptake of HIV and post GBV services among adolescents (10-24) and women (25-49) 

 It remains important for the programme to support increased coverage of HIV testing and 
post GBV services especially PEP, Counseling and Legal Services in the target 
communities and also strengthening and supporting the role of Village Health Workers 
(VHW), also taking into account the effect of age on HIV messages. Closer attention 
needs to be paid to Norton district which lagged behind in terms of access to HIV testing 
and post GBV services. 

 Given that most GBV cases continue to be reported to the police, it is important for the 
programme to identify areas of support towards the police and judicial system in 
promoting SRHR and gender equality whilst also taking into account the need to 
strengthen local community leaders to coordinate, collaborate and actively engage in 
HIV and GBV prevention initiatives. 

 

Roles and Capacity of Community Leaders to mobilize community members 

 Given the varying importance levels ascribed to the different community leaders, the 
programme needs to strengthen the knowledge and skills of community leaders in 
protecting women and adolescents from HIV and GBV  

 
Perceptions, attitudes and practices of adolescents (10-24), adult men and women 
towards gender norms and practices. 

 Considering that gender inequality norms are still enshrined in the communities and 
mostly in men, it is very important for the project to focus on addressing young women’s 
issues to enable them to participate actively, equally and effectively at the different 
levels of social, educational, economic, political, cultural and civic life.  
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 The programme should also focus on identifying causes of spousal violence, different 
forms of spousal violence, frequency and onset of spousal violence, and promote a 
help-seeking behaviour amongst survivors. This will inadvertently involve strengthening 
the post GBV services available within the communities for effective and efficient 
delivery of HIV and post GBV services. 
 

Capacity of adolescents (10-24), women (25-49) to address negative norms and 
practices that fuel HIV and GBV in their communities 

 Community members engaged in HIV and GBV prevention initiatives will continue to 
require special training to strengthen their knowledge and skills base in advocating for 
the protection of adolescents and women’s rights. It is therefore important for the 
programme to identify and recognize the presence and roles played by these women 
and adolescents in addressing HIV and GBV in order to effectively complement and 
support their advocacy role. 

 

Household income security 

 It will be important for the project to advocate for integrated livelihood and employment 

programmes targeting young adolescents to improve their livelihood skills and provide 

seed money for income generating projects in order for the programme to have 

meaningful impact on the livelihoods of the young people.  

 In addition, the programme should consider taking into account special considerations 

to ensure factors inhibiting access to education for all within the target communities are 

effectively addressed.  
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1. BACKGROUND 

1.1 Introduction 

SAfAIDS’ partnership with Irish Aid has continued to strengthen over the years towards 
collaborative responses on developmental challenges, not only in Zimbabwe, but in the 
region. From 2014 to 2015, SAfAIDS, with support from Irish Aid Zimbabwe, rolled-out two 
responses: (i) Capacity strengthening through organizational development for NGOs and 
Irish Aid partners working in health and livelihoods; and (ii) Promoting HIV prevention, and 
access to HIV testing services, by women and young people, through the “I Know 
Campaign”.  Meanwhile, between June 2013 and July 2014, and July 2014 – June 2015, 
SAfAIDS South Africa received support from Irish Aid South Africa, to provide technical 
support to Irish Aid implementing partners in Limpopo Province, towards strengthening 
knowledge levels and skills in engaging traditional leadership within an integrated GBV, HIV 
and TB prevention response. In the second phase of support, SAfAIDS built on gains made 
in strengthening the capacity of CBOs and local leadership they work with, to advocate and 
mobilize for access to integrated GBV, HIV and TB services for community members, 
including key populations. In the current work being done with Irish Aid South Africa support, 
SAfAIDS is expanding on these past interventions to engage young people – and reduce 
their risks and vulnerabilities within the GBV, HIV and TB prevention agenda; and scale-up 
engagement of a wider pool of local leadership as champions in this regard. This project 
builds on healthy and effective collaborative efforts with Irish Aid in the recent past. 

1.2 Overview of the Integrated Response to HIV & GBV Prevention through Community Resilience 

Building in Zimbabwe Project 

 
The project targets five districts namely, Bubi, Mutare Rural, Mberengwa, Norton and 
Chiredzi. SAfAIDS is partnering with 5 CBOs (DOMCCP in Mutare Rural, Bekezela in Bubi, 
Fact Chiredzi in Chiredzi, Betseranai in Mberengwa and Chegutu to reach hard to reach 
project targeted populations. The project mainly focuses on HIV, GBV as well as gender 
norms. Under the gender norms theme, the project will address harmful cultural practices 
and empower women and men to engage meaningfully in community efforts to address GBV 
and HIV. The project will also implement community-based interventions targeting women 
and young women, OVC and young people in- and-out-of-school, as well as PLHIV and 
men.  
 
The goal of the project is to contribute to the reduction of HIV, and GBV as a major human 
rights violation impacting negatively on people’s health, wellbeing and livelihoods, in 
Zimbabwe, by 2020 through the attainment of the following specific project objectives; 
1. Strengthen the Capacity of 5 local organisations (NGOs) in governance and leadership; 

resource mobilization and financial management; and design and implementation of 
effective HIV and GBV projects in Zimbabwe, by 2016 

2. Strengthen the Capacity of 250 Religious and 250 traditional leaders to mobilize 
communities on prevention of HIV & GBV and promotion of access to essential health & 
social protection services by women and young people, in Zimbabwe by 2016 

3. Enhance the Capacity of 180 Young People and OVC (10-24 yrs) in and out of school; 
and 100 women (25-49 years) to champion positive gender norms and practices that 
reduce HIV & GBV, in Zimbabwe by 2016 

4. Support livelihoods projects within 50 households that reduce hunger and poverty, 
empower women and PLHIV, retain OVC in school and build resilience at household 
level, in Zimbabwe by 2016 
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Targets and Beneficiaries  

The project’s Primary Target and Beneficiaries includes (a) 1,000 adolescent girls and 
boys (10–,14 years) in schools, (b) 2,000 young people (15 - 24 years) in-schools who 
include youth from youth/child-headed households, living with HIV, or out-of-schools and at 
risk or vulnerable youth, either through early marriage, living with HIV, engaged in 
transactional sex, or in informal work for survival; (c )  2,000 women (25-49 years) and 500 
men 25-49 years)  from farming and mining settlements, and hard-to-reach areas. Ultimately 
the project will benefit at least 5,500 people directly and another 2,000 indirectly. The 
Secondary Targets include 500 traditional and religious leaders and 200 local assets 
(service providers, government officials, teachers, parents/guardians and care givers) in the 
project areas. 

 

Key Project Outcome Indicators  

Below are the main indicators of this project; 

 % of people tested and received their HIV results in the past 12 months 

 % of interviewed people with comprehensive knowledge on HIV prevention 

 % of interviewed people demonstrating comprehensive and correct knowledge on 
SRH and Rights of women and girls 

 % of households reporting increase in household income in the past 12 months  

 % of households demonstrating knowledge and skills on basic business 
management 

 Proportion of supported CSOs with improved organizational capacity 
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2. BASELINE ASSESSMENT 

2.1 Purpose of the Baseline Assessment 

The main purpose of the study is to build a robust information base for the project that will 
provide a strong basis for monitoring and evaluation through establishment of baseline 
values for core project outcome indicators detailed in the project Performance Monitoring 
Plan.   The baseline assessment will also be used to generate more information to inform 
and refine project activities and implementation strategies.  

2.2 Specific Objectives of the Baseline Assessment 

 Specific objectives of the exercise were to: 

 Establish organizational capacity of 5 project implementing partners  

 Establish knowledge on HIV and SRHR among adolescents aged 10 – 24 years and 
adults aged 25 – 49 years 

 Determine uptake of HIV and post GBV services among adolescents (10-24 years) 
and women aged 25-49 years 

 Establish, the roles and capacity (knowledge, skills, and competence) of community 
leaders to mobilize community members to; 1) access and uptake HIV services and 
2) address sociocultural and gender norms that fuel HIV and GBV in their 
communities 

 Determine perceptions, attitudes and practices of adolescents (10 -24 years) and 
adult men and women (24 – 49 years) towards gender norms and practices 

 Determine the capacity of adolescents (10-24 years), women (25 – 49 years) to 
address negative norms and practices that fuel HIV and GBV in their communities 

 Establish household income security 
Based on the above baseline assessment objectives; the assessment focused on 4 key 
variables; 1) Organizational capacity; 2) HIV and GBV prevention; 3) Gender norms and 4) 
Livelihoods 
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3. METHODOLOGY 

3.1 Sampling Design 

Both qualitative and quantitative methods were used for data collection. This was useful in 
gathering rich information on indicators in questions. Qualitative (Focus Group and Key 
Informants) helped offer narrative explanations of some quantitative variables asked in the 
community. Whilst the project targets 5 districts namely Mberengwa (Midlands), Bubi 
(Matabeleland North), Mutare Rural (Manicaland), Chiredzi (Masvingo) and Chegutu Rural 
(Mashonaland West), data collection took place in Mberengwa, Norton and Bubi districts.  

3.2 Sample size 

The sample size was selected to be a tenth of the actual phase target (4 500) meaning 
about 450 individual interviews.  Adult men and women, young people and adolescents were 
all included in the sample. The sample was distributed according to the population estimates 
within the selected districts. The baseline sample deliberately targeted more (90% boys and 
girls) young people between age (10-24) and 10% were adult women and men. For young 
people; 46% were boys and 54% were girls while among adults 47% and 53% were men 
and women respectively. A total of 463 individual interviews were conducted. Key informant 
interviews were held with 25 community leaders whilst 15 FGDs were conducted across the 
3 Districts. Table 1 shows the distribution of the survey sample by age group and district. 
Table 1: Sample size for Individual interviews (One on One Interviews) 

District Age Group 

10—14 15-19 20-24 25-49 Total 

Bubi 40 62 67 19 188 

Mberengwa 36 68 61 20 185 

Norton 19 32 31 8 90 

Total 95 162 159 47 463 

 

3.3 Data Collection Methods 

Both qualitative and quantitative data were collected in this assessment. 

3.3.1 Qualitative Methods 

Focus Group Discussions 

FGDs were conducted with traditional leaders, adult men and women aged 25-49 years, 
adolescent boys and girls (15 -24 years), and in-depth interviews with key informants (chief, 
support group leaders, CBOs staff, and District level stakeholders. In the selected districts, 
the following FGDs were conducted per District; 1 FGD 15-24 years’ adolescent girls and 
young women; 1 FGD 15-24 years’ adolescent boys and young men; 1 FGD for adult men 
25+; 1 FGD for adult women 25+; and 1 FGD for community leaders. 

 

Key informant interviews  

The key informants included key persons such as the representatives of youth and or 
women CBOs operating in the areas, health care workers and community leaders. These 
interviews were of greater purpose in that they helped inform views, thoughts and 
knowledge of the gatekeepers on HIV and GBV prevention issues.  Fifteen (15) key 
informants were interviewed across the 3 Districts. 
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Organizational Capacity Assessment  

An organizational capacity assessment tool was administered to all the 5 project 
implementing partners to identify their organizational capacity development needs. The tool 
focused mostly on governance and leadership; resource mobilization and financial 
management, project management and monitoring and evaluation organizational 
development domain areas. 

3.3.2 Quantitative data collection methods 

One on One Interview 

The survey questionnaire worked hand in hand with the FGD in collecting baseline data. The 
questionnaire was used as a main tool in data collection and the focus groups were then 
used to confirm and expand some of the topical issues coming out of the individual 
interviews. This was possible through conducting end of day reviews highlighting challenges 
faced and sharing experiences. The survey questionnaire was administered to adolescents, 
young adults and adult women and men. For respondents below 18, consent was sought 
from the parent or guardian as well as from the respondent. A total of 463 individuals were 
interviewed. 

3.5 Data Analysis 

The Statistical Product Services and Solutions (SPSS) software was used to analyze 
quantitative data while qualitative data was manually categorized into themes, also informed 
by the objectives of the assessment, with all information fitting under each classified theme 
accordingly.  Relevant statistical tests like the Chi-Square were employed to test for 
significance of relationships and associations amongst assessment variables. Results of 
frequencies and cross tabulations generated in the analysis were exported to MS-Excel for 
tabular and graphical presentation. The main findings of the baseline assessment are 
presented in the sections that follow. 



17 

 

4. FINDINGS 

 
This section presents the main findings of the baseline assessment. Firstly, the background 
characteristics of the assessment respondents are presented followed by key findings on 
knowledge of HIV and SRHR among adolescents (10-24yrs) and adults (25-49yrs). Findings 
on the uptake of HIV and GBV services among adolescents (10-24yrs) and women (25-
49yrs) are presented next followed by an assessment of the roles and capacity of 
community leaders to mobilize community members to address gender norms and access 
HIV and GBV services. Findings on the perceptions, attitudes and practices of adolescents 
towards gender norms and practices are presented next followed by an evaluation of the 
capacity of adolescents and women to address negative norms and practices that fuel HIV 
and GBV in communities. The chapter concludes with findings on household income 
security. 

A. Background Characteristics 

Table 2: Distribution of survey sample across Districts, by age and sex of respondents 

Age (Years) Bubi Norton Mberengwa Total 

%M %F %M %F %M %F %M %F 

10 - 14 21.3 21.2 17.1 24.5 22.6 16.8 21.0 20.1 

15 - 19 31.5 34.3 39.0 32.7 38.1 35.6 35.5 34.5 

20 - 24 37.1 34.3 36.6 32.7 27.4 37.6 33.2 35.3 

25 - 49 10.1 10.1 7.3 10.2 11.9 9.9 10.3 10.0 

Total (%) 100 100 100 100 100 100 100 100 

Total (N) 89 99 41 49 84 101 214 249 

 

Table 2 shows the distribution of the assessment sample by age and sex of respondents 
across the survey districts. In the total sample (N=463), females constituted 54% whilst 
males made up the remaining 46%. Of all males (men and boys) interviewed the highest 
proportion of respondents were in the 15-19yrs (36%) and 20-24yrs (33%) age categories. 
This pattern was also consistent with female respondents whereby 20-24yrs (35%) and 15-
19yrs (35%) age categories formed the majority of female respondents. About 21% and 20% 
of males and females interviewed respectively belonged to the 10-14yrs age group. The 
least proportion of respondents was drawn from adults aged 25-49 years for both males 
(10%) and females (10%). The age and sex distribution of the survey respondents was 
consistent across the three target districts.  
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Figure 1: Sex distribution of survey respondents, by District 

 

Figure 1 shows the sex distribution of survey respondents across the three districts. The 
majority of the survey respondents in Bubi (53%), Mberengwa (55%) and Norton (54%) were 
female. Males comprised 47%, 45% and 46% of survey respondents in Bubi, Mberengwa 
and Norton districts respectively. Figure 2 shows the marital status of survey respondents, 

by district. 
 

Figure 2: Marital status of respondents, by District 
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In the total sample, about 70% of the respondents have never married. This trend was 
consistent across the three districts. About 24% of the survey respondents indicated being 
married. The proportion of respondents indicating being married was relatively higher in Bubi 
(27%) and Mberengwa (27%) compared to Norton (14%). Disaggregating by sex, there were 
relatively higher proportions of males (77%) than females (65%) who have never married, 
whilst conversely more females (29%) than males (19%) were married. The difference in the 
marital status between males and females was statistically significant (p <0.01).  
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Figure 3: Parental status for adolescents not married 

 

Of the adolescents never married, about 48% reported both parents alive and still married. 
These proportions were relatively higher in Mberengwa (58%) than Bubi (42%) and Norton 
(41%). Another 21% of the never married adolescents reported mother only alive whilst 
another 10% reported both parents deceased and 4%, father only alive. The trend was 
generally consistent across the three districts as the differences across the districts were not 
statistically significant (p=0.07). Disaggregated by sex, there were similar proportions of 
male (48%) and female (48%) adolescents reporting both parents alive and still married.  
 

Figure 4: Head of household living with adolescents not married 

 

Figure 4 shows the head of household living with adolescents (10-24 years) not married. In 
the total sample, amongst the never married adolescents, 38% reported living with both 
parents with these proportions being significantly higher in Mberengwa (50%) compared to 
Norton (34%) and Bubi (28%). Another 24% of the never married adolescents reported living 
with mother only. These proportions were evenly distributed across the three districts. 
Another 17% of the adolescents in the total sample reported living with the grandparents. 
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Bubi (28%) had a significantly higher proportion of adolescents living with grandparents 
compared to Norton (7%) and Mberengwa (12%). On the other hand, Norton (13%) had 
relatively higher proportions of adolescents living with other relatives compared to Bubi (7%) 
and Mberengwa (6%). The differences in the living arrangements of adolescents across the 
Districts were statistically significant (Χ2 = 42.1, DF=16, N=326, p<0.01). Disaggregated by 
sex, about 36% and 40% of male and female adolescents respectively were living with both 
parents. The difference in the living arrangements between the sexes was not statistically 
significant.  
 
Table 3: Religion of respondents 

  Bubi 
 (n=188) 

Norton  
(n=90) 

Mberengwa 
(n=185) 

Total  
(N=463) 

None 9.6% 5.6% 1.6% 5.6% 

Christian 89.9% 90.0% 88.6% 89.4% 

Muslim 0.5% 2.2% 0.5% 0.9% 

African Traditional Religion 0.0% 2.2% 9.2% 4.1% 

Total 100.0% 100.0% 100.0% 100.0% 

Table 3 shows the religious background of the survey respondents. In the total sample, the 
majority of the respondents (89%) indicated being Christian. The Christianity religion 
dominated across all three districts. On the other hand, Mberengwa (9%) had a relatively 
higher proportion of respondents that belonged to the African Traditional Religion whilst Bubi 
had relatively higher proportions of respondents with ‘no’ expressed religion. The differences 
in the religion of respondents across the districts were statistically significant (Χ2 = 33.1, 
DF=6, N=463, p<0.01). Disaggregated by sex, a significantly higher proportion of males 
(11%) than females (1%) reported having no religion. On the other hand, significantly higher 
proportions of females (96%) than males (82%) reported being Christians whilst another 6% 
of males compared to 2% females reported belonging to the African Traditional Religion. 
The differences in religion between the sexes were statistically significant (p<0.01).  

 
Figure 5: Highest level of education of respondents 

 

Figure 5 shows the level of education of respondents. In the total sample, about 39% of the 
respondents indicated currently in school whilst another 21% and 35% reported Primary and 
Secondary school levels respectively. In the total sample only 2% of the respondents have 
attained Certificate level whilst 1% has attained Diploma and another 1% Degree level. 
Another 1% of the respondents indicated they never went to school. There were no 
statistical differences in education level between the two sexes (p=0.74) 
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Knowledge on HIV and SRHR among adolescents (10-24yrs) and adults (25-49yrs) 

 
Figure 6: Comprehensive knowledge of ways HIV can be transmitted, by District 

 

Figure 6 shows the proportion of respondents with comprehensive knowledge of ways in 
which HIV can be transmitted, by district. In the total sample, about 24% of the respondents 
were able to identify three or more correct ways in which HIV can be transmitted. Norton, 
however, had significantly lower proportions of respondents (13%) able to identify three or 
more correct ways of HIV transmission and also had the highest proportions of respondents 
(12%) who were unable to identify a single correct method of HIV transmission. The majority 
of the respondents in the survey (43%) were able to identify two correct methods of HIV 
transmission. This was more pronounced in Bubi (52%). The differences across the districts 
were statistically significant (Χ2 =45.8, N=463, DF=6, p<0.01). In Chiredzi, the majority of the 
respondents (76%) identified less than three correct methods of HIV transmission. 
 
Figure 7: Comprehensive knowledge of ways in which HIV can be transmitted, by age 

 

Figure 7 shows comprehensive knowledge of HIV transmission, disaggregated by age group 
of respondents. There were significantly higher proportions of respondents aged 20-24 years 
(37%) and 25-49 years (26%) than respondents aged 10-14 years (12%) and 15-19 years 
(17%) that demonstrated comprehensive knowledge of ways in which HIV can be 
transmitted. Conversely, significantly higher proportions of adolescents aged 10-14 years 
(47%) and 15-19 years (28%) compared to adolescents aged 20-24 years (18%) were able 
to identify only one correct method of HIV transmission. The results show that age group of 
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respondent was associated with knowledge levels on HIV transmission methods (Χ2 =51.2, 
N=463, DF=9, p<0.01). Adults (25-49 years) and adolescents aged 20-24 years showed 
better knowledge of HIV transmission methods than adolescents aged 10-19 years. There 
was no significant difference in comprehensive knowledge of HIV transmission methods 
between male (23%) and female (24%) respondents. Disaggregated by education level, it 
was observed that only 13% of respondents in Primary school level compared to 29% in 
Secondary school and 55% at Certificate level demonstrated comprehensive knowledge of 
HIV transmission methods. Education level of respondent was associated with 
comprehensive knowledge of HIV transmission (Χ2 =53.2, N=463, DF=18, p<0.01). Table 4 
shows the ways identified by respondents in which HIV can be transmitted. 
 
Table 4: Ways in which HIV can be transmitted known by respondents, disaggregated 

by District 

  Bubi Norton Mberengwa Total P-Value (N=463) 

Unprotected sex with person living 
with HIV 

94.7% 78.9% 85.4% 87.9% 0.01 

Sharing ‘contaminated’ sharp 
objects 

73.9% 54.4% 43.2% 57.9% 0.01 

Mother to child  transmission at 
birth 

22.3% 10.0% 23.8% 20.5% 0.02 

Transmission of HIV breast feeding 12.8% 2.2% 12.4% 10.6% 0.02 

Injecting Drug Use 1.6% 1.1% 2.7% 1.9% 0.60 

Blood Transfusion 10.1% 13.3% 16.8% 13.4% 0.16 

"Other" 1.6% 3.3% 1.1% 1.7% 0.39 

 
In the total sample, the majority of the respondents (88%) indicated having unprotected sex 
with person living with HIV as a method of HIV transmission. These proportions were 
significantly higher in Mutare Rural (99%), Bubi (95%) and Mberengwa (85%) than Norton 
(78%). Another 58% of respondents in the total sample also mentioned sharing 
‘contaminated’ sharp objects can transmit HIV. Mutare (97%) and Bubi (74%) again had the 
highest proportions of respondents identifying this method of HIV transmission with 
Mberengwa having the least proportions (43%). The differences across the districts were 
statistically significant (p<0.01). In the total sample, only 21% of the respondents identified 
mother-to-child transmission at birth, with Norton (10%) having significantly lower 
proportions of respondents correctly identifying this method of HIV transmission. 
Transmission of HIV during breast feeding was identified by only 11% of the respondents 
whilst another 13% also mentioned transmission through blood transfusion. Other 
transmission methods identified include injecting drug use (2%) and “other methods” (2%).  
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Table 5: Ways in which HIV can be transmitted known by respondents, disaggregated 

by Age 

  10-14 15-19 20-24 25-49 Total P-Value (N=463) 

Unprotected sex with person 
living with HIV 

73.7% 85.8% 96.9% 93.6% 87.9% 0.01 

Sharing ‘contaminated’ sharp 
objects 

49.5% 62.3% 59.7% 53.2% 57.9% 0.19 

Mother to child  transmission at 
birth 

14.7% 16.7% 26.4% 25.5% 20.5% 0.05 

Transmission of HIV breast 
feeding 

3.2% 4.9% 19.5% 14.9% 10.6% 0.01 

Injecting Drug Use 1.1% 1.9% 1.9% 4.3% 1.9% 0.63 

Blood Transfusion 5.3% 14.8% 15.2% 19.1% 13.4% 0.05 

"Other" 3.2% 1.9% .6% 2.1% 1.7% 0.51 

Table 5 shows ways in which HIV can be transmitted, disaggregated by age group of 
respondents. There were relatively higher proportions of adolescents aged 20-24 years 
(97%) than adults aged 25-49 years (88%), adolescents aged 15-19 years (86%) and 10-14 
years (74%) who identified unprotected sex with person living with HIV as a method of 
transmitting HIV. The differences were statistically significant (p=0.01). Across the four age 
categories, between 50%- 62% of the respondents identified sharing ‘contaminated’ sharp 
objects. Mother to child transmission at birth was more commonly identified by adolescents 
20-24 years (26%) and adults 25-49 years (26%) compared to 15% and 17% of adolescents 
aged 10-14 years and 15-19 years respectively. The differences were statistically significant 
(p=0.05). Similarly, transmission of HIV through breast feeding was more commonly 
identified by adolescents aged 20-24 years (20%) and adults 25-49 years (15%) compared 
to adolescents aged 10-14 years (3%) and 15-19 years (5%), with the differences being 
statistically significant (p<0.01). Blood transfusion as a method of HIV transmission was only 
identified by 5% of adolescents aged 10-14 years compared to 15% of adolescents aged 15-
24 years and 19% of adults (25-49 years). Generally, young adolescents 10-14 years and 
15-19 years showed limited knowledge of HIV transmission methods compared to their older 
counterparts.  
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Figure 8: Comprehensive knowledge of ways in which HIV can be prevented, by 

District 

 

Figure 8 shows comprehensive knowledge of ways in which HIV can be prevented. In the 
total sample, only about 16% of the respondents were able to identify three or more correct 
ways of preventing the spread of HIV. These proportions were significantly lower in Norton 
(3%) compared to Mberengwa (15%) and Bubi (22%). Norton on the other hand had 
significantly higher proportions of respondents (15%) than Bubi (4%) and Mberengwa (3%) 
that were not able to identify a single correct method of HIV prevention. The majority of the 
survey respondents (40%) were able to identify only one correct method with another 38% 
identifying two correct methods of HIV prevention. The differences across the districts were 
statistically significant showing that Norton was the worst affected whilst Bubi had the best 
disposition (Χ2 =51.5, N=463, DF=9, p<0.01).  
 
Figure 9: Comprehensive knowledge of ways in which HIV can be prevented, by Age 

 

Figure 9 shows comprehensive knowledge of HIV prevention, disaggregated by age group. 
There were relatively higher proportions of adolescents aged 20-24 years (28%) and adults 
25-49 years (17%) than adolescents aged 15-19 years (10%) and 10-14 years (4%) that 
demonstrated comprehensive knowledge of ways in which HIV can be prevented. On the 
other hand relatively higher proportions of adolescents aged 10-14 years (14%) compared 
with the other age groups were not able to identify a single correct method of HIV 
prevention. The 10-14 years age category also had the highest proportion of respondents 
(54%) that only knew one correct way to prevent HIV transmission. The differences across 
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the age categories were statistically significant (p<0.01). The results show young 
adolescents (10-19 years) had limited comprehensive knowledge of preventing HIV 
transmission compared to their older counterparts and adults (25-49 years).  
 

Table 6: Ways in which HIV can be prevented known by respondents, by District 

  Bubi Norton Mberengwa Total P-Value 
(N=463) 

Abstinence 60.1% 36.7% 62.2% 56.4% 0.01 

Get tested and know your partner’s HIV 
status 

21.8% 8.9% 22.2% 19.4% 0.02 

Correct and consistent use of protection 66.0% 54.4% 54.1% 59.0% 0.04 

Limit multiple concurrent sexual partners 16.0% 6.7% 6.5% 10.4% 0.01 

Seek early treatment of STIs 1.1% 1.1% 3.2% 1.9% 0.25 

Prevention of Mother to Child 
Transmission 

11.7% 0.0% 13.5% 10.2% 0.01 

Treatment as prevention 6.9% 0.0% 1.1% 3.2% 0.01 

PrEP 0.0% 0.0% 0.0% 0.0% n/a 

PEP 3.2% 3.3% 1.1% 2.4% 0.33 

Other 4.8% 6.7% 1.1% 3.7% 0.04 

 
Table 6 shows the ways identified by respondents in which HIV can be prevented. The 
majority of the respondents in the total sample (59%) identified correct and consistent use of 
protection to prevent HIV transmission. These proportions were siginficantly higher in Bubi 
(66%) than Norton (54%) and Mberengwa (54%), (p=0.04). About 56% of respondents in the 
total sample also identified abstinence as a method of preventing HIV spread with these 
proportions being significantly higher in Bubi (60%) and Mberengwa (62%) compared to 
37% in Norton (p<0.01). Another 19% of respondents in the total sample identified getting 
tested and knowing partner’s HIV status. Norton, however, had significantly lower 
proportions (9%) than Bubi (22%) and Mberengwa (22%) that identified this method 
(p=0.02). The results show that generally lacked comprehensive knowledge to prevent HIV 
spread with respondents from Norton being the worst affected.  
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Table 7: Ways in which HIV can be prevented known by respondents, by Age 

  10-14 15-19 20-24 25-49 Total P-Value 
(N=463) 

Abstinence 51.6% 59.3% 58.5% 48.9% 56.4% 0.43 

Get tested and know your partner’s HIV status 6.3% 11.7% 34.6% 21.3% 19.4% 0.01 

Correct and consistent use of protection 44.2% 56.2% 66.0% 74.5% 59.0% 0.01 

Limit multiple concurrent sexual partners 3.2% 8.6% 13.8% 19.1% 10.4% 0.01 

Seek early treatment of STIs 2.1% .6% 1.9% 6.4% 1.9% 0.09 

Prevention of Mother to Child Transmission 3.2% 12.3% 12.6% 8.5% 10.2% 0.07 

Treatment as prevention 3.2% 1.2% 6.3% 0.0% 3.2% 0.04 

PrEP 0.0% 0.0% 0.0% 0.0% 0.0% n/a 

PEP 4.2% 1.2% 2.5% 2.1% 2.4% 0.51 

Other 7.4% 3.7% 1.3% 4.3% 3.7% 0.09 

Table 7 shows the ways identified by respondents in which HIV spread can be prevented, 
disaggregated by age group.The proportion of respondents that identified abstinence as a 
way of preventing HIV did not differ significantly across the four age categories (52% for 10-
14; 59% for 15-19 and 20-24; and 49% for 25-49 years). On the other hand, correct and 
consistent use of protection to prevent HIV was more commonly known by the 25-49 years 
(75%) and adolescents 20-24 years (66%) compared to 56% and 44% of adolescents aged 
15-19 years and 10-14 years respectively (p<0.01). There were also relatively higher 
proportions of adolescents aged 20-24 years (35%) and adults 25-49 years (21%) than 
young adolescents aged 10-14 (6%) and 15-19 (12%) that identified getting tested and 
knowing partner’s HIV status as a preventive method to the spread of HIV. The results 
generally show limited comprehensive knowledge of HIV preventive methods in the target 
communities, with the younger age groups being the most affected.  
 

Figure 10: Comprehensive knowledge of sexual reproductive health rights, by District 
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Figure 10 shows comprehensive knowledge of sexual reproductive health rights. In the total 
sample, only 17% of the respondents were able to identify three or more sexual reproductive 
rights. These proportions were significanly higher in Mberengwa (30%) than Bubi (11%), 
Chiredzi (8%) and Norton (1%). Another 37% of respondents were able to identify only one 
correct sexual reproductive health, with these proportions being relatively higher in 
Mberengwa (39%) and Bubi (39%) than Norton (30%). Norton on the other hand had a 
significantly higher proportion (68%) of respondents who failed to identify a single sexual 
reproductive health right followed by Bubi (34%). The differences across districts in 
comprehensive knowledge of sexual reproductive health rights were statistically significant 
(Χ2 =118.8, N=461, DF=6, p<0.01). The results generally show limited knowledge of sexual 
reproductive health rights in the target districts, with Norton being the most affected district.  
 

Figure 11: Comprehensive knowledge of sexual reproductive health rights, by Age 

 

Figure 11 shows comprehensive knowledge of sexual reproductive health rights 
disaggregated by age group. There were relatively higher proportions of adults aged 25-49 
years (28%) and adolescents 20-24 years (21%) than adolescents aged 15-19 years (16%) 
and 10-14 years (7%) who demonstrated comprehensive knowledge of sexual reproductive 
health rights. The differences were statistically significant (p=0.04). The majority of 
adolescents aged 10-14 years (50%) were able to identify only one correct right compared to 
34%, 35% and 32% of respondents aged 15-19, 20-24 and 25-49 years respectively. The 
results show comprehensive knowledge of sexual reproductive health rights was limited 
especially amongst young adolescents (10-19 years). 
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Uptake of HIV and post GBV services among adolescents (10-24) and women (25-49) 

 

Figure 12: Respondents who know in the community where to receive HIV testing 

services, by District 

 

Figure 12 shows the respondents who demonstrated knowledge of a place in the community 
where to receive HIV testing services. In the total sample, the majority of the respondents 
(94%) knew a place in the community where to get HIV testing services. These proportions 
were however relatively lower in Norton (86%) compared to Bubi (98%) and Mberengwa 
(92%). The differences were statistically significant (p<0.01). Figure 13 shows knowledge of 
place where to receive HIV testing services disaggregated by age group of respondents. 
 

Figure 13: Respondents who know in the community where to receive HIV testing 

services, by Age 

 

There were relatively higher proportions of respondents aged 15-19 years (94%), 20-24 
years (98%) and 25-49 years (94%) than young adolescents aged 10-14 years (85%) that 
demonstrated knowledge of a place in the community where to receive HIV testing services. 
The differences were statistically significant (Χ2 =14.8, N=460, DF=3, p<0.01). The results 
show younger adolescents (10-14 years) were less likely to know where to receive HIV 
testing services compared to older adolescents (15-24 years) and adults (25-49 years).  
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Figure 14: Respondents who know in the community where to receive ART services, 

by District 

 

Figure 14 shows knowledge of a place to receive ART services in the community. In the total 
sample, the majority of the respondents (84%) showed knowledge of a place in the 
community where someone could receive ART services. These proportions were 
significantly higher in Bubi (90%) than Norton (74%) and Mberengwa (83%). Norton (26%) 
and Mberengwa (17%) on the other hand had relatively higher proportions of respondents 
who did not know where to get ART services in the community. The differences were 
statistically significant (Χ2 =12.5, N=458, DF=2, p<0.01).  
 
Figure 15: Respondents who know in the community where to receive ART services, 

by Age 

 

Figure 15 shows respondents who demonstrated knowledge where to receive ART services 
in the community, disaggregated by age group. There were relatively higher proportions of 
adolescents aged 15-19 (89%), 20-24 (87%) and adults 25-49 (85%) than adolescents aged 
10-14 years (71%) that demonstrated knowledge of a place in the community where to 
receive ART services. Conversely, a significantly higher proportion of adolescents aged 10-
14 years (29%) compared to adolescents aged 15-19 (11%); 20-24 (13%) and adults 25-49 
(15%) did not know any place in the community where to receive ART services. The 
differences across age groups were statistically significant (Χ2 =16.4, N=458, DF=3, p<0.01). 
Figure 16 shows the respondents that have tested for HIV. 
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Figure 16: Respondents who have tested for HIV, by District 

 

In the total sample, about 33% of the respondents have never been tested for HIV. These 
proportions were similar across the three districts and estimated to be 33% in Bubi and 32% 
apiece in Norton and Mberengwa. About 37% of respondents in the survey reported testing 
for HIV 6 months ago, with these proportions being relatively higher in Mberengwa (43%) 
compared to Norton (33%) and Bubi (34%). The differences across the districts were 
however not statistically significant (Χ2 =15.6, N=462, DF=10, p=0.11). Generally, the results 
show that about one third of the target communities have never been tested for HIV whilst 
another third of the communities have recently been tested for HIV.  
 

Figure 17: Respondents who tested for HIV, by Age 

 

Figure 17 shows the respondents who have been tested for HIV disaggregated by age 
group. The majority of adolescents aged 10-14 years (56%) and 15-19 years (42%) have 
never been tested for HIV compared to only 15% and 13% of adolescents aged 20-24 years 
and adults 25-49 years respectively that have never been tested for HIV. On the other hand 
the majority of adolescents aged 20-24 years (53%) and adults 25-49 years (49%) reported 
being tested for HIV in the past 6 months compared to 17% and 30% of adolescents aged 
10-14 years and 15-19 years respectively. The results show age was associated with HIV 
testing behaviour amongst respondents, with older adolescents and adults more likely to 
have been tested for HIV.  
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Figure 18: What motivated respondents to get tested for HIV, by District 

 

Figure 18 shows the motivating factors cited by respondents that tested for HIV. In the total 
sample, there were significantly high proportions of respondents (42%) that were motivated 
by information received from health workers. These proportions were relatively higher in 
Mberengwa (50%) compared to Norton (42%) and Bubi (34%). The second important 
motivating factor was cited as “other reasons1” with the proportions being significantly higher 
in Bubi (34%) and Norton (30%). Information from other individuals (12%) and from social 
workers or community volunteers (11%) were also considered important motivating factors 
for individuals that tested for HIV.  
 
Figure 19: Reasons given for respondents that never tested for HIV in the past 12 months, by District 

 

Figure 19 shows the reasons cited by respondents that never tested for HIV in the past 12 
months. In the total sample, the majority of the respondents that have never tested for HIV in 
the past 12 months (65%) cited one correct reason with Norton having significantly high 
proportions (86%) of respondents citing one correct reason. Bubi on the other hand had 

                                                           
1
 “Other reasons” cited here were unfortunately not capture in the electronic database used in the analysis and such 

remain unspecified in the report. 



32 

 

significantly high proportions of respondents (57%) that cited “other reasons” with another 
21% giving two correct reasons.  
 

Figure 20: Respondents who know in the community organizations involved in GBV or SRHR or gender equality 

interventions, by District 

 

Figure 20 shows knowledge of community organizations involved in GBV and SRHR or 
gender equality interventions. The majority of respondents in the total sample (68%) 
demonstrated knowledge of a community organization involved in GBV or SRHR or gender 
equality interventions. The proportion of respondents demonstrating knowledge of such 
community organizations was however significantly low in Norton (46%) than in Mberengwa 
(70%) and Bubi (77%). Conversely, Norton had significantly high proportions of respondents 
either expressing ignorance (24%) or indicating that such organizations were not present in 
their community (30%).   
 

Figure 21: Respondents who know in the community organizations involved in GBV or SRHR or gender equality 

interventions, by Age 

 

Figure 21 shows knowledge of community organizations involved in GBV or SRHR or 
gender equality interventions disaggregated by age group of respondents. There were 
significantly higher proportions of adults 25-49 years (83%) and adolescents 20-24 years 
(74%) than adolescents 15-19 years (66%) and 10-14 years (56%) that demonstrated 
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knowledge of community organizations involved in GBV or SRHR or gender equality 
interventions. On the contrary, there were relatively higher proportions of adolescents 10-14 
years (33%) and 15-19 years (22%) who did not know if such community organizations were 
present in their communities. The results show age was associated with knowledge of 
community organizations involved in GBV and SRHR or gender equality interventions (Χ2 

=20.8, N=458, DF=6, p=0.002). Younger adolescents were less likely to know of the 
existence of such organizations compared to their older counterparts and adults 25-49 
years.  
 
Figure 22: Respondents who know in community where to access GBV services like Counseling, by District 

 

Figure 22 shows the respondents in the community who demonstrated knowledge of a place 
in the community where to access post GBV services like Counseling. The majority of the 
respondents in the total sample (80%) demonstrated knowledge of a place in the community 
where to access Counseling services, with these proportions being significantly higher in 
Bubi (92%) and Mberengwa (78%) than Norton (60%). On the other hand, a relatively higher 
proportion of respondents in Norton (40%) compared to 22% and 9% in Mberengwa and 
Bubi did not know where to access Counseling services post GBV. Whilst the results differed 
by district, there were no significant differences between male (82%) and female (78%) 
respondents who knew where to access post GBV Counseling services in the community.  
 

Figure 23: Respondents who know in community where to access post GBV services like PEP, by District 

 

Figure 23 shows the respondents that demonstrated knowledge of a place in the community 
where to access post GBV services like PEP. Age and sex were not associated with 
knowledge of such a place providing counseling services. The majority of the respondents in 
the total sample (63%) demonstrated knowledge of a place in the community where to 
access  PEP. Again, these proportions were relatively higher in Bubi (69%) and Mberengwa 
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(62%) than in Norton (50%). Norton on the other hand had relatively higher proportions 
(50%) of respondents who did not know where to access post GBV services like PEP in the 
community. Age (p=0.66) and sex (0.15) of respondents were not associated with 
knowledge of such a place in the community providing PEP services. The differences across 
the districts however were statistically significant (p=0.01).  
 
Figure 24: Respondents who know in community where to access post GBV services like Legal Services, by 

District 

 

Figure 24 shows the respondents who demonstrated knowledge where to access post GBV 
services like Legal Services. The majority of respondents in the total sample (85%) showed 
knowledge of a place in the community where to access post GBV services like Legal 
Services. Again, these proportions were relatively higher in Bubi (92%) and Mberengwa 
(85%) than in Norton (71%). Norton, characteristically, had relatively higher proportions 
(29%) of respondents than Bubi (8%) and Mberengwa (15%) that did not know where to 
access Legal Services after experiencing GBV. Disagregated by age group, about 75% of 
adolescents aged 10-14 years compared to 87% adolescents aged 15-19 years, 89% 
adolescents 20-24 and adults showed knowledge of a place in the community where to 
access legal services post GBV. Age of respondent was associated with knowledge of a 
place in the community where to access legal services after experiencing GBV (p=0.018). 
There were relatively higher proportions of males (90%) than females (82%) who knew 
where to access legal services post GBV. Sex of respondent was also associated with 
knowledge of a place where to access legal services (p=0.012).  
 
Figure 25: Respondents immediate response when physically or sexually abused, by District 
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Figure 25 shows the immediate response taken by respondents when physically or sexually 
abused.The majority of respondents in the total sample (76%) indicated the immediate 
response they would take when physically or sexually abused would be to report to the 
police. These proportions were significantly higher in Mberengwa (89%) than Bubi (69%) 
and Norton (65%). About 12% of the survey respondents indicated they would report to a 
family member when physically or sexually  abused, with these proportions being highest in 
Bubi (20%) and Norton (12%) compared to Mberengwa (5%). Norton (12%) also had 
relatively higher proportions of respondents indicating they would report to someone else 
compared to 4% in Bubi and 2% in Mberengwa. The differences in the reporting behaviours 
across the districts were significant (p<0.01) whilst age (p=0.27), sex (p=0.29) and education 
level (0.73) were all not associated with response options taken by survivors of GBV. 

Roles and Capacity of Community Leaders to mobilize community members 

 
Figure 26: Respondents that think traditional leaders are critical in addressing socio-cultural and gender norms 

that fuel HIV and GBV in communities, by District 

 

In the total sample, about 53% of the respondents expressed traditional leaders were critical 
in addressing socio-cultural and gender norms that fuel HIV and GBV in communities whilst 
another 25% reported they were not important and 22% were not sure. Bubi (75%) had 
siginficantly high proportions of respondents who felt traditional leaders were important in 
the fight for gender equality compared to 31% and 42% in Norton and Mberengwa 
respectively. On the other hand, relatively higher proportions of respondents in Norton (40%) 
and Mberengwa (35%) than Bubi (9%) felt traditional leaders had no important role to play in 
addressing gender inequalities. Similarly, Norton (29%) and Mberengwa (23%) had relatively 
higher proportions of respondents than Bubi (17%) who were not sure whether traditional 
leaders had a role to play in addressing socio-cultural and gender norms that fuel HIV and 
GBV in communities.  
Figure 27: Respondents that think traditional leaders are critical in addressing socio-cultural and gender norms 

that fuel HIV and GBV in communities, by Age 
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Figure 27 shows the respondents views on importance of traditional leaders in adressing 
gender inequalities disaggregated by age group of respondents. The proportion of 
respondents that felt traditional leaders were important in addressing gender inequalities 
increased with age from 45% amongst adolescents aged 10-14 to 48% (15-19); 60% (20-24) 
and 64% in adults 25-49 years. On the other hand, the proportion of respondents that was 
not sure whether traditional leaders were important in addressing socio-cultural and gender 
norms fuelling HIV and GBV decreased with increasing age of respondents. The differences 
across the age categories were statistically significant (Χ2=18.8, N=463, DF=6, p=0.005).  
In FGDs held in Bubi, it was reported that traditional leaders were learned and have the 
authority to mobilize communities when it comes to issues to do with HIV and GBV. As one 
respondent said “our chief always speaks about dangers of GBV and how reckless behavior 
is leading to high prevalence of HIV. Community leaders together with authorities such as 
the police were reported to be campaigning domestic violence and encouraging people to 
report cases of GBV rather than keeping them a private issue. Church leaders have 
encouraged church members to have groups for men, women and youths which speaks 
about HIV thus encouraging sustainable behavior. In Norton religious leaders were 
described as being more knowledgeable because they worked with the community day in 
day out whilst community leaders were reported not being concerned about the welfare of 
people they are now more into politics hence very ignorant of issues such as HIV. 

 

Figure 28: Respondents who reported feeling comfortable talking to some community leaders about HIV and/or 

GBV issues, by District 

 

Figure 28 shows the respondents that reported feeling comfortable talking to some 
community leaders about HIV and/or GBV issues. In the total sample, about 50% of the 
respondents reported feeling comfortable talking to some community leaders about HIV 
and/or GBV issues whilst another 39% reported not being comfortable and the remaining 
11% not sure. Across the districts, Bubi (58%) had relatively higher proportions of 
respondents than Norton (46%) and Mberengwa (44%) that reported being comfortable 
discussing HIV and/or GBV  issues with some community leaders. Norton (51%) and 
Mberengwa (40%) on the other hand had relatively higher proportions of community 
members that reported not being comfortable discussing with community leaders HIV and/or 
GBV issues. The differences across the districts were statistcially signficant (Χ2 =18.8, 
N=463, DF=6, p=0.005).  
Respondents in Mutare Rural indicated that they were free to discuss SRHR and HIV issues 
with teachers (86%) and community leaders (89%) and to a lesser extent with parents 
(67%). 
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Figure 29: Respondents who reported feeling comfortable talking to some community leaders about HIV and/or 

GBV issues, by Age 

 

Figure 29 shows respondents that reported feeling comfortable talking to community leaders 
about HIV issues disaggregated by age group. The proportion of adults 25-49 years (72%) 
and adolescents aged 20-24 years (63%) that reported feeling comfortable talking to 
community leaders was significantly higher compared to younger adolescents aged 15-19 
years (40%) and 10-14 years (36%). On the other hand, there were relatively higher 
proportions of younger adolescents aged 10-14 years (42%) and 15-19 years (49%) than 
adolescents aged 20-24 years (31%) and aduts 25-49 (23%) that expressed discomfort 
about talking to some community leaders about HIV and/or GBV issues. The differences 
across the age groups were statistically significant (p<0.01). Disaggregated by sex, about 
53% of males compared to 47% of females reported being comfortable talking to community 
leaders. The difference was however not statistically significant (p=0.42).  
 

Table 8: Respondents that have ever changed perceptions, attitudes or actions due to positive influence from a 

community leader, by District and Community Leader type 

Community Leader type Bubi Norton Mberengwa Total P-Value (N=463) 

Chief 7.0% 0.0% 24.9% 12.8% 0.01 

Other traditional leaders 26.2% 4.4% 9.7% 15.4% 0.01 

Religious leader 15.4% 22.2% 52.4% 31.5% 0.01 

Wife of traditional leader 5.9% 0.0% 2.2% 3.2% 0.02 

Wife of religious leader 8.0% 3.3% 3.8% 5.4% 0.13 

Political leader 1.6% 5.6% 3.2% 3.0% 0.19 

Other leader 6.4% 2.2% 3.8% 4.5% 0.24 

Table 8 shows the respondents that have ever changed perceptions, attitudes or actions due 
to positive influence from different community leaders. In the total sample, only 13% of 
respondents indicated ever changing perceptions, attitudes or actions due to positive 
influence from the Chief. These proportions were significantly higher in Mberengwa (25%) 
compared to Bubi (7%) and Norton (0%). “Other tradional leaders” reportedly influenced 
changes in about 15% of the total sample, with these proportions being significantly higher in 
Bubi (26%) than Norton (4%) and Mberengwa (10%). About 32% of the total respondents 
indicated changes in perceptions, attitudes or actions due to positive influence from religious 
leaders, with these proportions being signficantly high in Mberengwa (52%) than Norton 
(22%) and Bubi (15%). Other community leaders that were reported to have influenced 
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change in the communities, but to a lesser extent, include wives of traditional leaders (3%), 
wives of religious leaders (5%), political leaders (3%) and “other leaders” (5%).  
 

Table 9: Respondents that have ever changed perceptions, attitudes or actions due to positive influence from a 

community leader, by Age and Community Leader type 

Community Leader type 10-14 15-19 20-24 25-49 Total P-Value (N=462) 

Chief 10.5% 6.2% 18.9% 19.1% 12.8% 0.03 

Other traditional leaders 15.8% 11.8% 17.0% 21.3% 15.4% 0.37 

Religious leader 17.9% 34.6% 36.5% 31.9% 31.5% 0.01 

Wife of traditional leader 1.1% 2.5% 4.4% 6.4% 3.2% 0.27 

Wife of religious leader 5.3% 3.1% 6.3% 10.6% 5.4% 0.22 

Political leader 1.1% 3.1% 3.8% 4.3% 3.0% 0.61 

Other leader 3.2% 6.8% 1.9% 8.5% 4.5% 0.09 

 
Table 9 shows the respondents that ever changed perceptions, attitudes or actions due to 
positive influence from a communit leader, diasggregated by age group.There were 
relatively higher proportions of adolescents aged 20-24 years (19%) and adults 25-49 years 
(19%) than adolescents aged 15-19 years (6%) and 10-14 years (11%) who reported ever 
changing perceptions, attitudes or actions due to positive from the Chief. The proportion of 
respondents indicating ever changing perceptions, attitudes or actions due influence of 
“other traditional leaders” did not differ significantly across the age groups. Influence from 
religious leaders on the other hand resulted in changes in 32%, 37% and 35% of 
respondents aged 25-49, 20-24 and 15-19 years respectively compared to 18% of young 
adolescents 10-14 years. Influence from other community leaders like wives of traditional 
leaders, wives of religious leaders, political leaders and “other leaders” did not differ 
siginficantly across the age groups. Disaggregated by sex, there were relatively more males 
(17%) than females (9%) who reported changes influenced by the Chief (p=0.015). Sex was 
however not associated with influence from religious leaders (p=0.92) and other traditional 
leaders (p=0.29).  
 
Table 10: Respondents reporting community leaders they feel can mobilize communities to address socio-cultural 

and gender norms that fuel HIV and GBV, by District and Community Leader type 

Community Leader type Bubi Norton Mberengwa Total Chi-Square P-
Value (N=463) 

Chief 6.4% 0.0% 42.7% 19.7% 0.01 

Other traditional leaders 41.5% 2.2% 11.4% 21.8% 0.01 

Religious leader 22.3% 14.4% 65.4% 38.0% 0.01 

Wife of traditional leader 7.4% 2.2% 2.7% 4.5% 0.04 

Wife of religious leader 9.0% 3.3% 4.3% 6.0% 0.08 

Political leader 2.7% 17.8% 8.1% 7.8% 0.01 

Other leader 8.5% 7.8% 3.8% 6.5% 0.15 
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Table 10 shows respondents views on which community leaders they feel can mobilize 
communities to address socio-cultural and gender norms that fuel HIV and GBV in the 
communities. In the total sample, about 20% of the respondents indicated the Chief could 
mobilize communities to address socio-cultural and gender norms fuelling HIV and GBV. 
These proportions were however significantly higher in Mberengwa (43%) than Bubi (6%) 
and Norton (0%). Another 22% of respondents in the total sample indicated “other traditional 
leaders”, with these proportions being significantly higher in Bubi (42%) than Norton (2%) 
and Mberengwa (11%). About 38% of the respondents in the survey also identified religious 
leaders as able to mobilize communities to address gender inequalities, with Mberengwa 
(65%) exhibiting significantly high proportions compared to Bubi (22%) and Norton (14%). 
Norton on the other hand had a relatively higher proportion of respondents (18%) than Bubi 
(3%) and Mberengwa (8%) that identified political leaders as being able to mobilize 
communities to address socio-cultural and gender norms that fuel HIV and GBV.  

 

Table 11: Reasons cited for community leaders that can mobilize communities to address socio-cultural and 

gender norms that fuel HIV and GBV, by District 

Reasons Bubi Norton Mberengw
a 

Total P-Value 
(N=322) 

Because of their ascribed power 32.8% 10.3% 51.6% 39.1% 0.01 

Trust worthy 21.1% 10.5% 49.4% 33.5% 0.01 

Good social standing 36.7% 21.1% 25.0% 29.2% 0.05 

They have wealth 3.1% 5.3% 6.4% 5.0% 0.45 

They are sensitive to confidential matters 8.6% 10.5% 1.9% 5.6% 0.02 

They are mature 25.8% 5.3% 10.3% 15.8% 0.01 

Because of their sex .8% 0.0% .6% .6% 0.86 

Their knowledge and skills 43.8% 36.8% 10.3% 26.7% 0.01 

They respect other people 34.6% 15.8% 12.2% 21.5% 0.01 

 
Table 11 shows the reasons cited by respondents for selecting the community leaders that 
can mobilize communities to address HIV and GBV issues. In the total sample, about 39% of 
the respondents indicated their selection of community leaders that could mobilize 
communities was because of power ascribed to the community leaders. These proportions 
were significantly higher in Mberengwa (52%) than Bubi (33%) and Norton (10%) and largely 
referred to Chiefs and Religious Leaders. Another 34% of the total respondents indicated 
trustworthiness of the community leaders with these proportions again being significantly 
higher in Mberengwa (50%) than Bubi (21%) and Norton (11%); and referred to Chiefs and 
Religious Leaders. About 29% of the respondents also highlighted good social standing as a 
reason for selecting community leaders than can mobilize communities in the fight against 
HIV and GBV, with these proportions being relatively higher in Bubi (37%) than Mberengwa 
(25%) and Norton (21%). Knowledge and skills of community leaders was cited by 28% of 
respondents with the proportions being significantly higher in Bubi (44%) and Norton (37%) 
compared to 10% in Mberengwa. Another important aspect highlighted for selecting 
community leaders to mobilize communities was maturity (16%) which was more commonly 
cited in Bubi (26%) compared to Norton (5%) and Mberengwa (10%).  
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Figure 30: Respondents indicating community leaders were doing something to protect adolescents and women 

against GBV and HIV in community, by District 

 

Figure 30 shows the proportion of respondents that reported community leaders were doing 
something to protect adolescents and women against GBV and HIV in the community. In the 
total sample, about 50% of the respondents indicated community leaders were indeed doing 
something to protect adolescents and women against GBV and HIV whilst another 22% 
indicated they were not doing anything and the remaining 28% were not sure if anything was 
being done. Across the districts, there were siginficantly higher proportions of respondents in 
Bubi (64%) than Norton (26%) and Mberengwa (48%) that indicated community leaders 
were taking some action to protect adolescents and women against GBV and HIV in their 
communities. In Chiredzi, 54% of the respondents indicated community leaders were taking 
some action in denouncing gender ineqaulity  norms. On the other hand there were relatively 
higher proportions of respondents in Norton (46%) than Bubi (10%) and Mberengwa (23%) 
that indicated nohting was being done by community leaders to protect adolescents and 
women against GBV and HIV. The differences across the districts were statistically 
significant (Χ2 =52.6, N=459, DF=4, p<0.01). Disaggregated by age group, the proportion of 
respondents that indicated community leaders were taking action to protect adolescents and 
women from GBV increased significantly with increasing age from 40% amongst 
adolescents aged 10-14 years, 49% in 15-19 years, 53% in 20-24 years to 67% in adults 25-
49 years (p=0.004).  Disaggregated by sex, there was no significant difference between 
males (50%) and females (51%) reporting some action was being taken to protect 
adolescents and women from GBV and HIV.  
 

Table 12: Activities reported to be done by community leaders to protect adolescents and women against GBV and 

HIV in the communities, by District 

Activities Bubi Norton Mberengwa Total P-Value (N=229) 

Speaking against abuse of women and girls 
during community meetings 62.5% 47.8% 83.7% 69.0% 0.01 

Raising awareness among community members 
on the rights of women 44.6% 39.1% 57.0% 48.7% 0.14 

Redressing harmful cultural practices in the 
community 16.5% 8.7% 14.0% 14.8% 0.6 

Redressing by-laws that perpetrate abuse of 
women and girls 14.0% 4.3% 3.5% 9.1% 0.02 

Punishing perpetrators of violence in the 
community 46.3% 8.7% 5.8% 27.4% 0.01 

Supporting GBV Survivors 
16.5% 4.3% 8.1% 12.2% 0.09 
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Table 12 shows the activities that are being done by community leaders reported to be 
taking action to protect adolescents and women against GBV and HIV in the community. 
The majority of the respondents (69%) that reported community leaders to be taking some 
action to protect adolescents and women against GBV and HIV indicated community leaders 
were speaking against abuse of women and girls during community meetings. These 
proportions were however significantly lower in Norton (48%) than Bubi (63%) and 
Mberengwa (84%). Another 49% of the respondents indicated community leaders were 
raising awareness among community members on the rights of women, with these 
proportions not being significantly different across the three districts (p=0.14). About 27% of 
the respondents also indicated community leaders were punishing perpetrators of violence 
in the community, a practice more commonly reported in Bubi (46%) than Norton (9%) and 
Mberengwa (6%). Other activities that were reportedly being carried out by community 
leaders to protect adolescents and women from GBV and HIV in the community, albeit to a 
much lesser extent, include redressing harmful cultural practices in the community (15%); 
supporting GBV survivors (12%) and redressing by-laws that perpetrate abuse of women 
and girls (9%).  
 

Figure 31: Respondents indicating to be satisfied with the level of participation by traditional leaders in protecting 

women and girls against GBV and HIV, by District 

 

Figure 31 shows the respondents that reported to be satisfied with the level of participation 
by traditional leaders in protecting women and girls against GBV and HIV. The question on 
level of respondents’ satisfaction with participation of traditional leaders in protecting women 
and girls against GBV and HIV returned “not applicable” in 44% of the total respondents. 
Norton (73%) had significantly higher proportions “not applicable” compared to Bubi (34%) 
and Mberengwa (41%). However, of the remainder, about 32% expressed to be satisfied 
whilst another 13% expressed being very satisfied with the remaining 11% expressing that 
they were not satisfied with level of community leaders’ participation in protecting women 
and girls from GBV and HIV. 
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Perceptions, attitudes and practices of adolescents (10-24), adult men and women towards 

gender norms and practices 

 
Figure 32: Number of gender inequality norms agreed to by respondents, by District 

 

In the total sample, about 49% of the respondents agreed to at least 4 gender inequality 
norms whilst another 39% agreed to between 1 – 3 gender inequality norms, whilst only 12% 
did not agree to any one of the gender inequality norms. Across the districts, about 51% of 
respondents in Bubi compared to 47% and 49% in Norton and Mberengwa respectively 
agreed to at least 4 gender inequality norms. In Mutare Rural, 82% of the respondents 
agreed to at least 4 gender inequality norms. On the other hand, there were relatively higher 
proportions of respondents in Norton (42%) and Mberengwa (44%) than Bubi (32%) that 
agreed to between 1-3 gender inequality norms. Bubi on the other hand had a relatively 
higher proportion of respondents (17%) than Norton (11%) and Mberengwa (7%) that did not 
agree to a single gender inequality norm. The differences in the perceptions towards gender 
inequality norms across the districts were statistically significant (Χ2 =10.7, N=443, DF=4, 
p=0.03). Disaggregated by age, the proportion of respondents that agreed to at least 4 
gender inequality norms was distributed as follows: 39% in 10-14 years; 47% in 15-19 years; 
56% in 20-24 years and 52% in adults 25-49 years. Age was however not associated with 
the perceptions towards gender norms and practices (p=0.137). Disaggregating by sex 
showed significantly higher proportions of males (61%) than females (39%) agreed to at 
least 4 gender inequality norms (p<0.01). 
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Table 13: Gender inequality norms to which respondents agreed to (agree or strongly agree), by District 

Gender inequality norms agreed to Bubi Norton Mberengwa Total 
 P-Value 
(N=463) 

There are times when a girl or woman deserves to 
be beaten by her partner  

22.9% 20.0% 36.2% 27.6% 0.01 

A man (boy) using violence against his wife 
(girlfriend) is a private matter that shouldn’t be 
discussed outside the couple  

29.8% 28.9% 16.2% 24.2% 0.01 

Women who carry condoms on them are easy  41.5% 50.6% 52.7% 47.7% 0.08 

A man(boy) should be outraged if his wife 
(girlfriend) asks him to use a condom  

22.9% 26.7% 39.9% 30.4% 0.01 

A woman/girl should obey her husband/boyfriend 
in all things  

52.7% 34.4% 42.2% 44.9% 0.01 

A man should have the final word on decisions in 
his home  

50.5% 42.2% 23.9% 38.3% 0.01 

Child pledging for appeasing avenging spirits 
(ngozi) is an acceptable act  

19.8% 10.0% 4.3% 11.7% 0.01 

It is acceptable to bully or abuse women or girls 
who put on miniskirt  

18.6% 28.9% 32.4% 26.1% 0.01 

Boys/men are better leaders decision makers than 
girls/women  

33.0% 28.9% 41.8% 35.7% 0.07 

Boys are more valuable than girls  30.3% 21.1% 24.3% 26.1% 0.2 

Boys/men do not cry 19.1% 30.0% 18.6% 21.0% 0.07 

Chiramu is an acceptable practice 6.4% 18.0% 20.2% 14.2% 0.01 

Man/boys can have many sexual partners at the 
same time but women cannot do the same 

26.2% 23.3% 33.3% 28.4% 0.16 

 

Table 13 shows the gender inequality norms to which respondents agreed to (agree or 
strongly agree). A relatively high proportion of residents in Mberengwa (36%) agreed to the 
gender norm that there were times when a girl or woman deserved to be beaten by her 
partner, whilst another 48% of respondents in the total sample agreed to the gender norm 
that women who carry condoms on them are easy. Mberengwa again had a relatively high 
proportion of respondents (40%) that agreed to the gender norm that a man (boy) should be 
outraged if his wife (girlfriend) asks him to use a condom. Bubi on the other hand had 
relatively high proportions of respondents that agreed to gender norms that a woman/girl 
should obey her husband/boyfriend in all things and that a man should have the final word 
on decisions in his home (51%). Mberengwa on the other hand had relatively higher 
proportions of respondents agreeing to the gender norm that it is acceptable to bully or 
abuse women or girls who put on miniskirts and that boys/men are better leaders and 
decision makers than girls/women (42%). About 30% of respondents in Bubi agreed to the 
gender norm that boys are more valuable than girls whilst similar proportions of respondents 
in Norton (30%) agreed to the gender norm that boys do not cry. Another gender inequality 
norm agreed to by one third of respondents in Mberengwa is that man/boys can have many 
sexual partners at the same time but women cannot do the same.  
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Table 14: Men/boys in relationship that have perpetrated acts of GBV at least once in the past 12 months, by 

District 

GBV acts  perpetrated by men/boys Bubi Norton Mberengwa Total  P-Value (N=143) 

Slapped current or previous girlfriend or wife or 
throw something at her which could hurt her 15.7% 20.0% 13.4% 15.4% 0.51 

Push or shove current or previous girlfriend or wife 
23.5% 8.0% 19.4% 18.9% 0.64 

Kick, drag, beat, choke or burn current or previous 
girlfriend or wife 13.7% 4.0% 7.5% 9.1% 0.57 

Physically forced  current or previous girlfriend or 
wife to have sex when she did not want to 17.6% 0.0% 16.4% 14.0% 0.14 

Used threats or intimidation to get current or 
previous partner, girlfriend or wife to have sex when 
she did not want to 

15.7% 0.0% 7.5% 9.1% 0.27 

 
Table 14 shows the proportion of men/boys in a relationship that have perpetrated acts of 
GBV at least once in the past 12 months towards their current or previous partner. In the 
total sample for men/boys only, about 15% of the respondents reported slapping current or 
previous girlfriend/wife or throwing something at her which could hurt her whilst another 19% 
of the men/boys reported pushing or shoving current or previous girlfriend/wife in the past 12 
months. Another 9% of men/boys reported kicking, dragging, beating, choking or burning 
current girlfriend/wife in the past 12 months with equal proportions also reporting using 
threats and intimidation to get current or previous partner, girlfriend or wife to have sex when 
she did not want to. About 14% of the men/boys also reported physically forcing current or 
previous girlfriend or wife to have sex when she did not want to. Across the districts, there 
were no statistically significant differences in the proportion of men/boys that perpetrated the 
different acts of GBV.  
 

Table 15: Women/girls in relationship that have survived the following acts of GBV at least once in the past 12 

months, by District 

GBV acts  survived by women/girls Bubi Norton Mberengwa Total  P-Value (N=143) 

Slapped by current or previous boyfriend or husband or 
something thrown at you 18.6% 35.7% 16.5% 20.3% 0.29 

Pushed or shoved by current or previous boyfriend or 
husband 26.7% 32.1% 24.7% 26.6% 0.63 

Kicked, dragged, beaten, choked or burnt by current or 
previous boyfriend or husband 20.0% 28.6% 11.8% 17.3% 0.46 

Physically forced  by current or previous boyfriend or 
husband to have sex when you did not want to 18.3% 32.1% 15.3% 19.1% 0.17 

Threatened or intimidated by current or previous boyfriend or 
husband to have sex when you did not want to 21.7% 10.7% 12.9% 15.6% 0.05 

 

Table 15 shows women/girls in a relationship that have survived different acts of GBV at 
least once in the past 12 months. In the total sample for women/girls, about 20% reported 
having been slapped or something thrown at them by current or previous boyfriend/husband, 
with these proportions highest in Norton (36%), although the difference across the districts 
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was not statistically significant (p=0.29). Another 27% of the women/girls also reported being 
pushed or shoved by current or previous boyfriend/husband, with Norton again having 
relatively higher proportions (32%) although not significantly different from Bubi (27%) and 
Mberengwa (25%), (p=0.63). Another 32% of women/girls in Norton and 28% of women in 
Mutare Rural reported being physically forced by current or previous boyfriend/husband to 
have sex when they did not want to compared to 18% and 15% in Bubi and Mberengwa 
respectively (p=0.17). 

Capacity of adolescents (10-24), women (25-49) to address negative norms and practices that 

fuel HIV and GBV in their communities 

 
Figure 33: Respondents reporting some adolescents doing something to address negative norms and practices 

that fuel HIV and GBV in communities, by District 

 

Figure 33 shows the proportion or respondents that reported the presence of adolescents 
doing something to address negative norms and practices that fuel HIV and GBV in the 
communities. In the total sample, about 49% of the respondents reported the presence of 
such adolescents whilst another 29% reported none such adolescents were present with the 
remaining 23% indicating they had no knowledge whether such adolescents were presently 
active in the communities. Bubi district had significantly higher proportions of respondents 
(65%) reporting the presence of adolescents involved in addressing negative norms and 
practices that fuel HIV and GBV in communities compared to 40% and 36% in Norton and 
Mberengwa respectively. The differences across the districts were statistically significant (Χ2 

=35.9, N=460, DF=4, p<0.01).  
In Bubi, it was established through FGDs that communities have been taught about gender 
equity by women from Bekezela and Msasa project and have learnt a lot about goodness of 
equity such as decision making (economically, sexually and even socially) the teachings 
helped us in understanding and unearthing a lot of covert GBV cases within our communities 
such as emotional violence, economic abuse. 
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Table 16: Activities being done by adolescents to address negative norms and practices that fuel HIV and GBV in 

community, by District 

Activities by adolescents Bubi Norton Mberengwa Total P-Value (N=223) 

Engaging community leader, adults, teachers 
and other gate keepers on HIV and GBV 
issues 

36.4% 8.3% 60.6% 39.0% 0.01 

Engaging other young people to raise their 
awareness on HIV and GBV preventions 

69.2% 50.0% 48.5% 59.9% 0.01 

Advocating for the rights and responsibilities of 
other women to protect them against HIV and 
GBV 

46.7% 44.4% 34.8% 42.8% 0.29 

Other 5.0% 8.3% 1.5% 4.5% 0.26 

 
Table 16 shows the activities reportedly being carried out by adolescents involved in 
addressing negative norms and practices that fuel HIV and GBV in their communities. Of the 
respondents that reported the presence adolescents involved in addressing negative gender 
norms and practices, about 39% indicated adolescents were engaging community leaders, 
adults, teachers and other gate keepers on HIV and GBV issues. These proportions were 
significantly higher in Mberengwa (61%) than Bubi (36%) and Norton (8%). The majority of 
respondents (60%) indicating the presence of adolescents fighting against HIV and GBV in 
the community reported adolescents were also engaging other young people to raise their 
awareness on HIV and GBV preventions. These proportions were however significantly 
higher in Bubi (69%) than in Mberengwa (49%) and Norton (50%). Another 43% of 
respondents also indicated adolescents were advocating for the rights and responsibilities of 
other women to protect them against HIV and GBV.  
 

Figure 34: Respondents reporting presence of some adult women doing something to address negative norms and 

practices that fuel HIV and GBV in the community 

 

Figure 34 shows the proportion of respondents reporting the presence of some adult women 
doing something to address negative norms and practices that fuel HIV and GBV in the 
community. The majority of respondents in the survey (60%) reported knowledge of some 
adult women doing something to address negative norms and practices that fuel HIV and 
GBV in the community. These proportions were relatively higher in Bubi (71%) than Norton 
(54%) and Mberengwa (52%). The difference across the districts was statistically significant 
(p=0.001). Norton (25%) and Mberengwa (32%) on the other hand had relatively high 
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proportions of respondents that did not know whether there were any women doing anything 
to address negative norms and practices that fuel HIV and GBV. Table 17 shows the 
activities reportedly being done by adult women to address negative norms and practices 
that fuel HIV and GBV in the community. 
 
Table 17: Activities being done by adult women to address negative norms and practices that fuel HIV and GBV in 

the community 

Activities by adult women Bubi Norton Mberengwa Total P-Value (N=277) 

Engaging community leaders, adults, 
teachers and other gate keepers on HIV and 
GBV issues 

43.3% 10.4% 40.0% 36.5% 0.01 

Engaging other women to raise their 
awareness on HIV and GBV preventions 

67.2% 45.8% 63.2% 62.1% 0.03 

Advocating for the rights and responsibilities 
of other women to protect them against HIV 
and GBV 

54.5% 39.6% 61.1% 54.2% 0.05 

Other 1.5% 16.7% 2.1% 4.3% 0.01 

 
The majority of the respondents (62%) that indicated the presence of women addressing 
negative gender norms and practices reported women were engaging other women to raise 
their awareness on HIV and GBV preventions, albeit these proportions being relatively low in 
Norton (46%). Another 54% of the respondents indicated women involved in addressing 
negative gender norms and practices were advocating for the rights and responsibilities of 
other women to protect them against HIV and GBV, with Norton again having relatively lower 
proportions (40%). Another 37% of the respondents indicated women involved in the fight 
against HIV and GBV were also engaging community leaders, adults, teachers and other 
gate keepers on HIV and GBV issues, with Norton again having significantly lower 
proportions (10%) than Bubi (43%) and Mberengwa (40%). 

Household income security 

 
Figure 35: Respondents reporting household member to have been trained on basic business management 

 

Figure 35 shows the proportion of respondents that reported some household member to have been 

trained on basic management. The majority of the respondents in the sample (60%) reported no household 
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member had been trained on basic business management such as budgeting, record keeping, and/or 

savings in the past 12 months. The proportion of respondents indicating no household member had 

been trained on basic management was significantly higher in Bubi (72%) than Norton (64%) and 

Mberengwa (44%). Conversely, Mberengwa had relatively higher proportions of respondents (48%) 

than Norton (30%) and Bubi (25%) that received some basic business management training. The 

differences across the districts were statistically significant (Χ2 =31.7, N=462, DF=4, p<0.01).  

Figure 36: Respondents reporting knowledge and skills acquired from training was adequate, by District 

 

Figure 36 shows respondents indicating knowledge and skills acquired was adequate. Of the 

respondents that received basic business management training, the majority of the respondents (77%) 

indicated the training was adequate compared to 20% that indicated it was inadequate and another 4% 

not being sure. Across the districts, the observed differences were not statistically significant (p=0.152). 

Table 18 shows the main sources for household income in the past 12 months. 

Table 18: Main sources of income for the household in the past 12 months 

Bubi Norton Mberengwa Total

Informal employment (house maid, 

crossboarder trading, vending etc)

23.5% 55.6% 33.0% 33.5%

Formal employment 35.3% 35.6% 29.7% 33.1%

Remittances 23.0% 6.7% 25.4% 20.8%

Gardening/ poultry selling 7.5% 1.1% 8.6% 6.7%

Savings clubs 4.8% 0.0% 2.2% 2.8%

Other specify 5.9% 0.0% 0.0% 2.4%

Begging 0.0% 1.1% 1.1% .6%

Total 100.0% 100.0% 100.0% 100.0%

Main sources of income for the household in the past 12 months

 

About 34% of the respondents in the sample indicated informal employment (including house maids, 

cross boarder trading, vending etc.) was their main source of household income in the past 12 months. 

Norton had signficantly higher proportions of respondents (56%) reporting informal employment to be 
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the main source of household income compared to 24% and 33% of respondents in Bubi and 

Mberengwa respectively. Another 33% of respondents in the sample reported formal employment to be 

the main source of household income with these proportions being relatively higher in Bubi (36%) and 

Norton (36%) than Mberengwa (30%). The third most common source of household income in the past 

12 months were remittances (21%). Remmittances were particularly more important in Mberengwa 

(25%) and Bubi (23%) than in Norton (7%). Other main sources of household income included 

gardening/poultry selling (7%), savings clubs (3%), and “other” income sources (2%) as well as 

begging (1%). The differences in main sources of household income across the three districts were 

statistically significant (Χ2 =59.7, N=462, DF=12, p<0.01). figure 37 shows the respondents that 

reported a child in the household that dropped out of school in the past 12 months due to shortage of 

school fees or uniform or any other learning materials. 

In Bubi, it was reported through FGDs that many families in the community were relying on gold 

panning whilst some of the families also relied on formal employment from local mines such as Turk 

mine, Queen mine, Isabella mine. Sex work is also another main source. Communities reported they 

lacked adequate support from government and other organizations with regards to funding for self-help 

projects. 

 

Figure 37: Respondents reporting a child in the household who dropped out of school in the past 12 months due to 

shortage of school fees or uniform or any other learning materials, by District 

 

The majority of respondents in the total sample (72%) reported no child dropped out of school due to 

shortages of school fees, uniforms or any other learning materials whilst about 28% reported the 

presence of at least one school drop out in the past 12 months. There were relatively higher 

proportions of respondents in Norton (42%) and Bubi (39%) than Mberengwa (13%) that reported 

school drop outs due to shortages of school fees, uniforms or other learning materials. The differences 

across the districts were statistically significant (p<0.01). 
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B. DISCUSSION OF FINDINGS 

 

Knowledge on HIV and SRHR among adolescents (10-24yrs) and adults (25-49yrs) 

The baseline assessment established that knowledge levels of HIV transmission methods 
among adolescents and adults in the target districts were low as evidenced by only 24% of 
the respondents that were able to report three or more correct HIV transmission methods. 
Norton appeared the worst affected district. The knowledge gap in HIV transmission 
methods was also high amongst the younger adolescents (10 – 19 years) compared to 
adolescents 20-24 years and adults 25-49 years. The principal mode of HIV transmission 
identified was unprotected sex with person living with HIV. Although vertical transmission in 
which the mother passes HIV to her child during pregnancy, childbirth and breastfeeding 
were considered the second most important mode of HIV transmission in Zimbabwe, the 
baseline established that only one third of the target communities correctly reported this 
transmission method. Comprehensive knowledge of ways in which HIV can be prevented 
was also low in the target communities especially in Norton and amongst younger 
adolescents. The baseline established that just over half of the target communities reported 
abstinence and correct and consistent use of condoms as HIV prevention methods. Given 
the low levels of knowledge of HIV prevention especially amongst younger adolescents in 
the target communities, it is therefore important for the programme to focus HIV prevention 
efforts on messages customized for young adolescents and adults that promote the use of 
protection during sexual intercourse, limiting the number of sexual partners, abstinence and 
prevention of mother to child transmission.  
The baseline assessment also examined knowledge levels of SRHR in the target 
communities. According to SAfAIDS, SRHR are rights for all people (young and old) and 
include rights to decide freely and responsibly on all aspects of sexuality, including 
protecting and promoting their sexual health2. It was established in the baseline that less 
than one in five respondents reported knowledge of three or more sexual reproductive health 
rights. Norton again was the worst affected district whilst the young adolescents (10-19 
years) also showed much limited knowledge of their SRHR.  

 

Uptake of HIV and post GBV services among adolescents (10-24) and women (25-49) 

The baseline established that nine in ten respondents were privy of a place in the community 
where to access HIV testing services. Younger respondents (10-14 years), however, were 
less likely than those aged 15 – 49 years to know a place to get tested. Knowledge of a 
place to receive ART services was also largely known by most respondents although 
younger respondents were again less likely to know such a place. About one third of the 
respondents have never been tested for HIV. The proportion of respondents that have never 
been tested for HIV decreased with increasing age. The ZDHS (2010-11) notes that seeking 
an HIV test may be more difficult for young people than adults because many young people 
lack experience in accessing health services for themselves and because there are often 
barriers to young people obtaining services. The ZDHS 2010-11, however, further notes that 
HIV testing services among young people in Zimbabwe has been improving over time. 
According to the ZDHS3 (2010-11), knowledge of HIV status is very important as it helps for 
example HIV-negative individuals make specific decisions to minimize risks and increase 
safer sex practices whilst amongst HIV-infected individuals, knowledge helps to protect 

                                                           
2
 SCORE Baseline Report. 

3
 Zimbabwe Demographic and Health Survey (ZDHS) 2010 – 11, ZIMSTAT 
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partners, access treatment and plan for the future. The role of health workers in promoting 
and motivating individuals to get tested for HIV was vibrant across the three districts, 
particularly in Mberengwa. In this regard, it remains important for the programme to support 
increased coverage of HIV testing and post GBV services especially PEP, Counseling and 
Legal Services in the target communities and also strengthening and supporting the role of 
Village Health Workers (VHW), also taking into account the age effect. Closer attention 
needs to be paid to Norton district which lagged behind in terms of access to HIV testing and 
post GBV services. 
The baseline assessment also sought to establish levels of community knowledge about 
community agencies implementing GBV or SRHR interventions. About two thirds of the 
baseline respondents knew of some organization in the community involved in GBV and 
SRHR or gender equality interventions. Norton however had less than half of the 
respondents expressing such knowledge which indicated a gap. Younger respondents (10-
19 years) were however less likely to know of any such community organizations involved in 
GBV and SRHR interventions.  
Reporting cases of physical or sexual abuse to the police was the most common immediate 
action taken by survivors of GBV. Insignificant proportions of the baseline respondents 
mentioned reporting such cases to Traditional Leaders and Religious Leaders or other 
persons. In Mberengwa, younger respondents (10-24years) were not comfortable reporting 
HIV or GBV issues to community leaders citing lack of confidentiality in some community 
leaders that have friendships with perpetrators and lack of adequate knowledge and skills. 
Victim Friendly Units/Victim Support Units have therefore been very instrumental in the 
general protection of women and child rights against marital rape, child abuse, willful HIV 
transmission, GBV etc. through training and deployment of police personnel in various police 

units.  
 

Roles and Capacity of Community Leaders to mobilize community members 

Just over half of the baseline respondents expressed Traditional Leaders (TLs) were critical 
in addressing socio-cultural and gender norms that fuel HIV and GBV in communities. The 
relative importance of various community leaders in the fight against HIV and GBV differed 
across the districts and age groups. For example, TLs were considered more important in 
Bubi, whilst Religious Leaders (RLs) were more important in influencing changes in 
respondents from Mberengwa. By age, more of the younger respondents (10 – 19 years) 
were not sure or indicated TLs were not important in the fight against HIV and GBV but 
tended to be more influenced by Religious Leaders. This can be partly explained by the fact 
that most of the younger respondents did not participate in gatherings/meetings involving 
traditional leaders whilst older respondents on the other hand actively participated in such 
community gatherings and were therefore more likely to be influenced by TLs. Just over one 
third of baseline respondents were confident Religious Leaders can mobilize communities to 
address socio-cultural and gender norms largely because of their ascribed power, 
trustworthiness, good social standing and their knowledge and skills set. Although TLs and 
RLs are in a strong position to contribute towards addressing HIV and GBV issues, there 
continues to be knowledge and skills gaps hindering their capacity to effectively play their 
role. 
About half of the baseline respondents reported some action was being taken by community 
leaders to protect adolescents and women against HIV and GBV. Norton however, had the 
majority indicating nothing to the effect of protecting women and adolescents from HIV and 
GBV was being done. Younger respondents (10-19 years) were also less likely to know of 
any action being taken by community leaders to protect women and adolescents from HIV 
and GBV. Most community leaders taking some action were reported to be speaking against 
abuse of women and girls and raising awareness among community members on rights of 
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women. In general, less than half of the respondents expressed satisfaction with the current 
levels of participation by traditional leaders in protecting women and girls against GBV and 
HIV.  

 

Perceptions, attitudes and practices of adolescents (10-24), adult men and women towards 

gender norms and practices 

The baseline assessment established that across the three districts, gender inequality norms 
continued to be rampant and differed across the sex divide. Nearly half of the baseline 
respondents agreed to four or more gender inequality norms, with the males being the most 
enshrined in gender inequality norms. The most common gender inequality norms were: 
women carrying condoms on them are easy; a woman/girl should obey her 
boyfriend/husband in all things; a man should have the final word on decisions in his home; 
and that a man (boy) should be outraged if his wife asks him to use a condom. Despite HIV 
and AIDS having been long understood, traditional responses to HIV and AIDS have not 
adequately recognized and responded to the socio-cultural factors that deepen women and 
girls’ vulnerability to HIV infection. It will therefore be very important for the project to focus 
on addressing young women’s issues to enable them to participate actively, equally and 
effectively at the different levels of social, educational, economic, political, cultural and civic 
life. In this regard, prioritizing the rights of women, particularly sexual and reproductive 
health rights for women will be critical in addressing socio-cultural and gender norms that 
fuel HIV and GBV in the target communities. 
The baseline assessment also sought to establish the prevalence of GBV amongst men and 
women in the target communities. It was observed that, one in five women have been 
slapped or had something thrown at them by current or previous partner whilst another one 
in four women were pushed or shoved by boyfriend/husband in the 12 months preceding the 
survey. According to the ZDHS 2010-11, women from all socio-economic backgrounds are 
subject to violence with an overall estimate of 30% of women experiencing physical violence 
since age of 15, and 18% experiencing such violence in the past year. On the other hand, 
less than one in five men (boys) reported ever perpetrating violence towards their current or 
previous girlfriend/wife. The trend here tends to suggest men underreported acts of GBV 
they had perpetrated over the past 12 months.  

 

Capacity of adolescents (10-24), women (25-49) to address negative norms and practices that 

fuel HIV and GBV in their communities 

The baseline study also assessed the capacity of adolescents and women to address 
negative norms and practices that fuel HIV and GBV in the communities. Only less than half 
of baseline respondents reported some adolescents were taking some action in the fight 
against HIV and GBV, although Bubi had over two thirds indicating so. Another two thirds of 
the baseline respondents also highlighted the presence of women who were doing 
something to address negative gender norms and practices. The key activities by 
adolescents and women included engaging other young people and women to raise their 
awareness on HIV and GBV prevention; advocating for the rights and responsibilities of 
other young people and women; and engaging community leaders, adults, teachers and 
other gate keepers. Mberengwa district seemed to be doing better on this front compared to 
Bubi and Norton.  
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Household income security 

The main sources of household income amongst the baseline respondents were informal 
employment and formal employment accounting for one third of the respondents apiece 
whilst remittances were in third place accounting for one fifth of the baseline respondents. 
Nearly two thirds of the baseline respondents reported no household member had received 
any training on basic business management. Of those that received the said training, more 
than three quarters of the respondents indicated that the training had resulted in adequate 
knowledge and skills being acquired. School drop outs in the 12 months preceding the 
survey due to shortages of school fees or uniforms or any other learning materials was 
prevalent in about one third of the baseline respondents, although the prevalence was 
higher in Bubi and Norton. The need to continue investing in girls’ education cannot be over 
emphasized.  
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C. CONCLUSIONS AND RECOMMENDATIONS 

Conclusions 

The baseline assessment exercise was successful in collecting in-depth information that will 
prove important in informing programme design, steering programme implementation and its 
subsequent monitoring and evaluation. Based on the findings of baseline, programme 
managers can set programme intermediate results and realistic targets to be achieved 
during programme implementation. Generally, the baseline noted comprehensive knowledge 
of HIV prevention and SRHR was low in the target communities and more so amongst 
younger adolescents (10-19 years). Knowledge and uptake of HIV and post GBV services in 
the target districts was generally acceptable although gaps were noted across districts, age 
groups and sex of respondents. Traditional Leaders and Religious Leaders were the most 
recognized community leaders able to mobilize communities to address socio-cultural and 
gender norms that fuel HIV and GBV in communities. Their perceived importance however 
differed across the districts, age and sex divides. Gender inequality norms continued to be 
fecund in the target communities and varied significantly between males and females. In the 
target communities, some community leaders, women and adolescents were actively 
involved in HIV and GBV prevention, although their capacity needed further strengthening. 
Households mostly relied on income from informal employment, formal employment and 
remittances which was somewhat inadequate as evidenced by presence of school drop outs 
in the target communities due to financial constraints. 

Recommendations 

Based on the main findings of the baseline assessment, the following key recommendations 

are put forward for consideration: 
Knowledge on HIV and SRHR among adolescents (10-24yrs) and adults (25-49yrs) 

 Given the low levels of knowledge of HIV prevention especially amongst younger 
adolescents in the target communities, it is important for the programme to focus HIV 
prevention efforts on Information, Education and Communication (IEC) messages 
customized for young adolescents and adults that promote the use of protection during 
sexual intercourse, limiting the number of sexual partners, abstinence and prevention of 
mother to child transmission.  

 In light of the limited knowledge of SRHR amongst target communities, it is important 
that broader sexual and reproductive health and rights issues be mainstreamed with 
particular efforts to recognize and respond to the socio-cultural factors that deepen 
women and girls vulnerability to HIV infection – especially gender, sex and sexuality 
perspectives. 

Uptake of HIV and post GBV services among adolescents (10-24) and women (25-49) 

 It remains important for the programme to support increased coverage of HIV testing 
and post GBV services especially PEP, Counseling and Legal Services in the target 
communities and also strengthening and supporting the role of Village Health Workers 
(VHW), also taking into account the effect of age on HIV messages. Closer attention 
needs to be paid to Norton district which lagged behind in terms of access to HIV 
testing and post GBV services. 

 The programme should build on the findings of the organizational capacity assessment 
and provide relevant support to the local community organizations involved in GBV and 
SRHR or gender equality interventions in order to improve their delivery and 
effectiveness. 
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 Given that most GBV cases continue to be reported to the police, it is important for the 

programme to identify areas of support towards the police and judicial system in 

promoting SRHR and gender equality whilst also taking into account the need to 

strengthen local community leaders to coordinate, collaborate and actively engage in 

HIV and GBV prevention initiatives. 

Roles and Capacity of Community Leaders to mobilize community members 

 Given the varying importance levels ascribed to the different community leaders, the programme 
needs to consider school-based, community-based and NGOs (CBOs) approaches that promote 
youth advocates in-order to have more influence on younger adolescents. The roles and 
responsibilities of the different community leaders in protecting women and adolescents from HIV 
and GBV will require further strengthening for greater recognition and impact in the protection of 
women and adolescents against HIV and GBV. 

 

Perceptions, attitudes and practices of adolescents (10-24), adult men and women towards 

gender norms and practices 

 Considering that gender inequality norms are still enshrined in the communities and 

mostly in men, it will be very important for the project to focus on addressing young 

women’s issues to enable them to participate actively, equally and effectively at the 

different levels of social, educational, economic, political, cultural and civic life. In this 

regard, prioritizing the rights of women, particularly sexual and reproductive health 

rights for women will be critical in addressing socio-cultural and gender norms that fuel 

HIV and GBV in the target communities. 

 The programme should also focus on identifying causes of spousal violence, different 

forms of spousal violence, frequency and onset of spousal violence, and promote a 

help-seeking behaviour amongst survivors. This will inadvertently involve strengthening 

the post GBV services available within the communities for effective and efficient 

delivery of HIV and post GBV services. 

Capacity of adolescents (10-24), women (25-49) to address negative norms and practices that 

fuel HIV and GBV in their communities 

 Community members engaged in HIV and GBV prevention initiatives will continue to 

require special training to strengthen their knowledge and skills base in advocating for 

the protection of adolescents and women’s rights. It is therefore important for the 

programme to identify and recognize the presence and roles played by these women 

and adolescents in addressing HIV and GBV in order to effectively complement and 

support their advocacy role. 

Household income security 

 It will be important for the project to advocate for integrated livelihood and employment 

programmes targeting young adolescents to improve their livelihood skills and provide 

seed money for income generating projects in order for the programme to have 

meaningful impact on the livelihoods of the young people. In addition, the programme 
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should consider taking into account special considerations to ensure factors inhibiting 

access to education for all within the target communities are effectively addressed.  
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ANNEX I: Focus Group Discussion Guide 

 

A) Establish knowledge on HIV and SRHR among adolescents aged 10 – 24 years,  adults aged 25 – 49 

years and community leaders 

 Can you please share briefly on your knowledge of (i) HIV transmission and prevention and (ii) Sexual 

reproductive health rights?  

 Have you been exposed on any education/sensitization on 1) HIV prevention and 2) SRHR? What did 

you learn? What was the source of information?  

 What is GBV? Specify types of GBV that you know? What are the main drivers of GBV in your 

community?  

 What factors (by-laws policies & laws, traditional and religious practices and gender norms & practices) 

protect adolescents and adult women against GBV and HIV in your community? Identify the specific by-

laws, policies & laws, traditional practices and gender norms and practices. 

B) Determine uptake of HIV and post GBV services among adolescents (10-24 years) and women aged 

25-49 years  

 Where do you normally access 1) HIV services (such as HIV testing, antiretroviral therapy and PMTCT) 

and 2) post GBV in your community? Investigate if mobile services are provided in the area 

 Would you go for 1) HIV testing; 2) ART and 3) PMTCT? Explain 

 If abused (physically or sexually) what would you do immediately and why? Where would you report and 

why? 

 Do young people (10-24 years) and women (25 – 49 years) trust and utilise GBV reporting mechanisms? 

Why? 

C) Establish, the roles and capacity (knowledge, skills, and competence) of community leaders to 

mobilize community members to; 1) access and  uptake HIV services  and 2) address sociocultural 

and gender norms that fuel HIV and GBV in their communities 

 Who are the most influential community leaders in your community?  (Explore on chiefs, headmen, 

village heads, religious leaders, wives of community leaders) Explain why 

 What activities are community leaders (traditional, religious and wives of community leaders) doing to 

promote 1) HIV and GBV prevention and 2) access to HIV services and post GBV services?  

 Comment on the capacity (knowledge, skills, qualities, and competence) of traditional and religious 

leaders on 1) HIV services and 2) GBV prevention and post GBV services)  

 Would you report a GBV case to community leaders? Explain   

D) Determine perceptions, attitudes and practices of adolescents (10 -24 years) and adult men and 

women (24 – 49 years) towards gender norms and practices 
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 Have you been exposed on any education/sensitization on gender equality norms? What did you learn? 

Probe: service providers, knowledge about key themes such as gender neutral/blind/sensitive, gender 

transformative approaches.  

 What are the expected family gender roles for boys and girls (10-24)? Household chores, gender 
stereotypes on capabilities, social behaviors with respect to male and female relationships  

 Identify gender norms in your community? Comment on the degree of practice at community and family 
levels. Do you think each of the norms and practices identifies are acceptable? Explain 

 
E) Determine the capacity of adolescents (10-24 years), women (25 – 49 years) to address negative 

norms and practices that fuel HIV and GBV in their communities 
 

 What activities are 1) adolescents and 2) women doing to address negative norms and practices that 

fuel HIV and GBV in your community? (Follow up prompt: Are these activities effective in protecting 

adolescents and women from GBV and HIV?) why 

 What do you think should be done and by who to improve 1) capacity and influence of a) adolescents 

and b) women to promote 1) prevention of HIV and/or GBV and 2) uptake of HIV and/or post GBV 

services by community members in your community? 

 
F) Establish household income security 

 What is the main source of income in this community? 

 What factors enable or hinder income generation by households in your community? 

 What can be done to improve income security of households in this community? 

 

ANNEX II: Key informant Interviews Guide 

 

I. What do you think should be done and by who to improve 1) capacity and influence of community 

leaders to be able to mobilize communities to ensure gender equality and HIV prevention measures 

II. What do you think must be done to increase capacity of women men and young people as well as 

adolescents on accessing HTS and GBV services? 

III. Are there socio-cultural and gender norms that promote GBV? How these factors do hinders uptake of 

HTS and GBV services for adolescent’s young women and adult women? 

IV. Are community leaders capable of mobilizing people so as to encourage service uptake for HTS and 

GBV 

V. What do you think is best option of creating sustainable livelihoods for families with hardships in the 

communities? 
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ANNEX III:  Individual Survey Tool 

 
Instructions 
All the questions require you to just select an answer from the given options. Please answer ALL questions as it is important for us 
to have complete information. Please CIRCLE the number next to your answer. If you make a mistake, cross out the 
incorrect answer} 

 

Section A: Background Characteristics 

Area Details 
 District  

Ward Name or Number  

NO. QUESTIONS AND FILTERS CODING CATEGORIES 

1. Type of a respondent 1 = Young person aged 10 – 24 years 
2 = Adult aged 25 – 49 Years 

2 Age of respondent 
 

Enter age _____________ 
 

3 Sex of Respondent 1 = Male 
2 = Female 
 

4 Parental Status 
(Only for adolescents not married) 

1 =  Both parents alive, still married  
2 =  Both parents alive, divorced/separated  
3 =  Both parents alive, never married  
4 = Mother only alive 
5 = Father only alive 
6 =  Both parents died  
7 = Do not know my father 
8 = Do not know my mother 
9 = Do not know both parents  
 

5 Who do you live with (head of household) 
(Only for adolescents not married) 
 
 
 
 
 
 

1= Both parents  
2 = Mother only  
3 = Father only  
4 =  Grandparents  
5 = Brother/Sister 
6 = Other relative 
7 = Community member 
8 = Other (specify)_________________________________ 

6 Marital status of respondent 
 
 
 

1 = Married 
2 = Widow/Widower 
3 = Never married 
4 = Divorced/seperated 
 

7 What is your religion? 
 
 
 
 
 
 

1 = None 
2 = Christian 
3 = Muslim 
4 = African Traditional Religion 
5 = Other (Specify)____________________ 

8 Highest level of education attained? 1 = Currently in school 
2 =  Primary school level 
3 = Secondary school level 
4 = Certificate level 
5 = Diploma level 
6 = Degree level 
7 = Never went to school 
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A. Establish knowledge on HIV and SRHR among adolescents aged 10 – 24 years and adults aged 25 – 49 years 

9 State ways in which HIV can be transmitted  
(circle all that apply; please do not prompt) 
 
 
 
 
 
 

1 = Unprotected sex with person living with HIV  
2 = Sharing ‘contaminated’ sharp objects 
3 = Mother to child  transmission at birth 
4 = Transmission of HIV breast feeding 
5 = Injecting Drug Use  
6 = Blood Transfusion  
7 = Other Specify________________________________ 

10 State ways in which HIV can be prevented 
(circle all that apply; please do not prompt) 

1 = Abstinence  
2 = Get tested and know your partner’s HIV status 
3 =  Correct and consistent use of protection 
 4 = Limit multiple concurrent sexual partners 
5 = Seek early treatment of STIs 
6 = Prevention of Mother to Child Transmission 
7 = Treatment as prevention 
8 = PrEP 
9 = PEP 
10 Other Specify_____________________________    
 

11 State sexual reproductive health rights 
(circle all that apply; please do not prompt) 

1 = The right to life 
2 = The right to equal treatment  
3 = The right to personal security 
4 = The right to privacy 
5 = The right to HIV prevention and SRH information 
6 = The right to decide when and whom to marry 
7 = Right to planning your family  
8 = The right to health care  
9 = The right to make decision about SRH free from cohesion 
10=Other _____________________________________ 

 

B. Determine uptake of HIV and post GBV services among adolescents (10-24 years) and women aged 25-49 years 
 

12 
 
 
 

In your community, could there be a place where you can 
get HIV services?  
 
 

a) HIV testing          1 = Yes      2 = No 
 
 
b)  ART                    1 = Yes     2 = No 
 

13 When did you last test for HIV? 
(only 1 response) 
 
 
 
 
 
 

1 = 6 months ago 
2 = 7 – 12 months ago 
3 = 13 – 24 months ago 
4 = More than 5 years ago 
5 = Cannot remember 
6 = Never tested before 
 

14 What motivated you to get tested for HIV?  
(only 1 response) 
 
 
 
 
 
 
 

1 = Information from health workers 
2 = Information from social workers or community volunteers 
3 = Information of radio and/or TV 
4 = Information from community leaders 
5 = information from other individuals 
6 = Cannot remember 
7 = Other (Specify)______________________________ 

15 If respondent has never tested for HIV in the past 12 1 = Traditional beliefs and norms 
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months why? (Circle all that apply) 
 
 
 
 
 
 
 

2 = Religious beliefs and norms 
3 = Spouse not allowing me to do so 
4 = Do not want to know my HIV status 
5 = Negative attitude of health care workers 
6 = long distances to the nearest service provider 
7 = Stigma and discrimination 
8 = Other (Specify)_____________________________ 

16 In your community, are there organizations involved in 
GBV or SRHR or gender equality interventions 
 

1 = Yes 
2 = No 
3 = Do not know 

17 In your community, do you know where you can access 
post GBV services such counseling, Post Exposure 
Prophylaxis, legal services?  
 

a)  Counseling             1= Yes  2 = No 
 
b) PEP                         1 = Yes    2 = No 
 
c) Legal Services        1 = Yes    2 = No  
 

18 If someone physically or sexually abuses you, what will 
you do immediately? 

1 = Report to the police 
2 = Report to a traditional leader 
3 = Report to a religious leader 
4 = Report to family members 
5 = Report to someone else 
6 = Do not know 
7 = Nothing 
 

19 If ‘Nothing’ in 18 above, why? 
 

 

C.  Establish, the roles and capacity (knowledge, skills, and competence) of community leaders to mobilize community members to; 1) 
access and  uptake HIV services  and 2) address sociocultural and gender norms that fuel HIV and GBV in their communities 
 

20 Do you think that traditional leaders are critical in 
addressing sociocultural and gender norms that fuel HIV 
and GBV in your community? 
 

1 = Yes 
2 = No 
3 = Not sure 

21 Do you feel comfortable talking to some community 
leaders about HIV and/ or GBV issues? 

 
1 = Yes 
2 = No 
3 = Not sure 
 

22 In the past, did you ever change your perception, attitude 
or actions towards something due to positive influence 
from a community leader in your community? 
(Circle all that apply)  

 

1 = Yes from a chief 
2 = Yes from other traditional leaders 
3 = Yes from a religious leader 
4 = Yes from wife of a traditional leader 
5 = Yes from wife of a religious leader 
6 = Yes from a political leader 
7 = Yes from other leader(specify)______________ 
8 = Cannot remember 
9 = No 

23 Are there community leaders in your community that you 
feel can mobilize communities to address sociocultural 
and gender norms that fuel HIV and GBV? 
(Circle all that apply) 
 
 
 

1 = Yes; a chief 
2 = Yes; other traditional leaders 
3 = Yes; religious leaders 
4 = Yes; wives of a traditional leader 
5 = Yes; wives of a religious leader 
6 = Yes; political leaders 
7 = Yes; other leaders(specify)______________ 
8 = No 

24 Reasons for a ‘Yes’ in 22 above 1 = Because of their ascribed power 
2 = Trust worthy 
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(Circle all that apply) 2 = Good social standing 
4 = They have wealth 
5 = They are sensitive to confidential matters 
6 =They are mature 
7 = Because of their sex 
8 = Their knowledge and skills 
9 = They respect other people 

25 Are community leaders doing anything to protect 
adolescents and women against GBV and HIV in your 
community? (If no, skip to 28) 
 

1 = Yes 
2 = No 
3 = Not sure 
 

26 If Yes in 25 above; what activities are they doing? 
 
(Circle all that apply) 

1 = Speaking against abuse of women and girls during community meetings 
2 = Raising awareness among community members on the rights of women. 
3 = Redressing harmful cultural practices in the community 
4 = Redressing by-laws that perpetrate abuse of women and girls 
5 = Punishing pepertrators of  violence in the community 
6 = Supporting GBV survivors 
6 = Other Specify______________________________ 
 

27 Are you satisfied with the level of participation by 
traditional leaders in protecting women and girls against 
GBV and HIV? 

1 = very satisfied 
2 = Satisfied 
3 = Not satisfied 

D. Determine perceptions, attitudes and practices of adolescents (10 -24 years) and adult men and women (24 – 49 years) towards 
gender norms and practices 

28 Do you strongly agree, agree, disagree or strongly 
disagree, with the following? 

 

Strongly Agree Agree Disagree Strongly 
Disagree 

a There are times when a woman or girl deserves to be 
beaten by her partner 

    

b A man (boy) using violence against his wife (girlfriend) is 
a private matter that shouldn’t be discussed outside the 
couple 

    

c Women who carry condoms on them are easy     

d A man (boy) should be outraged if his wife (girlfriend) 
asks him to use a condom 

    

e A woman/girl should obey her husband/boyfriend in all 
things 

    

f A man should have the final word on decisions in his 
home 

    

g Child pledging for appeasing spirits (ngozi) is an 
acceptable 

    

h It is acceptable to bully or abuse women or girls who put 
on miniskirt 

    

i Boys/men are better leaders decision makers than 
girls/women 

    

j Boys are more valuable than girls     

k Boys/men do not cry     

l Chiramu is an acceptable practice     

m Man/boys can have many sexual partners at the same 
time but women cannot do the same 

    

29 Did you ever do any of the below (For men and boys 
only in a relationship or who were in a relationship 12 
months ago) 

NEVER ONCE FEW MANY 

a In the last 12 months how many times did you slap your 
current or previous girlfriend or wife or throw something at 
her which could hurt her?  
 

1 2 3 4 
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b In the last 12 months how many times did you push or 
shove your current or previous girlfriend or wife?  
 

1 2 3 4 

c In the last 12 months how many times did you kick, drag, 
beat, choke or burn your current or previous girlfriend or 
wife?  
 

1 2 3 4 

d In the last 12 months, how many times have you 
physically forced your current or previous girlfriend or wife to 
have sex with you when she did not want to? 
 

1 2 3 4 

e In the last 12 months, how many times have you used 
threats or intimidation to get your current or previous 
partner, girlfriend or wife to have sex when she did not 
want to? 
 

1 2 3 4 

30 Did any of the following happen to you (For women 
and girls only in a relationship or who were in a 
relationship 12 months ago) 

NEVER ONCE FEW MANY 

a In the last 12 months how many times were you slapped 
by your current or previous boyfriend or husband or 
something thrown at you which could hurt you?  
 

1 2 3 4 

b In the last 12 months how many times were you pushed 
or shoved by your current or previous boyfriend or 
husband?  
 

1 2 3 4 

c In the last 12 months how many times were you kicked, 
dragged, beaten, choked or burnt by your current or 
previous boyfriend or husband?  
 

1 2 3 4 

d In the last 12 months, how many times did your current or 
previous boyfriend or husband physically forced you to have 
sex with you when you did not want to? 
 

1 2 3 4 

e 
 

In the last 12 months, how many times have your current 
or previous boyfriend or husband used threats or 
intimidation to have sex with when you did not want to? 
 
 
 
 
 
 

1 2 3 4 

E. Determine the capacity of adolescents (10-24 years), women (25 – 49 years) to address negative norms and practices that fuel HIV 
and GBV in their communities 

31 Are there some adolescents doing anything to address 
negative norms and practices that fuel HIV and GBV in 
your community? 

1 = Yes 
2 = No 
3 = Do not know 

32 If ‘Yes’  in 31 above, what are they doing 
(Circle all that apply) 

1 = Engaging community leader, adults, teachers and other gate keepers on 
HIV and GBV issues 
2 = Engaging other young people to raise their awareness on HIV and GBV 
preventions 
3 = Advocating for the rights and responsibilities of young people to protect 
them against HIV and GBV 
4 =  Other specify___________________________________ 
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33 Are there some adult women doing anything to address 
negative norms and practices that fuel HIV and GBV in 
your community? 

1 = Yes 
2 = No 
3 = Do not know 
 

34 If ‘Yes’ in 33 above, what are they doing 
(Circle all that apply) 

1 = Engaging community leaders and other gate keepers on HIV and GBV 
issues 
2 = Engaging other women to raise their awareness on HIV and GBV 
preventions 
3 = Advocating for the rights and responsibilities of other women to protect 
them against HIV and GBV 
4 =  Other specify__________________________________ 

F. Establish household income security 

35 In your household, is there a member who was trained on 
basic business management such as budgeting, record 
keeping, and/or savings   in the past 12 months 

1 = Yes 
2 = No 
3 = Do not know 

36 If yes in question 34 above, do you think the knowledge 
and skills acquired was adequate 

1 = Yes 
2 = No 
3 = Not sure 

37 Main sources of income for the household in the past 12 
months 

1 = Formal employment 
2 = Informal employment (house maid, crossboarder trading, vending, etec) 
3 = Gardening/poultry selling 
4 = Remittances 
5 = Savings clubs 
6 = Begging 
7 = Other (specify)_____________ 

 
 

38 Is  there a child in household who dropped out of school 
in the past 12 months due to shortage of school fees or 
uniform or any other learning materials 

1 = Yes 
2 = No 
3 = N/a 

 

Thank 


