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ACRONYMS
AIDS Acquired Immune Disease Syndrome

ART Antiretroviral Therapy

CSPro Census and Survey Processing System
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HIV Human-Immuno Virus

HTC HIV testing and counselling 
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MSM Men having sex with Men
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SRH Sexual and Reproductive Health

SRHR Sexual Reproductive Health and Rights
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STD Sexual Transmitted Diseases

STI Sexually Transmitted Infections
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UNAIDS Joint United Nations Programme against HIV and AIDS
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EXECUTIVE SUMMARY
Background
In August 2014, Impact Research International Zimbabwe (IRiZ) was commissioned by 
SAfAIDS to conduct a baseline assessment for the Sustainable Communities of Real Excellence 
(SCORE) Programme, which is a three-year (2014–2017) regional multi-country programme. 
The programme is being implemented through strategic regional and national partners in six 
southern African countries (Lesotho, Malawi, South Africa, Swaziland, Zambia, and Zimbabwe), 
and the baseline was only carried out in three of these countries, namely Zambia, Zimbabwe, 
and South Africa. The SCORE programme seeks to address the HIV, TB, gender-based violence 
(GBV) and sexual reproductive health and rights (SRHR) needs of young people, women and key 
populations (LGBTI, sex workers, and prisoners) in high-transmission, high-population regions 
within the stated six countries.

Purpose of the Baseline Assessment
The baseline assessment sought to enable effective monitoring and evaluation of the project by 
establishing baseline values of key SCORE indicators identified in the programme’s monitoring 
and evaluation plan.

Methodology
A multi-stage stratified sampling technique was used, such that in each country, three clusters: 
mining, farming and apostolic communities were defined. However, a clearly defined apostolic 
community was reached only in the selected districts in Zimbabwe. An effort was made to reach 
male and female young people (aged 10-24), adult women (aged 25-29) and sex workers in 
each of the clusters. In South Africa, Bojanala district - which is characterised by both mining 
and farming communities - was targeted, while in Zambia, Kitwe - which also has both mining 
and farming communities - was covered. In Zimbabwe’s Manicaland Province, Marange district 
(which is predominated by an Apostolic sect, and Odzi district - which has both farming and 
mining communities. In Mashonaland West, Mhondoro District - which also has both farming and 
mining communities was targeted. A cross-sectional design was adopted for this baseline study. 
Quantitative data were obtained using three questionnaires (one for young people, one for adult 
women and another for sex workers and LGBTI). In addition, a service providers’ questionnaire 
was used to assess the availability and accessibility of HIV, SRHR and GBV services from the point 
of view of service providers.

Four research instruments were developed for use during data collection. Three survey 
questionnaires were developed for collecting data from male and female young people (aged 
10-24), adult women (aged 25-29) and one for hard-to-reach groups,  which in this case are sex 
workers and LGBTI.

In all three countries, data collection commenced on August 25, and ended on September 5, 
2014.
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Background Characteristics of the Sample
A total of 784 young people aged between 10-24 years participated in the baseline study. Of 
these, 22.7% were in the 10-14 age group, while 45.5% were in the 15-19 age group and 31.8% 
were in the 20-24 age group, across the three countries. Close to half (48.5%) of the respondents 
were from Zimbabwe, while 27% were from Zambia and 24.5% were from South Africa. Also, an 
almost similar number of female (50.6%) and male (49.4%) respondents participated in the study 
across the three countries.

A total of 383 adult women participated in the study, of whom 49.3% were from Zimbabwe, 26.4% 
from Zambia and 24.3% from South Africa. A total of 193 female  sex workers were interviewed 
from all three countries. Over 40% (42.5%) of the female sex workers where from Zimbabwe, while 
37.8% were from South Africa and 19.7% were from Zambia. The 59 LGBTI persons who participated 
in the study from Harare, Zimbabwe. Of these, 16.9% (10) were categorised as men who have sex 
with men (MSM), 76.3% (45) as gay or and lesbian and 6.8% (4) as transgender.

Key Findings

Key findings from the young people survey

Sexual Practices

Notably, young people in both the mining and farming communities in South Africa are very 
sexually active, and close to half of those in mining areas reported that having  multiple concurrent 
sexual concurrent partners (MCPs). In Zambia’s mining, farming and urban communities, over 
half of the young people reported that they ‘ever’ had sex in the period preceding the baseline 
study. Close to half of the young people in Zambia’s mining, farming and urban communities also 
cited that they do not understand how to correctly and consistently use condoms. Just over half 
the young people from urban communities eported that they would have sex without condoms 
if their partner insisted. Young people in Zimbabwe’s farming and rural communities reported 
a low rate of understanding on how to correctly and consistently use condoms. In the mining 
community, young people are highly sexually active and they engage in risky sexual behaviours 
by having MCPs.

SRHR and HIV knowledge

In South Africa’s Bojanala district, young people from mining and farming communities reported 
low levels of knowledge with regard to sexual and reproductive health and rights (SRHR). For 
all the types of SRH rights provided, less than half of the young people in these communities 
reported knowing about them. The trend was similar in Zambia, except that over half of the 
young people from the mining, farming and urban communities reported that they know about 
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their rights to health care and to plan their families. Over half of the young people in the mining 
and urban communities reported that they knew of their right to decide when and who to 
marry, but this was not the case in the farming community, which reported just over a third of 
young people who knew about this SRH right. On the other hand, however, the knowledge of 
SRH rights in Zimbabwe’s mining, farming and rural communities was  higher than or equal to 
50% except for knowledge of the rights to; personal security, privacy and planning their families, 
which was less than half that in the mining communities.

Access to SRHR and HIV services

Amongst South African youth from both mining and farming communities, access to SRH and 
HIV prevention information and services is limited. There is a clear trend in both Zimbabwe and 
Zambia which shows that although access is generally very low, as is the case in South Africa, the 
types of information and services accessed by youth in these communities are those to do with 
HIV testing and counselling (HTC), condoms, diagnosis of sexually tranmsitted infections (STIs) 
and treatment, and male circumcision.

Sexual and GBV (SGBV) were prevalent in all communities in all three countries, with the exception 
of the farming communities in South Africa and Zimbabwe. Furthermore alcohol and drug use 
were alarmingly high in all communities.

Key findings from the adult women survey

Sexual Practices

In South Africa’s mining communities, higher proportions  of women reported that they would not 
engage in risky sexual behaviours such as sex with a casual partner without a condom. In urban 
communities in Zambia, over half of the women reported that they would have sex without a 
condom with a casual partner, while 40.9% reported that they cannot use a condom confidently. 
In rural Zimbabwe  among members of the Apostolic sect), 59% of the women reported that 
they do not confidently know how to use a condom, and 18.8% said that during the past year 
preceding the baseline study they had engaged in multiple concurrent sexual partnerships.

SRHR and HIV knowledge

The data shows clearly that adult women from all three countries who participated in this study 
were extremely knowledgeable of SRHR and HIV prevention methods. Regarding knowledge 
of the various types of SRHR and HIV prevention methods, there were no scores below 70%, 
indicating that adult women are aware of this important information.
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Access to SRHR and HIV prevention services

In almost all of the three  countries, women reported that there are seemingly insurmountable 
barriers to accessing SRH and HIV prevention services and information. In South Africa, women 
from the farming community said that weakened health systems, lack of specialised and 
appropriate services and negative attitudes of service providers posed significant barriers to 
accessing SRH and HIV prevention methods. For women from urban communities in Zambia, 
negative attitudes of service providers and lack of confidentiality were the main barriers to 
accessing SRH and HIV prevention methods, while in Zimbabwe, women cited numerous barriers 
to accessing much needed services and information for SRH and HIV prevention.

In spite of over 75% of women reporting that they spoke about HIV and AIDS issues with their 
partners, about half of South African women did not discuss SRHR and GBV issues with their 
partners. Less than half of the adult female respondents had partners who would publicly 
denounce violation of women’s rights, or had partners who would accompany them, or assist 
them in accessing SRHR services.

In Zambia, a different trend prevailed altogether. Within the mining communities, a larger 
proportion of women noted that they spoke about HIV issues with their partners (91%) and that 
they also spoke about SRHR and GBV issues with their partners (81%).

In the Zimbabwean context, almost three quarters of women in both the rural and farming areas 
reported that they spoke about HIV with their partners. Seven out of ten women in both the 
rural and mining communities could talk about SRHR and GBV issues with their partners, but 
only half the women from the rural and farming community had partners who accompany or 
assist them to access SRHR services.

Key findings from sex workers survey

Sexual Practices

Safer sex practices varied in the three countries. In South Africa, sex workers from urban 
communities reported a high rate of safer sexual practices, whilst those from the mining 
communities reported low rates of safer sexual practices. In Zambia, rates of safer sexual practice  
were lower amongst sex workers from the mining community. In Zimbabwe, sex workers from 
the urban community recorded high rates of safer sexual practices, whilst their counterparts in 
farming areas had low rates when it came to practicing safer sex.

SRHR and HIV prevention knowledge

The sex workers from the mining and farming communities in South Africa were very 
knowledgeable of SRHR. In Zambia, sex workers from the mining community displayed high 
levels of knowledge pertaining to SRHR. The only area of knowledge that sex workers were not 
as familiar with was their right to access comprehensive SRH and HIV prevention information.In 
Zimbabwe, sex workers from both the farming and urban communities proved knowledgeable 
of SRHR.
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Availability of support structures

It was interesting to note that a large proportion (96%) of sex workers in the mining community 
in South Africa felt that politicians and traditional leaders were advocating for their access to 
SRHR services, HIV and other health related services. This was not the case among sex workers 
who came from urban communities – about half of them felt that politicians and community 
leaders were advocating for their access to SRH, HIV and other health related services.  

In Zambia, less than a third of sex workers from mining communities felt that politicians or 
community/traditional leaders were advocating for their access to SRHR services and HIV and 
other health related services.

In Zimbabwe, 73% of sex workers from the farming communities felt that politicians and 
community leaders were advocating for their access to SRHR services, although a low 38% of sex 
workers  felt community/traditional leaders were advocating for their access to HIV and other 
health related services.

Access to SRH and HIV prevention services

In South Africa, when it came to HIV prevention methods, sex workers mostly accessed HTC (86%) 
and made use of condoms (55%). The other methods of HIV prevention had very low utilisation 
rates. A similar trend was observed in Zambia, where the most commonly accessed SRH and 
HIV prevention services were HTC (74%) and condoms (86%). Sex workers in Zimbabwe ,as in 
the other two nations, had accessed HTC and condoms. The remaining SRH and HIV prevention 
methods were accessed, but at extremely low rates.

Stigma and discrimination

The data shows that sex workers from the mining and farming communities in South Africa 
experience high levels of stigma and discrimination, such as name calling and exclusion from 
community and family events, due to their profession.  Similar levels of stigma and discrimination 
against sex workers was also evident in Zimbabwe. Interestingly, sex workers from Zambian 
mines did not experience such high levels of stigma and discrimination except for name calling.
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Findings from the lesbian, gay, bisexual and 
transgender persons (LGBT) survey

Sexual Practices

The research suggests that safer sexual practices are common among members of the LGBTI 
community in Zimbabwe. Over 80% of both MSM and gays or lesbians reported that they would 
made use of condoms every time they had sex, and that they would not have sex with someone 
who insisted on not using a condom.

SRH and HIV Prevention Knowledge

The data showed that for members of the LGBTI community, knowledge of SRHR was particularly 
high.  Except in the case of about 13% of men having sex with men who did not know that they 
had ‘a right to say no to sex’, nor did they know that they also had ‘a right to have children with 
a partner of their choice when they want’.  

Access to SRH and HIV Prevention Services

When it came to access to SRH and HIV prevention services, members of this community showed 
that they accessed HTC and condoms more than any of the other SRH and HIV prevention services 
– which is similar to respondents from all other sampled communities. However, members of this 
group have a special requirement for accessing lubricants yet 56% of them had not accessed 
these in the six months prior to the study being conducted.

Within the LGBTI community, various barriers prevented access to HIV prevention methods, SRH 
and SGBV information and services. For the MSM group, the main barriers to accessing these 
important services and information were stigma and discrimination (63%), followed by traditional 
and cultural barriers (50%). For the gay and lesbian groupings, the main barriers were traditional 
and cultural norms (83%) followed by gender norms (57%).  

Stigma and Discrimination

There were high levels of stigma and discrimination extended to members of the LGBTI community. 
For MSM the most common forms of stigma and discrimination were to do with exclusion 
from community events, followed by name calling from both family and community members. 
For the gays and lesbians, the most  common form of stigma and discrimination was name calling 
by family or community members. The data suggests that stigma and discrimination against 
LGBTIs are rife. The main protractors being community and family members.
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Key Recommendations
  Interventions should focus on providing behaviour change information with regard 

to practicing safer sexual practices, such as: abstinence, limiting the number of sexual 
partners, the correct and consistent use of condoms, and discouraging MCPs among 
tyouths, adult women and sex workers. 

  Access to SRHR and HIV services was mainly limited to HTC and condoms. As such, 
awareness of the availability of other SRHR services such as prevention of mother-to-
child transmission (PMTCT), family planning and cervical cancer screening, among 
others, should be provided. Also, governments should be lobbied to ensure that 
when demand is created, the supply side of these services is addressed to ensure 
that these services are available and accessible to all who want them.

  There continue to be barriers to accessing SRHR and HIV prevention services. These 
are mainly traditional, religious and cultural, and as such programmes need to be 
developed to help shift mind-sets away from some of these detrimental norms. Also, 
another barrier to access noted was the negative attitudes of service providers, who 
must be educated to know that SRHR and HIV prevention services are public health 
services that must be rolled out to all, regardless of age, gender, sexual orientation 
and place of residence.  

  It is recommended that programming focuses on sensitising and encouraging 
behaviour change regarding the use of drugs and alcohol amongst the youth.  
Furthermore, education and awareness initiatives on SGBV as well as other forms of 
GBV should be carried out in an effort to reduce the prevalence of this risky social 
behaviour.

  There is need to devise strategies to eradicate the various challenges that bedevil 
women as they try to access SRHR and HIV prevention and embed them in 
programmatic interventions. One of the main strategies is to involve men in 
programmes that seek to raise awareness of the importance of access to SRH and HIV 
prevention services.

  Successful politicians, community leaders and local business persons are role models 
in every society. As such, programmes to educate them to support sex workers and 
publicly advocate for their increased access to SRHR, HIV and other health related 
services are important, as well as the sharing of this information in order to increase 
the capacity ofpolitical and community leaders in other countries.
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INTRODUCTION
SAfAIDS is implementing a three-year (2014–2017) regional programme entitled Sustainable 
Communities of Real Excellence (SCORE). The programme is being implemented through 
strategic regional and national partners in six southern African countries (Lesotho, Malawi, South 
Africa, Swaziland, Zambia, and Zimbabwe)and seeks to address HIV, TB, gender-based violence 
and sexual reproductive health and rights needs of young people, women and key populations 
LGBTI, sex workers, and prisoners) in high transmission; high population regions within the 
stated six countries.

Specific target areas include informal sectors around the mining areas, farming areas and prisons. 
In line with the overall SCORE objectives, activities will be delivered at national and regional 
levels. Community level activities, implemented with national and local partners, will target high 
HIV, SRH, GBV prevalence districts with large population figures, and ‘hot spots’ within those 
areas. The primary targets for the programme include: high risk and vulnerable groups including 
young people aged 10-24 years; women aged 25-49 years who operate in the informal sectors 
around mines; young offenders and women in prisons; men as critical stakeholders in preventing 
HIV, GBV and upholding the rights of women and girls; and key populations; to reach 10 million 
people over five years in six countries in southern Africa.

This report is based on research that involved gathering and analysing survey data from young 
people (10-24), adult women (25-49), sex workers and service providers, which was collected from 
mining, farming and Apostolic communities in Zambia, South Africa and Zimbabwe. Data was 
also collected from the LGBTI community in Zimbabwe. The report is divided into the following 
five sections:

  Section A. Brief Background

  Section B: Purpose and Objectives of the Baseline Assessment

  Section C: Methodology

  Section D: Findings

  Section E: Discussion, Conclusions and Recommendations



A
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SECTION A: 
BRIEF BACKGROUND
In 1994, 179 countries agreed to implement the International Conference on Population & 
Development (ICPD) Programme of Action on gender equality, eliminating violence against 
women, ensuring women’s control over their fertility and universal access to sexual and 
reproductive health (SRH) information and services. Almost two decades after this radical shift to 
a focus on individual needs and rights, reporting on SRHR indicators remains poor in eastern and 
southern Africa (ESA). Numerous global, continental and regional commitments that promote 
SRH have been adopted. These include:

  The Fourth World Conference on Women (1995, Beijing); 

  SADC Gender and Development Declaration (1997); 

  The SADC Health Protocol (1999); the Millennium Development Goals (2000); 

  United Nations General Assembly Special Session on HIV and AIDS (2001, New York); 

  SADC Declaration on HIV/AIDS (2003, Maseru); 

  The Protocol to the African Charter on Human and People’s 
Rights on the Rights of Women in Africa (June 2003); 

  Maputo Declaration (2004); and 

  The Maputo Plan of Action (2007).

Despite these commitments, the sexual and reproductive rights of women and girls; lesbian, 
gay, bisexual and transgender people; people living with disabilities; people living with HIV; sex 
workers, and other key and vulnerable populations are often unrealised, infringed upon and 
abused. The absence of inclusive national policies, or health policies that are silent on sexual rights 
and the rights of key populations creates a climate in which intolerance, stigma, discrimination 
and exclusion can thrive. The practices and attitudes of some service providers, communities and 
leaders aggravate these factors and make services largely unavailable or inaccessible to many.

The burden of HIV continues to fall disproportionately on women and girls. In southern Africa 
young women are two to three times more likely to be HIV positive than young men, while in 
sub-Saharan Africa, women account for approximately 60% of people living with HIV (PLHIV). 
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This region also sees 28% of women below the age of 18 years giving birth to at least one child 
and contraceptive use across the region sits at a low 18%. Uniquely among all other regions of 
the globe maternal mortality rates continue to rise here; a woman in sub-Saharan Africa has a 1 
in 16 chance of dying in pregnancy or childbirth, compared to a 1 in 4,000 risk in a developed 
country1.

Also, in a global context, sub-Saharan Africa remains the region most affected by the HIV 
pandemic, despite positive signs that HIV prevalence is declining overall among young people 
(UNAIDS, 2011, p. 53). The high numbers of new infections among young people in eastern 
and southern Africa remain a serious concern, as is the fact that the region is home to of the 
adolescents and young people living with HIV. HIV-related stigma and discrimination – boosted 
by attitudes based on laws and policies – continue to hamper the region’s response to the 
pandemic, by preventing young people from accessing a range of key sexual and reproductive 
health (SRH) services. Despite being the region with the highest HIV prevalence among 
adolescents and young people, HIV knowledge levels remain persistently low. Common practices 
such as early sexual debut and child marriage in adolescent girls; high primary school dropout 
rates and low transition to secondary school; age disparate and transactional sex; coupled with 
weak protection and SRH systems; as well as weak adolescent health services overall, combine to 
create a daunting challenge that impacts the rights to education and health of adolescents and 
young people in the region.

Women also bear a greater burden of sexual and reproductive ill-health than men. More 
than half a million women die annually in pregnancy and childbirth from largely preventable 
causes, almost all of these deaths occurring in resource constrained settings2. Globally, 13% 
of all maternal deaths are due to the complications of unsafe abortion, resulting from the 
estimated 19 million unsafe abortions occurring annually3. More than 340 million new cases of 
curable sexually transmitted infections (STIs) occur annually, and sexually transmitted human 
papillomavirus (HPV) infection – closely associated with cervical cancer – is diagnosed in more 
than 490,000 women causing 240,000 deaths every year4.

HIV affects or potentially affects all aspects of women’s sexual and reproductive health – 
pregnancy, childbirth, breastfeeding, abortion, use of contraception, exposure to, diagnosis and 
treatment of STIs and their exposure to sexual violence. For instance, HIV infection accelerates 
the natural history of some reproductive illnesses and increases the severity of others, cervical 
cancer being one.

1 SEXUAL HEALTH AND RIGHTS IN AFRICA: NOT FAR ENOUGH, NOT FAST ENOUGH Civil Society Call to Action on Sexual & Reproductive 
Health & Rights in Eastern & Southern Africa. http://www.arasa.info/files/8613/7837/5515/Civil_Society_Call_to_action_on_African_
SRHR_final_for_distribution.pdf

2 Maternal mortality in 2000: estimates developed by WHO, UNICEF and UNFPA. Geneva and New York, World Health Organization, United 
Nations Children’s Fund and United Nations Population Fund, 2004 (http://www.who.int/reproductive-health/ publications/maternal_
mortality_2000/index.html, accessed 31 March 2006).

3 Unsafe abortion – global and regional estimates of the incidence of unsafe abortion and associated mortality in 2000. 4th ed. Geneva, 
World Health Organization, 2004 (http://www.who.int/reproductive-health/publications/ unsafe_abortion_estimates_04/index.html, 
accessed 31 March 2006).

4 Reproductive health strategy to accelerate progress towards the attainment of international development goals and targets. Geneva, 
World Health Organization, 2004 (http://www.who.int/reproductive-health/strategy.html).
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Infection with HIV also affects the sexual health and well-being of both women and men. For all 
these reasons, it is essential that those providing SRH services have the knowledge and skills to 
address the particular concerns and problems of women and of key populations.

Sex workers in southern Africa are among the high-risk and vulnerable groups., In some cases such 
as Malawi, Swaziland and Zimbabwe these groups register HIV prevalence of above 70% (Gender 
Links, 2013; UN Women & OSISA, 2012). Both at regional and national levels, Southern African 
Development Community (SADC) HIV/AIDS strategic plans include positive integration of sex 
workers in HIV prevention programmes (SADC, 2012; 2009). Despite these regional and national 
plans and commitments, a critical analysis of the legal frameworks and practices pertaining to 
sex workers in southern Africa indicates that sex workers are e ffectively criminalised. Eight SADC 
countries criminalise sex work, while the rest often use such laws as vagrancy laws to arrest sex 
workers, in addition to general public stigma (Gender Links, 2013). Evidence from the four border 
posts suggests that, despite the commitment of governments in southern Africa to curb HIV and 
ensure SRHR for all, including sex workers, public services are a prominent barrier to realising 
SRHR among female sex workers. Police and public health services were prominently singled out 
as the two public services hindering the realisation of SRHR among female sex workers5.

Relatively little information is currently available on the vulnerability of LGBTI persons to HIV in 
Africa. However, we do know that LGBTI people experience discrimination on a daily basis and 
live under constant threat. In 38 of 52 countries in Africa, homosexuality is illegal and can carry 
long-term prison sentences. Attention and support must therefore be given to LGBTI persons, 
who apart from being discriminated against, are in all likelihood, exposed to additional risks 
in terms of HIV. Very scarce information exists in the four Sexual Health and Rights Programme 
(SHARP) countries, namely Kenya, Tanzania, Uganda and Zimbabwe, on the HIV prevalence or 
incidence trends among the men-who-have-sex-with-men (MSM) communities, however the 
existing data document a slightly variable prevalence rate in the four countries - between 12.4% 
and 18.3% -  and even within countries, as shown in the table below, statistics show prevalence 
with a significant geographic variation, mostly along socio-economic status6.

5 When Public Services are a Barrier to Sexual and Reproductive Health Rights of Female Sex Workers in Southern Africa. Michael Jana, 
Tafadzwa Madondo, Renay Weiner. Simon Sikwese.

6 SEXUAL HEALTH AND RIGHTS PROGRAM (SHARP) Kenya, Tanzania, Uganda & Zimbabwe Project Baseline Report. May 2014.
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MSM and HIV: Country factsheet

Kenya

Prevalence MSM 18.2%

Prevalence general 
population 6.2%

Type of epidemic Generalised 

Legal environment Criminalise same-sex practices

Tanzania

Prevalence MSM 12.4%

Prevalence general 
population 5.8%

Type of epidemic Generalised

Legal environment Criminalise same-sex practices

Uganda

Prevalence MSM 13.7

Prevalence general 
population 7.3

Type of epidemic Generalised

Legal environment Criminalise same-sex practices

Zimbabwe

Prevalence MSM No reliable estimate

Prevalence general 
population 14.9

Type of epidemic Generalised

Legal environment Criminalise same-sex practices

Together with crowded conditions, sexual activity and drug use, prisons are environments 
conducive for the transmission of infectious disease. The HIV prevalence among South African 
prison inmates, for example, is estimated to be between 20 and 41%. Unprotected consensual 
penile-anal penetrative sex, drug use, tattooing, and sharing of blades are known to occur, yet 
the prevalence of such behaviours and their impact on HIV within the correctional services is not 
well understood. Efforts have been made by the Department of Correctional Services to provide 
comprehensive HIV prevention, testing, and support services. However, staff shortages, limited 
technical support, and gaps in policy and training contribute to the high demand for appropriate 
services to promote the SRHR of inmates and to prevent and respond to sexual abuse.

Increased information and knowledge about HIV and SRHR can also have a significant impact 
on people’s decisions about their own sexual behaviour. Recent studies  show that multiple 
concurrent partnerships, combined with low condom use, increases the risk of HIV infection. It is 
against this background that SAfAIDS has developed the SCORE programme.
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SCORE Programme Goal and Objectives

Goal

The goal of the SCORE programme is to contribute to a sustained 50% reduction in new infections 
and improved positive sexual and reproductive health outcomes for communities in southern 
Africa, by 2018.

Strategic Objective 1: Promote access to strategic, evidence-based HIV, TB, SGBV prevention 
and SRHR information and services that enhance preventative behaviours and demand for SRH 
services by young people aged 10-24 years (in- and out-of schools, in prisons and informal 
settlements surrounding mines ) in southern Africa by 2018.

Strategic Objective 2: Scale up SRHR interventions that promote prevention of HIV, TB and GBV 
and enhance referrals and uptake of key SRH services for vulnerable women aged 25-49 years 
(in prisons and informal settlements surrounding mines and farms) in southern Africa by 2018.

Strategic Objective 3: Promote the rights of key populations to address human rights issues 
of key populations (LGBTI, PLHIV, prisoners, and sex workers) to prevent HIV, TB, GBV, and 
homophobia to enhance access to non-stigmatised SRH and Rights information and services.



B
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SECTION B: 
PURPOSE AND OBJECTIVES OF 
THE BASELINE ASSESSMENT

The baseline assessment sought to inform program roll-out, activities and enable effective 
monitoring and evaluation of the project by establishing baseline values of key SCORE indicators 
in the monitoring and evaluation (M&E) plan.

Objectives of the Baseline Assessment
The assessment targeted mainly three community locations that is farming, mining and religious 
sectors (Apostolic churches).

The specific objectives of the assessment were to:

  Assess factors (economic, social, cultural, political, religious) influencing GBV, and HIV 
and access to SRHR, in terms of information and services and the degree to which 
these are accessed  by young people (10–14 years), women (25–49 years), prisoners, 
sex workers, and LGBTI, in areas surrounding farming, mining, and prisons and also 
areas dominated by Apostolic sects.

  Establish SRHR, GBV, and HIV knowledge, attitudes, and sexual practices by young 
people, women, sex workers and LGBTI as well as to understand the degree of stigma 
and discrimination in targeted programme areas.

  Determine the level of men and boys, gatekeepers, community leaders and policy 
makers’ involvement in protecting women and girls from GBV and HIV related risk 
and vulnerability issues.

  Assess levels of alcohol abuse, school dropout rates, child pregnancies, child marriages 
and GBV cases and the extent to which parents/guardians discuss SRHR, HIV and/or 
GBV issues with their children discuss. 

  Identify and establish strengths and weaknesses of service providers and community 
referral systems for SRHR, GBV, and HIV prevention information and services in the 
SCORE programme target areas.

  Establish baseline values and set realistic targets for SCORE indicators stated in the 
monitoring and evaluation plan.
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SECTION C: 
METHODOLOGY
In this section of the report, a description of the methodology that was used to obtain, analyse 
and interpret the quantitative data and qualitative data is provided. 

Sampling Methods and Study Design
A study population is defined as the total collection of elements about which researchers seek to 
make inferences (Cooper & Schindler, 2003; Neuman, 2000). The study population for this baseline 
assessment consisted of young people (aged 10-24), adult women (aged 25-49), sex workers and 
LGBTIs in selected districts in Zimbabwe, Zambia and South Africa. The districts were purposively 
selected, together with SAfAIDS, from the proposed districts in which the SCORE programme will 
be implemented. When selecting the districts, there was an emphasis on ensuring that farming, 
mining and apostolic communities were represented. Also, in terms of representation, it was 
noted that while SAfAIDS will implement the SCORE programme in six countries, more activities 
will be done in Zimbabwe and hence, two districts were selected in Zimbabwe, compared to one 
apiece in Zambia and South Africa. It should be noted that the research team managed to reach 
out to LGBTIs in Harare with assistance from the Gays and Lesbians Association of Zimbabwe 
(GALZ). The table below shows the districts that were sampled in each of the three countries.

Table 1: Sampled Districts for the Baseline Assessment

Country Province District Area Type of Community

Zimbabwe
Manica land

Odzi Hamamaoko Farming and Mining

Marange Mufararikwa Apostolic (Religious)
Mashonaland 
West Mhondoro 14 wards Farming and Mining

South 
Africa North West Bojanala

Madibeng 
Municipality Farming and Mining

Rustenburg Mining

Zambia Copper belt Kitwe
Wusakile Mining community

Kamfisa Farming community

Thus, a multi-stage stratified sampling technique was used, such that in each country, the three 
clusters were defined as mining, farming and Apostolic communities.
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However, only in Zimbabwe was a clearly defined Apostolic community reached in the selected 
districts. An effort was made to reach both male and female young people (10-24), adult women 
(25-29) and sex workers in each of the clusters. A cross-sectional design was adopted for this 
baseline study. Quantitative data were obtained using three questionnaires (one for young 
people, one for adult women and another for sex workers and LGBTI). In addition, a service 
providers’ questionnaire was used to assess the availability and accessibility of HIV, SRH and GBV 
services, from the point of view of service providers.

The sample size allocation was determined by the sizes of the beneficiary population in each 
project site. The following numbers were expected to be interviewed at each chosen site.

Table 2: Sample Size Allocations

Country Province Research 
Site Targeted Groups Sample 

sizes

Zimbabwe

Total 
(N=780)

Manicaland

Marange  Apostolic Community  Adult Women 50
Young people 100

Odzi  Farming and Mining 
Community

Adult Women 100
Young people 200

Mutare Urban Sex Workers 60

Mashonaland 
West  Mhondoro  Mining Community, 

Farming Community 

Adult Women 50
Young people 100
Sex Workers 60

Harare Harare LGBTI LGBTI 60

Zambia

Total 
(N=380) 

Copper belt  Kitwe  Farming, Mining 
and Community 

Adult Women 100

Young people 200

Sex Workers 80

South Africa

Total 
(N=380) 

North West  Bojanala  Farming and Mining 
Community 

Adult Women 100

Young people 200

Sex Workers 80

Study Instruments
Four research instruments were developed for use during data collection. Three survey 
questionnaires were developed for collecting data from male and female young people (10-
24), adult women (25-29) and one for hard-to- reach groups, which in this case are sex workers 
and LGBTI. The three survey questionnaires were meant to assess the respondents’ knowledge, 
attitudes, perceptions, access to services and barriers to access to HIV, SRH and GBV services 
and information. A service providers’ tool was also developed to assess the availability and 
accessibility of HIV, SRH and GBV services. 
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An in-depth interview Guide for Key Informants was developed, and it also was used to explore 
such issues as whether young people, adult women, prisoners, sex workers, Apostolic Community 
and LGBTI know about HIV prevention and SRHR. Also, the guide was used to explore access to 
and barriers to access of HIV, SRH and GBV services and information. The guide was also meant 
to explore the policy considerations in relation to the key subjects in question, as highlighted 
above. Within each of the above themes, appropriate probes were inserted in the IDI Guide.

Recruitment and Training of Field Staff
Research Assistants were recruited from each country, and key issues that were considered in 
the criteria of selection included: (i) holder of at least a university degree or diploma in the 
social sciences, (ii) extensive research and/or fieldwork experience, (iii) demonstrated maturity 
and ability to gather data from hard to reach groups (i.e. female sex workers and LGBTI), and 
(iv) language proficiency in local languages for the selected districts in each country. The same 
criteria for selection of Research Assistants was followed in all the three countries.

In Zimbabwe, a total of six Research Assistants (three male and three female) were selected, 
and were distributed into two teams led by experienced IRI team supervisors. In South Africa, a 
team of six Research Assistants (three male and three female) was selected, and was led by one 
of IRI’s project managers based in the IRI Pretoria Office. Three of the Research Assistants were 
selected working together with AgriAIDS, one of SAFAIDS’ partners working in Bojanala district.  
In Zambia, four Research Assistants (two male and two female), together with an experienced 
team supervisor were selected, in liaison with SAfAIDS Zambia country office. 

In each of the three countries, successful candidates attended a mandatory one-day training 
workshop at different venues. In Zimbabwe, the training was conducted at IRiZ offices in Harare, 
on Sunday the 24th of August 2014, while in South Africa, it was conducted in Bojanala district at 
the International Assemblies of God Church, on Wednesday the 27th of August. Finally, a training 
for the Research Assistants in Zambia, was done on Friday the 29th of August in Kitwe, at a 
conference room provided by one of SAfAIDS Zambia partners called the Copper belt Health 
Education Project (Chep). The training covered a number of issues, including:

  Aim and objectives of the study.

  Extensive review of the study instruments (i.e. survey questionnaires, the IDI Guide 
and the service providers’ tool).

  Data collection procedures to be followed during fieldwork (e.g. obtaining informed 
consent from respondents , and recording responses on questionnaires).

  Procedures for handling ethical issues that could arise during fieldwork.

  General ethical conduct during fieldwork (e.g. ensuring confidentiality of information 
at all times and ensuring anonymity of respondents during fieldwork and afterwards).
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Data Collection Process
Data collection commenced on the 25th of August and ended on the 5th of September 2014. 
The research teams in each country moved from one area to the next, following a set schedule 
and each team’s progress was monitored by the fieldwork co-ordinator who also received basic 
demographic information on each team’s daily achievements. This ensured that in cases where an 
imbalance in the distribution of respondents was noted, corrective action was taken immediately 
while the team was still in the field.

Respondents were randomly selected in the selected areas, though every effort was made to 
ensure that the predetermined sampling criteria and numbers for young people, adult women 
and sex workers were met. Fieldworkers approached individuals randomly and explained 
the purpose of the study and if the respondent agreed to take part in the survey, they were 
either interviewed immediately or an appointment was scheduled to interview them at a more 
convenient time and place. 

Survey Administration

While the plan was to administer assisted self-completed questionnaires for the young 
people, LGBTI and sex workers, it must be noted that the Research Assistants ended up using 
the face-to-face method, mainly because of literacy and some complex skip patterns which 
made it unsuitable for self-administration, even by literate respondents. Also, the face-to-face 
interviewing technique was ideal as there was need to ensure that respondents understood 
the questions being asked, thus limiting unintentional errors from respondents which could 
arise from them misunderstanding the question. Left unchecked, this potential source of error 
could have biased the results and affected the reliability of data collected through, for example, 
self-completion of the questionnaires. Besides, using the face-to-face interviewing technique 
ensured standardisation of the data collection process, since all fieldworkers had received the 
same training and were deployed only after the research team was confident that all fieldwork 
procedures were clearly understood by all fieldworkers.

The interview commenced with the interviewer explaining the purpose of the study to the 
respondent. The interviewer also explained that all the information shared during the interview 
would be treated confidentially and that anonymity would be maintained by not writing the 
respondent’s name anywhere on the questionnaire. Also, respondents were informed that their 
names and responses would never be disclosed to anyone else who was not part of the research 
team, either during fieldwork or in the report. Only after informed consent was granted by the 
respondent were the interview questions asked in the order prescribed in the questionnaire and 
following the procedures discussed during training. At the end of the interview, the respondents 
were thanked and given an opportunity to ask any questions they had. Fieldworkers were 
strongly encouraged to answer any such questions honestly and accurately. Random, informal 
exit interviews confirmed that this procedure was adhered to throughout the data collection 
process.
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In-Depth Interviews with Key Informants

Appointments were made in advance with key informants as appropriate.  At this initial point of 
contact, the aim of the study was explained and the voluntary nature of participation highlighted. 
On the date of the interview, consent was sought and the interview was conducted in private 
at the offices of the key informants or at alternative venues selected by the respondents. The 
interviews were conducted by the team supervisors and a researcher (who was responsible for 
recording and note taking). These interviews were mainly carried out with SAfAIDS partners and 
community leaders and they provided a more technical perspective on issues to do with HIV, 
SRHR and GBV in their areas; theseproved to be an invaluable source of information.  

Service Providers’ Tool

The Service Providers’ tool was administered to service providers of HIV, SRH and GBV services 
who were mainly nurses at health care facilities. When the research team arrived at a research 
site, the team leader was responsible for meeting with the service provider and leaving them 
with the tool for self-completion once they consented to participation. 

Data Processing and Analysis
The data collected during this study was mainly quantitative from the survey questionnaires 
and the service providers’ tool, with just a smaller part of the study being qualitative with 
information obtained through in-depth interviews with key informants. The data were processed 
and analyzed as described below.

Quantitative Data

The questionnaires were numbered using a numbering machine. This enabled us to easily track 
the processing of each questionnaire. Data capture screens were developed using CSPro (The 
Census and Survey Processing System) software. CSPro is a specialised data capture software 
package that combines the features of Integrated Microcomputer Processing System (IMPS) and 
the Integrated System for Survey Analysis (ISSA) in a single windows environment. CSPro enables 
the data-capturer and data-capturing manager to easily monitor and control the data capturing 
process in situations where multiple data capturers are used. 

Data capturers were recruited and trained on how to capture data using the CSPro software. 
Double data entry was used and any discrepancies checked against the original questionnaire 
to ensure accuracy. Once the data from all questionnaires were captured, the data files were 
exported to SPSS for statistical analysis. Standard data cleaning techniques were implemented 
(e.g. confirming all missing values against original questionnaires, checking for data integrity, 
cross-checking outliers on individual variables, etc.), and the clean data files were submitted 
to the IRI statistician and senior researchers for analysis and interpretation. The data was then 
analysed by generating frequency tables and cross-tabulations. 
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In cases where inferential statistics were deemed to be necessary, measures of association 
(e.g. correlations and chi-squares) and tests of significance of difference (e.g. t-tests, ANOVA F 
values, etc.) were computed using SPSS version 17. These tests of statistical significance were 
used to determine the extent to which observed relationships and/or differences were beyond 
chance (if p<0.05; a significant difference or relationship was inferred to exist using CI=95%). 
Cross-tabulations were also performed on the data using the demographic variables (e.g. gender, 
age group, district, marital status, etc.) and the data presented in the form of tables and graphs. 
Quantitative data interpretation was triangulated with the qualitative data in situations where 
this was deemed to be both feasible and appropriate. 

Qualitative Data

Qualitative data, in the form of transcripts produced from audio-recordings made during FGDs 
and IDIs were analysed using a procedure known as content analysis, to identify key themes that 
emerged from the data, guided by the research questions under investigation for this baseline 
assessment. The use of content analysis permitted the research team to identify core themes and 
nodes from the data, allowing them to proceed from the particular to the general. Also, in some 
cases, specific quotations, which were relevant for providing deeper insights into the patterns 
observed from quantitative data, were extracted and are included in the findings section of 
this report. The tape-recorded sessions of the focus group discussions, in-depth interviews with 
national and community level stakeholders were transcribed.

Field notes, based on observations during fieldwork were also used to gain a deeper understanding 
of the contextual issues emerging from the study throughout both during fieldwork and at the 
data analysis stage.
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Ethical Considerations
Many of the topics in this baseline were highly sensitive. As such, all information gathered during 
the course of this study was treated as highly confidential. The following ethical procedures were 
adhered to both during and after fieldwork:

  Verbal consent was obtained from all respondents prior to their participation in the 
study.

  Participants were informed that participation in the study was voluntary and that 
they had the right to withdraw from the study without any negative consequences.

  The research team ensured the confidentiality of personal level data through a 
number of mechanisms (assigning participants to control identification numbers, 
making sure that no interviewers conducted interviews in their home areas, no 
interviews were done in the presence of either a relative or someone they knew, etc.).  

  Ensuring anonymity of participants by not writing their names or any other personally 
identifying information on record forms or anywhere else where their details could 
be accessed by people who were not involved in the project.

  Secure data handling at all stages (i.e. data were kept under lock and key and data 
files were password protected). A drop box system was set up for all researchers to 
share the documents. This system is more secure than e-mails which are increasingly 
at risk of being hacked.
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SECTION D: FINDINGS
Analysis of the results for the baseline assessment was done in a country specific manner; 
there were no comparisons of results across countries because the countries had independent 
samples. The study targeted male and female young people (aged 10-24 years), adult women 
(aged 25-49 years), sex workers and LGBTI persons(only in Zimbabwe) in mining, farming and 
apostolic (again only in Zimbabwe) communities. Respondents were asked orf their usual place 
of residence, which could be either a mining, farming, urban or rural community. 

Rural communities were largely from Zimbabwe’s Marange district from which members of the 
apostolic sect were drawn.  As shown in table 1, above, study participants from Zimbabwe were 
thus drawn from all three target areas; mining, farming and rural  communities. In South Africa, 
study participants were mainly drawn from mining and farming communities, while those from 
Zambia were drawn from mining, farming and urban communities. Disaggregation by place of 
residence was done for all key variables in the study, and no comparisons were done across the 
different types of places of residence. The report is intended to provide indicators for key themes 
on sexual practices, knowledge on SRHR, GBV and HIV, access to and barriers to access to HIV 
and SRHR services, amongst the targeted groups in farming, mining and apostolic communities. 

Background characteristics

Young People

Age and Gender distribution

Close to half (48.5%) of the respondents were from Zimbabwe, while 27.0% where from Zambia 
and 24.5% were from South Africa. A total of 784 young people aged between 10-24 years 
participated in the baseline study. Of these, 22.7% were in the 10-14 age group, while 45.5% 
were in the 15-19 age group and 31.8% were in the 20-24 age group, across the three countries. 
Also, an almost similar number of female (50.6%) and male (49.4%) respondents participated in 
the study across the three countries.

Table 3: Age groups of Young people

  South Africa Zambia Zimbabwe N

10 to 14 27.6% 14.7% 24.7% 178

15-19 35.9% 52.1% 46.7% 357

20-24 36.5% 33.2% 28.6% 249

Total 192 211 381 784
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Residence

Of the respondents in Zimbabwe, 46.5% reported that they were from rural communities (Apostolic 
sect), with 27.3% from mining communities and 25.2% from farming communities. Respondents 
from Zambia where drawn from the mining community (47.9%), farming community (29.4%), 
and urban community (21.3%). With regard to South Africa, 91.1% of the young people were 
drawn from mining communities, while 8.3% were from farming communities.

Education level of Respondents

Close to sixty percent (58.7%) of the respondents who participated in the study had completed 
secondary education, while 28.5% had completed primary school, 7.8% had completed higher 
education and only 4.9% had not completed any level of education.

Table 4: Education level of young people

  South Africa Zambia Zimbabwe N

None 3.1% 4.7% 5.9% 38

Primary 29.3% 23.7% 30.2% 219

Secondary 54.5% 61.1% 60.4% 451

Higher 13.1% 10.4% 3.5% 60

Total 189 209 370 768

Religion of Respondents

Respondents were asked to which religion they belonged. Of those that said they were Christian, 
18.8% where Roman Catholic, 30.6% belonged to the protestant churches, with 19.8% being 
Pentecostal, while 30.9% reported that they belonged to the Apostolic or ‘White Garment’ 
religious sect. The table below shows the distribution of the churches the respondents attended 
within each country. It is clear that half the young people who participated in the study in 
Zimbabwe belonged to the Apostolic sect.

Table 5: Church Denominations for young people

If Christian, which church 
do you attend?

South 
Africa Zambia Zimbabwe N

Roman Catholic 13.5% 35.9% 9.9% 124

Protestant (Lutheran, SDA, 
Methodist, etc.) 29.3% 35.4% 28.0% 202

Pentecostal 32.3% 24.3% 11.8% 131

Apostolic/White Garment 24.8% 4.4% 50.3% 204

Total 133 206 322 661
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Adult Women

A total of 383 adult women participated in the study, of whom 49.3% were from Zimbabwe, 
26.4% from Zambia and 24.3% were from South Africa. As shown in the table below, 39.4% (151) 
of the respondents were in the 30-39 age category, 24.5% (132) in the 40-49 age category and 
26.1% (100) were in the 24-29 age category.

Table 6: Age groups for adult women

  South Africa Zambia Zimbabwe N

24-29 32.3% 25.7% 23.3% 100

30-39 40.9% 53.5% 31.2% 151

40-49 26.9% 20.8% 45.5% 132

Total 93 101 189 383

Residence and Religion

In Zimbabwe, the respondents were mainly drawn from the farming communities (50.8%) in 
Odzi and Mhondoro and the rural communities (48.1%) which were mainly in Marange (the 
Apostolic faith communities). With regard to Zambia, respondents were distributed across  
mining communities (44.6%), farming communities (30.7%) and  urban communities (24.8%) 
from both Wusakile and Kamfisa areas in Kitwe. In South Africa, respondents were drawn from 
the mining (64.5%) and farming (32.3%) communities in Bojanala District.

Table 7: Place of Residence for adult women

  South Africa Zambia Zimbabwe N

Mining Community 64.5% 44.6% .5% 106

Farming Community 32.3% 30.7% 50.8% 157

Urban .0% 24.8% .5% 26

Rural 3.2% .0% 48.1% 94

Total 93 101 189 383

As indicated above, 57.4% of the adult women in Zimbabwe reported that they belong to the 
Apostolic sect. In Zambia and South Africa, 49% of the adult women in each country belonged 
to the Protestant and Pentecostal churches respectively.



35

Education Level and Marital Status

Only a few respondents in South Africa (8.6%), Zimbabwe (5.9%) and Zambia (3.0%) reported 
that they had not completed any education level. While overall. in all the countries, 65.2% of the 
respondents reported that they were married, it is worth noting that in South Africa,  57.1% of 
the respondents had never been married. The table below shows that 78.8% of adult women in 
Zimbabwe and 67.3% of the women in Zambia reported that they were married at the time of 
the study.

Table 8: Marital status of adult women

  South Africa Zambia Zimbabwe N
Married 35.2% 67.3% 78.8% 245

Divorced/ separated 5.5% 18.8% 4.3% 32
Widower 2.2% 6.9% 13.6% 34

Never married 57.1% 6.9% 3.3% 65
Total 91 101 184 376

Female Sex Workers

A total of 193 female sex workers were interviewed from all three countries. Over forty percent 
(42.5%) of the female sex workers where from Zimbabwe, while 37.8% were from South Africa 
and 19.7% were from Zambia. In South Africa, 69.9% (51) of the female sex workers were from 
mining communities, while the remainder of 30.1% (22) were from urban communities. All the 
female sex workers who participated in the study from Zambia were from a mining community. 
In Zimbabwe, 76.8% (63) of the female sex workers were from farming communities, while 17.1% 
(14) were from urban communities, with the remainder of 4.9% (4) and 1.2% (1) being from rural 
and mining communities respectively.

Table 9 : Sex workers by country and place of residence

  Mine Farm Urban Rural Total

South Africa 51 0  22 0  73

Zambia 38  0 0  0 38

Zimbabwe 1 63 14 4 82
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Lesbian, gay, bisexual, transgender and intersex persons (LGBTI)

A total of 59 LGBTIs who participated in the study where only from Harare, Zimbabwe. Of these, 
16.9% (10) were categorised as MSM, 76.3% (45) as gays and lesbians and 6.8% (4) as transgender.

Findings from young people (10-24) survey. are disaggregated by country, by type of community 
(farming, mining and Apostolic faith) and by gender.

Sexual Practices

South Africa: The data suggests that South African youth engage in a variety of safer sexual 
practices.  Nearly half (46%) of the youth in the mining community reported that they had never 
had sex, with 84% saying they would not have sex without a condom, with almost 70% pointing 
out that they understood how to use a condom correctly.  Intergenerational sex was not a 
common occurrence, with 70% of youth reporting that they did not engage in this practice.

In the farming community, only 21% of youth pointed out that they had never had sex, with 75% 
stating that they had had sex with only one partner in the 12months prior to this study.  Eighty 
three percent of youth from the farming community understood how to use a condom correctly 
and 86% indicated that they would not have sex without a condom.  A high percentage (92%) of 
the youth from farming communities did not engage in intergenerational sex.

The percentage of respondents from the mining communities who had never had sex decreases 
as the age group increases, with 94.9% of young people aged 10-14 reporting that they had 
never had sex; 55.9% in the 15-19 age category had never had sex, while only 1.8% in the 20-24 
age category had never had sex. The trend was similar in the farming community, with all the 
young people in the 10-14 age group reporting that they had never had sex, and 9.1% in the 
20-24 age group had never engaged in sex.

Figure 1: Percentage of respondents who reported safer sexual practices in South Africa
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Zambia: In the Zambian context, slightly less than half the youth from the mining, farming 
and urban areas had never had sexual intercourse. Two thirds of youth from mining areas had 
engaged in sexual relations with only one partner in the 12 months prior to this study, with a 
high percentage (88%) reporting that they would not have sex without a condom. Slightly more 
than half (53%) the youth said they knew how to use condoms correctly. 

The data suggests that intergenerational sex is not prevalent, with 83% of youth reporting that 
they did not engage in this practice.

Sixty two percent of youth in the farming community had had sexual intercourse with one 
partner 12 months prior to this study. Whilst 77% of youth from this community said that they 
would not have sex without a condom, only 47% understood the correct usage of condoms. 
Intergenerational sex did not appear to be a common practice amongst youth from farming 
areas in Zambia as 93% of reported that they do not engage in this practice.

In Zambian urban areas, almost 70% had had sex with only one partner in the 12 months prior 
to this study. Only 53% of youth knew how to use condoms correctly, with a low 49% of youths 
saying they would not have sex without a condom. The data suggests that intergenerational sex 
amongst youth in urban areas is not a frequent incident as 92% of youth reported that they did 
not engage in the practice.

Sexual activity disaggregated by age in Zambia showed that in the mining sector, 90.9% in the 
10-14 age group had never had sex, while only 8.6% in the 20-24 age group had never had sex.  
A similar trend was observed in the farming and urban communities.

Figure 2: Percentage of respondents who reported safer sexual practices in Zambia
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Zimbabwe: In Zimbabwe, 68% of youth from rural areas said that they had never had sex, whilst 
66% of youth from mining areas and 56% of youth from farming areas reported the same.  

Interestingly, 91% of youth from the mining community said they would not have sex without 
a condom, although only 40% of youth understood how to use condoms correctly. The data 
suggests that intergenerational sex was not prevalent among the youth, as 90% of the youth 
from mining communities did not engage in this practice.

Almost half (56%) of youth from the farming community said that they had never had sex.  However, 
while 95% of youth reported that they would not have sex without a condom, only 38% reported 
that they understood correct usage of condoms. The data suggests that intergenerational sex 
did occur amongst youth from the farming community, with 62% of respondents citing that they 
did not engage in this practice.

Similarly in Zimbabwe’s mining communities, all the young people in the 10-14 age group had 
never had sex, while 69.4% in the 15-19 age group reported that they had sex, and 27.3% of 
those the 20-24 age group had never had sex. This trend was also observed among the youth in 
the farming and rural communities in Zimbabwe.

Figure 3: Percentage of respondents who reported safer sexual practices in Zimbabwe
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Knowledge on SRHR and HIV Prevention

Respondents were asked if they knew of their rights as they related to SRHR issues and HIV 
prevention. Respondents from the three different countries gave varied responses.

South Africa: In South Africa, less than a third of respondents from both the mining 
community (23%) and the farming community (29%) knew they had a right to equal treatment. 
Furthermore, less than a fifth of respondents from the mining community (20%) and farming 
community (14%) knew they had a right to plan their family.  Regarding the right to HIV prevention 
and SRHR information, less than a third of youth from the mining community (21%) and farming 
community (29%) knew they had this right. Less than a fifth of youth in the mining community 
(18%) and farming community (14%) knew they had a right to make decisions on their SRH free 
from coercion. Only 12% of youth from mining communities and 14% of youth from farming 
communities knew of their right to decide when and with whom to enter into marriage.

Table 10: Percentage of respondents who know about SRHR in South Africa

Percentage of respondents who know about: Mine Farm

The right to equal treatment 23.4% 28.6%
The right to personal security 9.5% 21.4%
The right to privacy 44.3% 21.4%
The right to HIV prevention and SRHR information 21.4% 28.6%
The right to decide when and who to marry 12.7% 14.3%
The right to plan their family 19.6% 14.3%
The right to health care 29.1% 35.7%
The right to make decisions on their SRH free from coercion 17.7% 14.3%

Zambia: In Zambia, 73% of youth from mining areas knew of their right to health care, with 61% 
knowing of their right to decide when and who to marry and 58% knowing of their right to plan 
their family. However, only 41% knew of their right to HIV prevention and SRHR information, and 
28% of youth knew they had a right to make decision on their SRH free from coercion.

Regarding the right to healthcare, 63% of youth from farming areas knew of this right and 55% 
also said that they knew that they had a right to plan their family. About two fifths (37%) of 
youth in farming areas knew of their right to decide when and who to marry, and a further 28% 
of youth knew they had a right to HIV prevention and SRHR information.

In Zambian urban areas, almost 7 out of 10 youths knew of the following rights; their right to 
decide when and whom to marry (71%), their right to healthcare (68%), their right to equal 
treatment (63%), and their right to privacy (54%). Only 44% of youth in urban areas knew of 
their right to HIV prevention and SRHR information. Furthermore, only 54% knew of their right 
to make decisions on their SRH free from coercion.
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Table 11: Percentage of respondents who know about SRHR in Zambia

Percentage of respondents who know about: Mine Farm Urban

The right to equal treatment 46.3% 19.6% 63.4%

The right to personal security 35.8% 25.5% 51.2%

The right to privacy 33.7% 17.6% 53.7%

The right to HIV prevention and SRHR information 41.1% 27.5% 43.9%

The right to decide when and who to marry 61.1% 37.3% 70.7%

The right to plan their family 57.9% 54.9% 53.7%

The right to health care 72.6% 62.7% 68.3%

The right to make decisions on their SRH free from coercion 27.4% 27.5% 53.7%

Zimbabwe: Interesting trends were visible in data from Zimbabwe. In the mining community, 
86% of youth knew of their right to equal treatment and their right to HIV prevention and SRHR 
information. However, only 57% knew of their right to decide when and whom to marry, their 
right to health care and their right to make their own decisions on their SRH free from coercion.  

In the farming communities, youth declined to respond to this question, only 50% said they 
knew of their right to personal security, to privacy and their right to make decisions on their SRH 
free from coercion.

Respondents from rural areas in Zimbabwe gave interesting responses to inquiries regarding 
their rights to HIV prevention and SRHR information;, 90% of respondents knew of their, 82% 
knew of their right to healthcare and 79% knew of their right to equal treatment.  Less than two 
thirds of respondents knew of their right to personal security (61%), their right to decide when 
and whom to marry (61%) and their right to plan their family (61%). Only 21% of youth knew of 
their right to make decisions on their SRH free from coercion.

Table 12: Percentage of respondents who know about SRHR in Zimbabwe

Percentage of respondents who know about: Mine Farm Rural

The right to equal treatment 85.7%   78.6%

The right to personal security 14.3% 50.0% 60.7%

The right to privacy 42.9% 50.0% 53.6%

The right to HIV prevention and SRHR information 85.7%   89.3%

The right to decide when and who to marry 57.1%   60.7%

The right to plan their family 28.6%   60.7%

The right to health care 57.1%   82.1%

The right to make decisions on their SRH free from coercion 57.1% 50.0% 21.4%
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Knowledge of HIV Transmission methods 

South Africa: When South African youth were asked which HIV transmission methods they 
knew of, the general trend was that youth were extremely knowledgeable on HIV transmission 
methods, regardless of whether they came from a mining or farming background

Table 13: Percentage of respondents who know the HIV transmission methods in South Africa

Respondents who know the following HIV transmission methods Mine Farm

Having sex with someone who has HIV 98.8% 100.0%

Sharing needles, syringes 97.1% 100.0%

Unprotected sexual contact 99.4% 100.0%

Direct blood contact (blood transfusions, 
accidents in health care settings) 95.9% 100.0%

MTCT 100.0% 100.0%

Zambia: In Zambia, the data suggests that, in general the youth were very knowledgeable of the 
methods by which HIV is transmitted, especially the youth from a mining background. For youth 
from farming areas there seemed to be lower knowledge levels (64%) of the mother-to child 
transmission method of HIV transmission. Urban youth also displayed high levels of knowledge 
related to HIV transmission methods, except for the direct blood contact method (68%) and the 
mother-to-child transmission method (66%).

Figure 4: Percentage of respondents who know the HIV transmission methods in Zambia
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Zimbabwe: The data suggests that Zimbabwean youth are knowledgeable of HIV transmission 
methods across the board.

Table 14: Percentage of respondents who know the HIV transmission methods in Zimbabwe

Respondents who know the following HIV transmission methods Mine Farm

Having sex with someone who has HIV 98.8% 100.0%

Sharing needles, syringes 97.1% 100.0%

Unprotected sexual contact 99.4% 100.0%

Direct blood contact (blood transfusions, 
accidents in health care settings) 95.9% 100.0%

MTCT 100.0% 100.0%

Knowledge of HIV Prevention

South Africa: Regarding knowledge of HIV prevention methods, the data suggests that South 
African youth are extremely knowledgeable on the subject matter. 

Table 15: Percentage of respondents who know the following methods of HIV prevention in South 
Africa

Respondents who know the following methods of HIV prevention Mine Farm

Abstinence 98.8% 93.8%

Get tested and know your partner's HIV status 99.4% 87.5%

Be faithful to your partner 100.0% 87.5%

Use condoms 99.4% 93.8%

Limit your number of sexual partners 100.0% 87.5%

Don’t inject drugs 98.8% 87.5%

Zambia: Young people in Zambia showed that they are very knowledgeable regarding some 
of the methods of HIV prevention. The data suggests that only 53% of youth from mining areas 
knew that HIV transmission could be prevented by limiting the number of sexual partners. An 
even lower percentage of youth from the same area (50%) knew that HIV transmission could be 
prevented by rejecting injecting drugs.  

Youth from farming areas and urban areas were also knowledgeable when it came to methods 
of HIV prevention.  However, there were lower levels of knowledge when it came to limiting the 
number of sexual partners and rejection of injecting drugs as HIV prevention methods.
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Figure 5: Percentage of respondents who know the following methods of HIV Prevention in Zambia

Zimbabwe: When it came to the various methods of preventing the transmission of HIV, the 
data suggests that youth in Zimbabwe are knowledgeable only on certain methods of HIV 
prevention. Eighty nine percent of youth from mining areas knew that being tested for HIV and 
knowing a sexual partner’s HIV status was a preventive measure against HIV, whilst 78% knew 
the use of condoms was also an effective measure against HIV transmission.  Only 67% cited 
abstinence and faithfulness to a sexual partner as methods of preventing HIV transmission. An 
even lower 63% of youth from mining areas knew that limiting the number of sexual partners 
was a preventive measure, and 50% did not know that rejecting injection of drugs was a method 
of preventing HIV transmission.

The data suggests that youth in farming areas were less knowledgeable of HIV prevention 
methods in general. Unlike youth in rural areas were more knowledgeable of methods of 
preventing HIV transmission.

Table 16: Percentage of respondents who know the following methods of HIV Prevention in 
Zimbabwe

Respondents who know the following 
methods of HIV prevention Mine Farm Rural

Abstinence 66.7% 50.0% 88.0%

Get tested and know your partner's HIV status 88.9% 66.7% 89.3%

Be faithful to your partner 66.7% 50.0% 92.3%

Use condoms 77.8% 92.6%

Limit your number of sexual partners 62.5% 75.0%

Don’t inject drugs 50.0% 79.2%
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When disaggregated by different age groups and gender, the knowledge levels of HIV prevention 
did not show any difference across the different age groups in all the three countries’ mining, 
farming, urban and rural communities.  

Freedom to discuss SRHR and HIV issues

South Africa: In South Africa, respondents from mining areas suggested that they were free to 
discuss SRH and HIV issues with teachers in schools (80%) and parents (80%), and were not as free 
to discuss the same issues with community leaders (52%). Youth from farming areas indicated 
that they were free to discuss SRH and HIV issues with parents, they were not as comfortable 
discussing SRHR and HIV issues with teacher or community leaders.

Figure 6: Spheres within which SRHR and HIV issues could be discussed freely by youth in South 
Africa

Zambia: When Zambian respondents were asked if they were free to discuss SRHR and HIV issues 
there were varied responses. Youth from mining areas indicated that they were free to discuss 
SRHR and HIV issues with teachers (74%), but to a lesser extent with both their parents (61%) 
and community leaders (45%). Youth in farming areas showed a similar trend with youth saying 
they were free to discuss SRH and HIV issues with teachers (83%) and that they were less able to 
discuss the same issues with parents (64%) and community leaders (40%). This same trend was 
also observed in youth from urban areas in Zambia where youth were free to discuss SRHR and 
HIV issues with teachers (87%) and said they were not as free to discuss these same issues with 
their parents (58%) or community leaders (54%).

Table 17: Spheres within which SRHR and HIV issues could be discussed freely by youth in Zambia

Young people who are free to discuss SRHR and HIV issues with: Mine Farm Urban

Teachers in schools 74.0% 83.0% 86.5%
Community leaders 45.8% 39.7% 54.5%
Parents in the family 60.8% 64.4% 57.8%
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Zimbabwe: Youth in Zimbabwe gave varied responses when asked if they were free to discuss 
SRHR and HIV issues depending on the communities from which they came. Youth from mining 
communities 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%). The data suggests that 
youth in farming areas were not free to discuss SRHR and HIV issues with teachers (50%) and 
especially not with community leaders (33%) and parents (33%). Youth from rural areas also not 
as free to discuss SRHR and HIV issues with Community leaders (62%), or with teachers (47%) or 
with parents (44%).

Figure 7: Spheres within which SRHR and HIV issues could be discussed freely by youth in Zimbabwe

Sexual and Gender Based Violence

South Africa: When considering respondents’ experiences of sexual and gender-based violence, 
the data suggests that youth in the sampled area in South Africa experienced forced sex by a 
partner (50%) and sexual bullying (12.5%) more often than any other form of violence.

Table 18: Percentages of respondents who reported experiencing different forms of sexual violence 
in South Africa

Respondents who reported experiencing  
different forms of sexual violence Mine Farm

Forced marriage 0.0% 0.0%

Forced sex by a partner 50.0% 0.0%

Unwanted kissing or touching 0.0% 0.0%

Sexual bullying 12.5% 0.0%
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Zambia: In Zambia, youth reportedly experienced various forms of sexual violence. Forty 
six percent (46%) of youth in mining areas experienced unwanted kissing or touching, 39% 
experienced forced marriages, almost 20% experienced sexual bullying and about 10% 
experienced forced sex by a partner. Among youth from farming areas, 60% experienced 
unwanted kissing or touching, and slightly above 40% experienced sexual bullying and forced 
marriages. In urban areas, a third of youth experienced both unwanted kissing and touching and 
forced sex by a partner.

Table 19: Percentage of respondents who reported experiencing different forms of sexual violence 
in Zambia

Mine Farm Urban

Forced marriage 38.5% 42.9%  

Forced sex by a partner 9.1% .0% 33.3%

Unwanted kissing or touching 45.5% 60.0% 33.3%

Sexual bullying 18.2% 40.0% .0%

Zimbabwe: In Zimbabwe, experiences of sexual violence varied by community type. Youth in 
mining communities seem to experience sexual bullying (43%) and forced sex by a partner (29%), 
while youth in rural areas experienced all from of sexual violence in differing propensities??; 33% 
experienced forced marriages, 20% experienced forced sex by a partner,13% experienced sexual 
bullying and 7% experienced unwanted kissing or touching.

Table 20: Percentage of respondents who reported experiencing different forms of sexual violence 
in Zimbabwe

Mine Farm Rural

Forced marriage .0% .0% 33.3%

Forced sex by a partner 28.6% .0% 20.0%

Unwanted kissing or touching .0% .0% 6.7%

Sexual bullying 42.9% .0% 13.3%

Access to HIV Prevention, SRHR and SGBV Information and servicesThe young people were 
asked to report whether they had accessed SRHR and HIV prevention services in the six months 
preceding the baseline study. 

South Africa: In South Africa’s mining community, 52.1% of the young people 
reported that they had accessed HIV testing and counselling (HTC), while 26.9% had 
received STI diagnosis and or treatment and 19.2% had accessed condoms. While 6% 
reported that they had accessed antiretroviral therapy (ART), none of the respondents 
reported that they had received support and advice on adherence to ART treatment. 
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In the farming community, 43.8% had accessed HTC, while 31.3% had accessed condoms and 
31.3% reported that they had received STI diagnosis and or treatment. Again, while 6.3% reported 
that they were on ART, none of the respondents cited that they had received support and advice 
on adherence to ART treatment. 

Figure 8: Percentage of respondents who accessed the different SRHR and HIV prevention services 
in the last 6 months in South Africa

Zambia: In Zambia’s urban communities, 61.4% of young people reported that they had received 
HTC, and only 9.1% reported they had accessed condoms, while 6.8% had accessed male 
circumcision, and 4.5% had accessed PMTCT  services. In the mining communities in Zambia, 
43.8% had accessed HTC, while 22.9% had accessed condoms and 29.2% had also accessed male 
circumcision services. The young people who reported access to HTC services in the farming 
communities was 37.7%, and access to condoms was 22.6%. Access to other services was very 
low in all the three communities.
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Table 21: Percentage of respondents who accessed the different SRH and HIV prevention services in 
the last 6 months

Mine Farm Urban

HIV testing and counselling 43.8% 37.7% 61.4%
Condoms 22.9% 22.6% 9.1%
ART 4.2% 1.9% .0%
Support and advice on adherence to ART 2.1% .0% .0%
HIV Prevention information 18.8% .0% 2.3%
Male Circumcision 29.2% 15.1% 6.8%
PMTCT 1.0% 5.7% 4.5%
ANC 0.0% 0.0% 0.0%
TB treatment and or screening 7.3% 3.8% .0%
Cervical cancer diagnosis .0% 9.4% .0%
STI Diagnosis and or treatment .0% 3.8% .0%

Zimbabwe: Sixty percent (59.7%) of the young people in rural communities in Zimbabwe 
reported that they had accessed HTC, while in the same rural communities, 36.3% of the young 
people had accessed HIV prevention information, 21% reported access to male circumcision and 
19.4% had accessed condoms. In the mining communities, 34.4% of the young people reported 
access to HTC, while 16.7% accessed condoms and 16.7% reported that they had received HIV 
prevention information. However, access to other services was less than 10% as shown in the 
table below. With regards to the farming community, 31.8% of the young people reported access 
to HTC, and access to the remainder of the services was less than ten percent for all the services.

Figure 9: Percentage of respondents who accessed the different SRH and HIV prevention services in 
the last 6 months
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Alcohol and drug abuse

South Africa: Interestingly, almost two fifths (38%) of adolescent respondents from mining 
areas in South Africa had consumed alcoholic beverages in the month prior to this study, with 
5% taking drugs. A quarter (25%) of youth in farming communities had consumed alcoholic 
beverages in the month prior to the stud,y with 6% using drugs within the same time period.

Table 22: Percentage of respondents who engage in drug and substance abuse in South Africa

  Mine Farm

During the last 30 days how often have you 
had drinks containing alcohol? 37.7% 25.0%

Some people take different types of drugs. Have you 
also tried any of those drugs in the past 30 days? 4.6% 6.3%

Zambia: In Zambia, the data suggests high rates of drug and substance abuse amongst the 
youth. In the month preceding the study, slightly more than a third (37%) of youth in the mining 
areas consumed alcoholic beverages and about 15% used drugs. Almost 13% of youth in farming 
areas consumed alcoholic beverages and 5% made use of drugs during the preceding month. 
Twenty three percent (23%) of youth in urban areas drank alcoholic beverages and almost a 
tenth (9%) used drugs in the month preceding this study.

Table 23: Percentage of respondents who engage in drug and substance abuse in Zambia

  Mine Farm Urban

During the last 30 days how often have you 
had drinks containing alcohol? 36.6% 12.9% 23.3%

Some people take different types of drugs. Have you 
also tried any of those drugs in the past 30 days? 14.9% 4.8% 8.9%

Zimbabwe: In Zimbabwe, it was interesting to note the high percentages of youth in mining 
areas who ingested alcoholic beverages (20%) and about 15% used drugs.  Fourteen percent of 
youth in rural areas drank alcoholic beverages, whilst 13% made use of drugs.  

Table 24: Percentage of respondents who engage in drug and substance abuse in Zimbabwe

 
Mine Farm Rural

During the last 30 days how often have 
you had drinks containing alcohol? 20.2% 6.5% 13.5%

Some people take different types of drugs. Have you 
also tried any of those drugs in the past 30 days? 15.4% 10.4% 13.0%
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Findings from the adult women survey
Findings disaggregated by country, by type of community (farming, mining and apostolic)

Sexual Practices in Adult Women

South Africa: In South Africa’s mining communities, higher proportions of the women reported 
that they would not have sex without a condom with casual partners (81.8%), they can confidently 
use condoms (69%), and only 12.3% said that in the 12 months preceding the study they had 
engaged in sexual intercourse with more than one partner. As shown in the graph below, a 
similar trend was observed in the farming communities of Bojanala district.

Figure 10: Sexual Behaviours and Practices among

Zambia: It is worth noting that among the urban respondents in Zambia, 52.2% women reported 
that they would have sex without a condom with a casual partner, while 40.9% reported that 
they cannot use a condom confidently. However, none of the women in the urban communities 
reported that in the 12 months preceding the study they had engaged in multiple concurrent 
partnerships. The data suggests that in all the three places of residency (mining, farming and 
urban), the proportions of women who cited that they were not confident in using a condom is 
just above 40%. 
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Figure 11: Sexual Behaviours and Practices among Adult Women in Zambia

Zimbabwe: In rural Zimbabwe (Apostolic sect), 59% of the women reported that they are  not 
confident to use a condom, and 18.8% said that during the past year preceding the baseline 
study, they had engaged in multiple concurrent sexual partnerships. Women in the farming 
communities also sated they were not confident to use condomsbut none of the women in the 
farming communities reported that they had engaged in multiple concurrent sexual partnerships 
during the past year preceding the baseline study.

Figure 12: Sexual Behaviours and Practices among Adult Women in Zimbabwe
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Knowledge on SRHR and HIV Prevention

Knowledge of HIV Transmission and Prevention Methods

With regards to HIV transmission methods, knowledge among the adult women in all the three 
countries’ respective, mining, farming, urban and rural (apostolic) communities was generally 
high (refer to tables in the appendices). A similar trend was observed with the knowledge levels 
of the adult women when it came to HIV prevention methods.

However, in Zambia and Zimbabwe, considerable proportions reported that they did not believe 
that limiting number of sexual partners and reducing use of injecting drugs would prevent HIV. 
For example in Zambia’s mining and farming communities, over 40% of the adult women did not 
believe that limiting the number of sexual partners can prevent HIV infection. Similarly while the 
percentage was lower, in Zimbabwe’s farming communities a third (33.0%) of the women did not 
believe that limiting number of sexual partners can prevent HIV infection.

Knowledge on Sexual Reproductive Health and Rights

Respondents were asked to select SRH Rights which they know; in South Africa responses mainly 
came from the mining and farming communities. Knowledge for all the SRH rights tabulated 
below is over 75% in both mining and farming communities.

Table 25: Percentage of respondents who know of different SRH rights in South Africa

Mine Farm

Right to say no to sex 86.7% 90.0%

Right to have children with a partner of choice when I want 86.7%

Right to access comprehensive SRH and 
HIV Prevention information 85.0% 82.8%

Right to receive health services 85.0% 83.3%

Right to make decision about SRH free from coercion 82.8% 75.9%

Zambia: In Zambia, responses with regard to knowledge of SRH rights were drawn from the 
mining, farming and urban communities. The level of knowledge across these communities is 
higher (75%), except in the case of the respondents in the farming communities who reported 
that they know about their right to say no to sex (73.3%) and their right to have children with a 
partner of their choice when they want (72.4%) which was less. 
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Table 26: Percentage of respondents who know of different SRH rights in Zambia

Mine Farm Urban

Right to say no to sex 77.8% 73.3% 80.0%

Right to have children with a partner of choice 
when I want 93.3% 72.4% 84.0%

Right to access comprehensive SRH and HIV 
Prevention information 84.40% 86.70% 91.70%

Right to receive health services 97.80% 96.60% 96.00%

Right to make decision about SRH free from 
coercion 81.40% 69.00% 95.50%

Zimbabwe: Knowledge of SRH rights in Zimbabwean farming communities is over 75%, except the 
knowledge of the right to say no to sex (72.3%) which is slightly below. In the rural communities, 
which were mainly apostolic communities, the number of respondents who reported knowledge 
of SRH rights is less than three quarters with regards to the right to say no to sex (68.2%) and the 
right to have children with a partner of their choice when they want (68.7%). 

Table 27: Percentage of respondents who know of different SRH rights in Zimbabwe

Farm Rural

Right to say no to sex 72.3% 68.2%

Right to have children with a partner of choice when I want 76.8% 68.7%

Right to access comprehensive SRH and HIV Prevention information 84.0% 82.3%

Right to receive health services 89.50% 80.5%

Right to make decision about SRH free from coercion 84.80% 75.0%

Sexual and Gender Based Violence

Support from spouses in both HIV and GBV prevention is key if these two are to be averted. 

South Africa: In response to whether their spouse/partners are supportive in HIV and HBV 
prevention, the adult women in South Africa’s mining community reported that they talk 
about HIV with their partner (80.7%), talk about SRHR and GBV issues (51.7%), partner publicly 
denounces violation of women’s rights (49.1%), and their partners accompany or assist them to 
access SRHR services. In the farming communities, a higher percentage of women acknowledged 
that they talk about HIV with their partner (73.3%), while just above half of the women reported 
that their partners publicly denounce violation of women’s rights (58.6%) and talk about SRHR 
and GBV issues with them (56.7%).
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Figure 13: Respondents with supportive spouses/partners as it relates to HIV and GBV Prevention in 
South Africa

Zambia: If “high” was defined as any proportion above or equal to 75%, then it is worth noting 
that in Zambia’s mining communities, the proportions of adult women who reported that they 
talk about HIV with their partners (90.7%), talk about SRHR and GBV issues with their partners 
(81%), and that their partners publicly denounce the violation of women’s rights are high. 
However, in the farming and urban communities, the percentage of adult women who reported 
their partners can publicly denounce the violation of women’s rights was either a third (33.3%) 
or slightly above a third (39.1%) respectively. Notably also, 30.4% of the women in the urban 
communities reported that their partners accompany or assist them to access SRHR services.

Figure 14: Respondents with supportive spouses/partners as it relates to HIV and GBV Prevention in 
Zambia
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Zimbabwe: In Zimbabwe’s rural communities, the percentage of women who reported that 
they can talk about SRHR and GBV issues with their partners (67.4%) and that their partners 
accompany or assist them to access SRHR services (57.1%) was lower than 75%. In the farming 
community, 66.3% of the adult women reported that their partners can publicly denounce 
violation of women’s rights, and 54.4% of the respondents reported that their partners accompany 
or assist them to access SRHR services. It is important to note that in both the farming and rural 
communities, this means that 45.6% and 42.9% of the women reported that their husbands do 
not accompany or assist them to access SRHR services respectively.

Figure 15: Respondents with supportive spouses/partners as it relates to HIV and GBV Prevention in 
Zimbabwe

The adult women were asked if they had been exposed to either physical, economic or emotional 
violence in the twelve months preceding the study.

South Africa: The percentages of women in South African mining (72.7%) and farming 
communities (57.1%), who reported that they had experienced physical violence were above 
half, while they were low especially for economic violence. Physical violence was said to be 
high among the 20-29 and 30-39 age groups, with about 75% of the respondents in these age 
categories reporting physical violence and only a third of the women in the 40-49 age category 
reporting physical violence.
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Figure 16: Percentage of respondents who experienced the forms of violence in the last 12 months 
in South Afric

Zambia: The trend was similar in Zambia, where higher percentages of women reported that 
they had experienced physical violence in urban (83.3%), mining (60.0%) and farming (58.3%) 
communities. Again, the proportions of women who reported having experienced economic 
violence in mining (10.0%) and farming (8.3%) communities being low, with none of those in urban 
communities reporting economic violence. Half (50%), of the women in farming communities 
reported that they had experienced emotional violence while a third (33.3%) of those in urban 
areas and 30% in mining communities reported that they had experienced emotional violence. 
Physical violence was reportedly high among the 30-39 and 40-49 age groups in Zambia.

Figure 17: Percentage of respondents who experienced the forms of violence in the last 12 months 
in Zambia
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Zimbabwe: In Zimbabwe, only adult women in the farming communities responded to the question 
on which forms of violence they experienced in the twelve months preceding the study. Contrary to 
South Africa and Zambia, 74.1% of the women reported experiencing emotional violence, while a 
third of the respondents in each case experienced both physical and economic violence respectively. 
While physical and economic violence were higher among the 20-29 and 30-39 age groups, emotional 
violence was higher among the 40-49 age group. 

Table 28: Percentage of respondents who experienced the forms of violence in the last 12 months in 
Zimbabwe

Farm

Physical violence 33.3%

Economic violence 33.3%

Emotional violence 74.1%

Access to HIV Prevention, SRHR and SGBV Information and Services

Barriers to Access

South Africa: In the farming communities of Bojanala the women notably reported that, weakened 
health systems (76.9%), lack of specialised and appropriate services (73.1%) and  negative attitudes 
of service providers (66.7%) are the main barriers to access to SRH and HIV prevention services.

Figure 18: Percentage of respondents who reported the presence of barriers to access to SRH and HIV 
Prevention services for South Africa
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Zambia: The proportions of women who reported barriers to accessing SRH and HIV prevention 
services in mining, farming and urban communities where generally below half. However, notably 
45.5% of the women in urban areas reported that the negative attitudes of service providers, 
such as rudeness and lack of confidentiality, are a barrier to accessing SRH and HIV prevention 
services. On the other hand, 40.9% of the women in the mining communities reported that 
weakened health systems are also barriers to the access of SRH and HIV prevention services.

Figure 19: Percentage of respondents who reported the presence of barriers to access to SRH and 
HIV Prevention services for Zambia

Zimbabwe: In rural Zimbabwe, among members of the apostolic sect it was reported that poor 
communications and transport infrastructure, religious barriers (60.5%), lack of specialised and 
appropriate services (60.3%), traditional and cultural barriers (58.2%) and gender norms (37.4%)  
among other barriers are hindering the access to SRH and HIV prevention services. On the other 
hand, in the farming communities, the women cited that weakened health systems (48.9%), 
lack of specialised and appropriate services (46.2%), and negative attitudes of service providers 
(30.9%) among other barriers are hindering the access to SRH and HIV prevention services in 
their communities.
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Figure 20: Percentage of respondents who reported the presence of barriers to access to SRH and 
HIV Prevention services for Zimbabwe

Findings from the Sex workers and LGBTI Survey

Sex Workers

It is worth noting that in South Africa, sex workers were drawn from mining and urban 
communities, while in Zambia they were drawn from only a mining community and in Zimbabwe, 
the sex workers were mainly drawn from farming and urban communities. Only four  sex workers 
were drawn from a rural set up and one from a mining set up. As such there was no analysis of sex 
workers from rural and mining communities in Zimbabwe. Below are some of the contributing 
factors which led to sex workers joining the trade which were derived from the baseline study 
(please note that the data tables are given in the appendices)

Contributory factors to Sex Work

South Africa: In the mining communities, 68% of sex workers reported that they had dropped 
out of school. Of those that dropped out, 55.9% dropped out before completing secondary 
school, while 26.5% had managed to complete primary school and 17.6% had failed to complete 
primary school. Reasons that were cited for dropping out of school included that the respondents 
had no one to pay their fees (44.8%), got pregnant (34.5%) and were chased away from school for 
indiscipline (20.7%). Eighty one percent (81%) of the sex workers from the urban communities of 
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Bojanala district reported that they had dropped out of school. When asked at what stage they 
dropped out, the sex workers reported that they had dropped out before completing secondary 
school (94.1%) and after completing their primary school (5.9%). The reasons that they proffered 
for dropping out of school included non-payment of fees (56.3%) and that they got pregnant 
(43.7%).

It is worth noting that the reasons that were given by the respondents for contributing towards 
their being sex workers in the mining communities included that they had been sexually abused 
when they were young (34.1%), were chased away from home (34.1%) or had no source of 
income in their family (29.5%) among others. In the urban communities, the sex workers cited 
lack of sources of income (45%) as the major reason among other things that led to them being 
sex workers.

Zambia: In Zambia’s mining community of Wusakile, 62.9% of the sex workers reported that 
they had dropped out of school. Of these respondents that dropped out of school, 40.7% 
dropped out after completing primary school, while a third (33.3%) did so before completing 
primary school and the remainder (25.9%) dropped out before completing secondary school. 
They cited various reasons for dropping out, including non-payment of fees (45.8%), and getting 
pregnant (41.7%). The main reason which was cited for contributing to the respondents’ decision 
to be sex workers was that there were no sources of income for their families, hence the need to 
supplement through sex work. Over seventy percent (70.6%) of the sex workers attested to the 
fact that they had no other sources of income.

Zimbabwe: The sex workers were asked whether they had dropped out of school or not as in 
the other two countries, and 69.2% of the sex workers from urban communities and 63.3% of 
those from farming communities reported that they had dropped out of school. In the farming 
communities, the respondents reported that they had dropped out of school before completing 
primary school (46.3%), before completing secondary school (46.3%) and after completing 
primary school (7.3%). The major reason for dropping out of school was non-payment of fees 
(67.5%). On the other hand, in the urban communities, the sex workers reported that they had 
dropped out of school because they either got pregnant (40%), were chased away from school 
for indiscipline (40%) or for non-payment of fees (20%).

In the farming community, sex workers reported that the major contributory factors that led 
them to be sex workers include that they had no source of income (65.5%), they were sexually 
abused when they were young (19.5%) and were chased away from home (5.2%).However, in 
the urban communities, sex workers reported that they had decided to join the trade because 
they had either been chased away from home (55.6%) or they had no source of income for their 
families (44.4%).
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Knowledge of SRHR

South Africa: Knowledge of SRH rights amongst sex workers from the mining communities is 
generally high, with over 95% of the respondents saying they know the SRH rights for all the 
types of rights as provided for in the table below. This trend is also consistent in the urban 
communities, except for that 72.7% of the young people in urban communities reported that 
they know about their right to say no to sex.

Table 29: Percentage of respondents who reported that they know the following SRH Rights in 
South Africa

Mine Urban

Right to say no to sex 98.0% 72.7%
Right to have children with a partner of choice when they want 96.0% 95.5%
Right to access comprehensive SRH and HIV Prevention information 100.0% 95.5%
Right to receive health services 100.0% 100.0%
Right to make decisions about SRH free from coercion 98.0% 90.9%

Zambia: Sex workers in Zambia were drawn from the mining community of Wusakile. Ninety five 
percent (94.6%) of the sex workers reported that they know their right to say no to sex. However, 
35.1% of the sex workers said that they did not know of their right to access to comprehensive 
ERH?? and HIV prevention and 29.3% of the sex workers reported that they did not know of their 
right to make decisions about their SRH free from coercion.

Table 30: Percentage of respondents who reported that they know the following SRH Rights in 
Zambia

Mine

Right to say no to sex 94.6%

Right to have children with a partner of choice when they want 86.5%

Right to access comprehensive SRH and HIV Prevention information 64.9%

Right to receive health services 86.1%

Right to make decisions about SRH free from coercion 70.3%

Zimbabwe: In Zimbabwe, it is worth noting that 32.3% of the sex workers from farming 
communities reported that they did not know about their right to say no to sex. Sex workers 
drawn from the urban communities of Mutare expressed that they know their SRH rights, with 
all sex workers reporting that they know of their rights to receive health services, and their right 
to make decisions about their SRH free from coercion.
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Table 31: Percentage of respondents who reported that they know the following SRH Rights in 
Zimbabwe

Farm Urban

Right to say no to sex 67.7% 92.9%

Right to have children with a partner of choice when they want 72.6% 85.7%

Right to receive health services 88.9% 100.0%

Right to make decisions about SRH free from coercion 85.7% 100.0%

Knowledge of HIV Prevention 

South Africa: In South Africa’s mining communities, SRH and HIV prevention services that were 
mainly accessed by sex workers include HTC (85.7%) and condoms (55.1%). Similarly in the urban 
communities, 77.3% said that they had accessed HTC, while 77.3% had accessed condoms and 
59.1% had accessed HIV prevention information.

Figure 21: Percentage of respondents who accessed the following SRH and HIV prevention services 
in the past 6 months in South Africa

Zambia: In Wusakile in Zambia, 85.7% of the sex workers reported that they had accessed 
condoms while 74.3% reported access to HTC. The percentages of respondents who reported 
that they had accessed other SRH and HIV prevention services were low, and virtually non-
existent in some cases.
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Table 32: Percentage of respondents who accessed the following SRH and HIV prevention services 
in the past 6 months in Zambia

Mine
HIV Testing and Counselling 74.3%
Condoms 85.7%
ART 5.7%
HIV Prevention information 14.3%
Male circumcision 2.9%
TB treatment and or screening 11.4%
Cervical cancer diagnosis 14.3%
STI Diagnosis and or treatment 11.4%

Zimbabwe: Sex workers from urban Zimbabwe communities reported access to condoms 
(92.9%), HTC (78.6%) and HIV prevention information (42.9%), while access to other services was 
generally very low, as shown in the table below. In the farming communities in Zimbabwe, 84.7% 
of the sex workers reported that they had accessed condoms and 66.1% had accessed HTC.

Figure 22: Percentage of respondents who accessed the following SRH and HIV prevention services 
in the past 6 months in Zimbabwe
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Availability of support structures

South Africa: In the mining communities of South Africa, high percentages of the sex workers 
reported that they felt that politicians, traditional and community leaders are advocating for 
their access to SRHR services (96.1%), HIV and other services (95.5%). Half of the sex workers 
in urban communities reported that they felt that the politicians, traditional and community 
leaders are advocating for their access to HIV and other services, while 59.1% felt that politicians, 
traditional and community leaders are advocating for their access to SRHR services.

Table 33: Percentage of respondents who reported that politicians, traditional/community leaders 
are advocating for their access to the following Services in South Africa

Mine Urban
SRH services 96.1% 59.1%
HIV and other health services 95.9% 50.0%

Zambia: In Zambia, however, the sex workers did not feel that politicians, traditional and 
community leaders are advocating for their access to SRHR, HIV and other health services. 
Evidently, 29.7% and 25% of the sex workers reported that they felt politicians, traditional and 
community leaders are advocating for their access to SRHR, HIV and other services respectively.

Table 34: Percentage of respondents who reported that politicians, traditional/community leaders 
are advocating for their access to the following Services in Zambia

Mine
SRH services 29.7%
HIV and other health services 25.0%

Zimbabwe: Sex workers from the farming communities in Zimbabwe did not feel that politicians, 
traditional and community leaders are advocating for their access to HIV and other health 
services with only 36.8% saying they felt supported. However, in the urban communities, over 
90% of the respondents felt that politicians, traditional and community leaders are advocating 
for their access to SRHR, HIV and other health services.

Table 35: Percentage of respondents who reported that politicians, traditional/community leaders 
are advocating for their access to the following Services in Zimbabwe

Farm Urban

SRH services 73.0% 92.9%

HIV and other health services 36.8% 92.9%
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Safer Sex Practices

South Africa: Sixty one percent (60.8%) of the sex workers from the mining communities in 
South Africa reported that they use condoms every time they have sex, and 70.8% said that they 
would not have sex with someone if they insisted on not using a condom.

Table 36: Percentage of Respondents who reported safer sexual practices in South Africa

Mine Urban

Use of condoms every time they have sex 60.8% 95.5%

They would not have sex with someone if 
they insist on not using a condom 70.8% 81.8%

Zambia: In Zambia, while 83.9% of the sex workers reported that they use condoms every time 
they have sex, 45.9% reported that they would not have sex with someone if they insisted on 
not using a condom.

Table 37: Percentage of Respondents who reported safer sexual practices in Zambia

Mine

Use of condoms every time they have sex 83.8%

They would not have sex with someone if they insist on not using a condom 45.9%

Zimbabwe: Use of condoms was reported to be high amongst sex workers in Zimbabwe’s 
urban communities, with 92.9% saying they use condoms every time they have sex, and 92.9% 
reported that they would not have sex with someone if they insisted on not using a condom. 
However, in the farming communities, while 73% of the sex workers reported use of condoms, 
36.8% reported that they would not have sex with someone if they insist on not using a condom.

Table 38: Percentage of Respondents who reported safer sexual practices in Zimbabwe

Farm Urban

Use of condoms every time they have sex 73.0% 92.9%

They would not have sex with someone if 
they insist on not using a condom 36.8% 92.9%
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Access to HIV Prevention, SRHR and SGBV information and services and Information

South Africa: All the respondents from South Africa’s urban communities reported that gender 
norms are a barrier to accessing SRH and HIV prevention services. Other barriers cited in the 
urban communities by sex workers included religious barriers (54.5%) and traditional and cultural 
barriers (36.4%). In the mining communities, gender norms (29.6%), traditional and cultural 
barriers (29.6%), lack of specialised and appropriate services (18.5%) among other barriers were 
cited by the sex workers as hindrances to accessing SRH and HIV prevention services. 

Figure 23: Percentage of respondents reporting barriers to accessing SRH, and HIV prevention 
services in South Africa

Zambia: In the mining district of Kitwe, in Wusakile, the sex workers reported that traditional and 
cultural barriers (56.7%), stigma and discrimination by service providers (55.3% gender norms 
(53.3%), and religious barriers (40.0%) among other barriers are hindering access to SRH and HIV 
prevention services. 
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Table 39: Percentage of respondents reporting barriers to accessing SRH, and HIV prevention 
services in Zambia

Mine

Gender Norms 53.3%

Traditional, cultural barriers (e.g. taboo to discuss sex and sexuality) 56.7%

Religious barriers (e.g. it is prohibited to seek these types of services) 40.0%

Lack of political will 26.7%

Lack of specialised and appropriate services 10.0%

Weakened Health systems 23.3%

Poor communications and transport infrastructure 6.7%

Negative attitudes of service providers (Rudeness, Lack of confidentiality) 16.7%

Stigma and discrimination 33.3%

Experienced stigma and discrimination from service 
providers in the past twelve months 55.3%

Zimbabwe: In urban communities in Zimbabwe, the sex workers cited stigma and discrimination 
from service providers (78.6%), gender norms (69.2%), traditional, cultural barriers (46.2%) and 
stigma and discrimination (46.2%) from the community as barriers to accessing SRH and HIV 
prevention services. In the farming communities, the sex workers reported that stigma and 
discrimination by service providers (62.9%), gender norms (46.0%), traditional and cultural 
barriers (36.0%) are the main barriers to accessing SRH and HIV prevention services.

Figure 24: Percentage of respondents reporting barriers to accessing SRH, and HIV prevention 
services in Zimbabwe



68

Stigma and Discrimination

South Africa: In South Africa’s urban community, all the sex workers reported that they had been 
called  by insulting names in their families or communities, while 86.4% had been excluded from 
community activities and 77.3% excluded from family activities. In the mining communities, 58% 
of the sex workers had been excluded from family activities, while 51% had been excluded from 
community activities. Also, 54.9% of the sex workers in the mining community reported that 
they had been called by insulting names by their families or communities.

Table 40: Percentage of respondents who reported exclusion from family and community activities 
in South Africa

Mine Urban

Family activities (weddings, funerals, parties, and key 
family discussions and family roles and responsibilities) 58.0% 77.3%

Community activities (community meetings, church 
activities, consulted in community plans, not 
elected In community leadership positions)

51.0% 86.4%

Called by a derogatory/insulting name in the family or community 54.9% 100.0%

Zambia: Forty percent of the sex workers in Zambia’s mining community reported that they had 
been called by an insulting name in the family or community, while 21.1% had been excluded 
from community activities and 13.2% has been excluded from family activities.

Table 41: Percentage of respondents who reported exclusion from family and community activities 
in Zambia

Mine

Family activities (weddings, funerals, parties, and key family 
discussions and family roles and responsibilities) 13.2%

Community activities (community meetings, church activities, consulted 
in community plans, not elected In community leadership positions) 21.1%

Called by a derogatory/insulting name in the family or community 42.1%

Zimbabwe: Sex workers in Zimbabwe’s farming communities reported that they had been called 
by insulting names (74.6%) because they are sex workers, and that they had been excluded from 
community activities (65.1%) and family activities (58.7%). In the urban communities, however, 
71.4% of the sex workers reported that they had been excluded from family activities, while 
64.3% had been excluded from community activities.
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Table 42: Percentage of respondents who reported exclusion from family and community activities 
in Zimbabwe

Farm Urban
Family activities (weddings, funerals, parties, and key family 
discussions and family roles and responsibilities) 58.7% 71.4%

Community activities (community meetings, church activities, consulted 
in community plans, not elected In community leadership positions) 65.1% 64.3%

Called by a derogatory/insulting name in the family or community 74.6% 50.0%

Lesbian, Gay, Bisexual and Transgender

The LGBTI community was drawn from Harare in Zimbabwe through support from the Gays and 
Lesbians Association of Zimbabwe (GALZ). One member of GALZ was identified, and he helped 
to identify the others and was responsible for administering the survey questionnaire to the 
members of the LGBTI community. When asked which group they belonged to, the respondents 
either reported that they belong to the category of MSM, gays,lesbians or transgender. However, 
the sample size for the transgender group -which is 4 - may not be sufficient to make deductions 
with regard to the baseline indicators and as such while the percentages are tabulated, minimal 
or no reference is made to them in the interpretation of the data.

Knowledge of HIV Prevention and SRHR

Knowledge with regard to SRHR among the LGBTI community was reportedly high, with all 
respondents reporting that they know about the rights, with the exception of of MSM, where 
12.5% of them said that they did not know of their right to say no to sex, and of their right to 
have children with a partner of choice when they want. 

Table 43: Percentage of respondents who reported that they know the following SRH Rights

Men who have 
sex with men

Gay or lesbian Transgender

Right to say no to sex 87.5% 100.0% 100.0%

Right to have children with a partner 
of choice when they want 87.5% 100.0% 100.0%

Right to access comprehensive SRH 
and HIV Prevention information 100.0% 100.0% 100.0%

Right to receive health services 100.0% 100.0% 100.0%

Right to make decisions about 
SRH free from coercion 100.0% 100.0% 100.0%
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Access to SRH and HIV Prevention services

With regard to accessing SRH and HIV prevention services, among MSM, 88.9% reported that 
they had accessed HTC, while 77.6% had accessed condoms and 44.4% had accessed lubricants. 
Access to other services was low amongst MSM. Seventy nine (79.1%) of the gays and lesbians 
reported access to condoms, while 67.4% reported access to HTC, and 62.8% said that they had 
accessed lubricants. Again access to other services was low as shown in the table below.

Table 44: Percentage of respondents who accessed the following SRH and HIV prevention services 
in the past 6 months

Men who 
have sex 
with men

Gay or 
lesbian Transgender

HIV Testing and Counselling 88.9% 67.4% 75.0%

Condoms 77.8% 79.1% 75.0%

ART 22.2% 16.3% 25.0%
Support and advice on adherence 
to ART treatment 11.1% 9.3% 25.0%

HIV Prevention information 22.2% 14.0% 25.0%

Male Circumcision 11.1% 11.6% .0%

PMTCT .0% 4.7% .0%

TB treatment and or screening 11.1% 4.7% 25.0%

Cervical cancer diagnosis 11.1% 4.7% .0%

STD Diagnosis and or treatment 11.1% 11.6% 25.0%

Lubricants 44.4% 62.8% 25.0%

Barriers to accessing to HIV Prevention, SRHR and SGBV information and services and Information

Amongst the gays and lesbians, traditional, cultural barriers (82.9%), lack of political will (54.3%), 
gender norms (57.1%), religious barriers (45.7%) and lack of specialised services (34.3%) were 
cited as the main barriers to accessing SRH and HIV prevention information and services. The MSM 
cited stigma and discrimination (62.5%), traditional and cultural barriers (50%), gender norms 
(37.5%0 and negative attitudes of service providers (25.0%) as the main barriers to accessing SRH 
and HIV prevention services.
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Figure 25: Percentage of respondents reporting barriers to accessing SRH, and HIV prevention 
services in Harare

Safer Sexual Practices

Over eighty percent (85.4%) of the gays and lesbians reported they would use a condom every 
time they have sex, and consequently, 81.8% reported that they would not have sex with someone 
if they insisted on not using a condom. The pattern was similar amongst MSM as shown in the 
table below.

Table 45: Percentage of Respondents who reported safer sexual practices in Harare

Men who 
have sex 
with men

Gay or 
lesbian Transgender

Use of condoms every time they have sex 85.7% 85.4% 50.0%

They would not have sex with someone 
if they insist on not using a condom 90.0% 81.8% 75.0%
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Stigma and Discrimination

Close to seventy percent (68.2%) of the gays and lesbians reported that they had been called 
by insulting names owing to their sexual orientation. Also, just over a quarter of the gays and 
lesbians reported that they had been excluded from family activities (26.7%) and community 
activities (25.6%). Over half (55.6%) of the MSM reported exclusion from community activities 
and half (50%) of them reported exclusion from family activities.

Table 46: Percentage of respondents who reported exclusion from family and community activities 
in Harare

Men who 
have sex 
with men

Gay or 
lesbian Transgender

Family activities (weddings, funerals, 
parties, and key family discussions and 
family roles and responsibilities)

50.0% 26.7% 25.0%

Community activities (community meetings, 
church activities, consulted in community plans, 
not elected In community leadership positions)

55.6% 25.6% 25.0%

Called by a derogatory/insulting name 
in the family or community 37.5% 68.2% 100.0%
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SECTION E: DISCUSSIONS 
AND CONCLUSION

Young Men and Women

Safer Sexual Practices amongst the Youth

In the fight against new HIV infections, safer sexual practices are important, and should be 
encouraged especially among young people. These practices may include abstinence, limiting 
number of sexual partners, use of condoms with casual partners and not engaging in both 
multiple concurrent sexual relationships and intergenerational sex among other things.  As 
noted by the 2010 UNGASS Report on Zimbabwe, almost half of the people infected by HIV 
acquire a positive status during adolescent or early adulthood7. A greater understanding and 
awareness of HIV and AIDS is thought to lead to changes in sexual behaviour, which has been 
shown to reduce the number of new HIV infections. However, it had been reported that the 
proportion of young women with multiple sexual partners had increased recently, suggesting 
that the pattern of safer sex practices is not all encompassing and education needs to continue 
to reach more young people8. In this baseline assessment, young people were asked to share 
whether they had been practising safer sex, and various responses where noted in the 3 countries 
and amongst the different places of usual residency. The assessment showed that whilst youth 
showed high levels of knowledge of HIV transmission methods, this did not necessarily result 
in safer sexual practices.  Condom education for young people is often controversial. However, 
among adolescents and young people, evidence shows that eliminating information about 
condoms in favour of abstinence only messages can lead to a higher incidence of unprotected 
sex at first intercourse and unfavourable attitudes towards condoms (UNESCO, 2009a).

Notably, the young people in both the mining and farming communities in South Africa are very 
sexually active, and close to half of them in the mining areas reported that they had multiple 
concurrent sexual partners (MCPs). In Zambia’s mining, farming and urban communities, 
over half of the young people reported that they “ever” had sex in the period preceding the 
baseline assessment. Close to half of the young people in Zambia’s mining, farming and urban 
communities also cited that they do not understand how to correctly and consistently use 
condoms without any assistance or on their own. Just over half of the young people from urban 
communities also reported that they would have sex without condoms if their partner insisted. 

7 UNGASS (2010) “Zimbabwe UNGASS Country Progress Report”.

8 WHO/UNAIDS/UNICEF (2011) “Global HIV/AIDS Response : Epidemic update and health sector progress towards Universal Access 2011”
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The young people in Zimbabwe’s farming and rural communities reported a low rate of 
understanding on how to correctly and consistently use condoms without any assistance or on 
their own. In the mining community, the young people are highly sexual and they engage in 
risky sexual behaviours through having MCPs. Once young men and women become infected, 
the risk of others in their sexual compound of being infected is very high, and so when young 
people engage in MCPs, this leads to high HIV transmission rates.

Knowledge on SRHR and HIV Prevention among Youth 

According to SAfAIDS, Sexual rights are rights for all people (young and old) and include the 
right to decide freely and responsibly on all aspects of their sexuality, including protecting and 
promoting their sexual health. People have the right to be free of discrimination, coercion or 
violence in their sexual lives and in all sexual decisions. Individuals should expect and demand 
equality, full consent, and mutual respect and shared responsibility in sexual relationships. Most 
of them have limited access to quality SRHR education programmes that provide the information, 
skills, services, and products they need to protect themselves.  A 2006 review by Douglas Kirby, of 
83 evaluations of SRHR education programmes in developing and developed countries, revealed 
that only 50 per cent of the programmes showed a decrease in sexual risk behaviour9.

In the baseline assessment, knowledge levels of the young people on their Sexual Reproductive 
Health (SRH) rights were tested. In South Africa’s Bojanala district, young people from mining and 
farming communities reported low levels of knowledge with regards to SRHR. For all the types of 
SRH rights provided, less than half of the young people in these communities reported that they 
know about them. The trend was similar in Zambia, except that over half of the young people 
from the mining, farming and urban communities reported that they know about their rights 
to; health care, and plan their families. Also, over half of the young people in the mining and 
urban communities reported that they knew of their right to decide when and who to marry, but 
this was not the case in the farming community which reported just over a third of the young 
people who knew about this SRH right. On the contrary however, the knowledge of SRH rights in 
Zimbabwe’s mining, farming and rural (Apostolic sect) communities was reportedly higher than 
50% except the rights to; personal security, privacy and planning their families which were less 
than half in the mining communities.

Access to SRH and HIV Prevention Services and Information among Youth

In order to fully exercise their right to health, including sexual and reproductive health (SRH), 
all adolescents and young people require safe, effective, affordable and acceptable access to a 
range of services – particularly services related to pregnancy, HIV and STI prevention, testing and 
treatment. SRH services offer a range of health, social and economic benefits for young people. 

9 Informing Practice :Enabling youths to make informed decisions (2012) Groenhot M, Leelooijer J, Agegnhou S, Mkaronda J.
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They can help to reduce unwanted pregnancies, maternal mortality and unsafe abortions 
(Bongaarts 2008), as well as preventing STIs including HIV. Many of the essential SRH services 
needed by adolescents and young people already exist in these Southern African countries 
albeit at a different scale according to each country’s socio-economic status. These services 
are delivered through a mixture of public, private and non-governmental organization (NGO) 
providers (UNESCO, 2013).

In communities were the young people are generally sexually active, it is worthwhile to invest in 
access to SRHR and HIV prevention services and information. Limited availability of youth-friendly 
SRH services and adequate related information contributes to many young people engaging in 
sexual behaviours that put them at high risk of HIV infection. The data revealed that of the youth 
who had been pregnant before in the 10-24 category in SA, 98% were pregnant before they 
were 20 years old. In Zambia, 89.3% of the young girls were pregnant before reaching 20 years, 
and lastly in Zimbabwe, 88.9% were pregnant before 20 years of age.  This obviously means that 
access to maternal health care services among young people is critical, yet the data suggests 
that in all the 3 countries, while access to services such as HTC, condoms, STI diagnosis and 
treatment and male circumcision is visible, it is the access to other services such as ANC, PMTCT, 
cervical cancer diagnosis and HIV Prevention information which are disturbingly low. 

The data suggests that the low uptake of these services could have been contributed by barriers 
to accessing these services. Such barriers identified in this baseline include lack of coverage (poor 
communications and infrastructure), religion, traditional and cultural practices, and negative 
attitudes of service providers especially in the farming and rural communities. This is was echoed 
by Engender Health, which reports that, providers are often biased and do not feel comfortable 
serving youth who are sexually active; youth do not feel comfortable accessing existing services 
because they are not ‘youth-friendly’ and may not meet their needs; and, often, community 
members do not feel that youth should have access to sexual and reproductive health services. 
(Engender Health, 2002)

SGBV and Substance Abuse among Youth

It was interesting to note that SGBV was prevalent in most of the communities in all three countries 
with the exception of the farming communities in South Africa and Zimbabwe. Furthermore, 
alcohol and drug use were at alarmingly high rates in all the communities. A commonly held 
view links alcohol and drug use to increased chances of engagement in risky sexual behaviour. 
Evidence exists of a strong relation between alcohol use and HIV infection. Drinkers have a 70% 
increased risk of being HIV-positive when compared with non-drinker10. It is recommended that 
programming focuses on sensitising and encouraging behaviour change as it relates to the use 
of drugs and alcohol amongst the youth.  Furthermore, education and awareness initiatives on 
SGBV as well as other forms of GBV may be carried out in an effort to reduce prevalence of this 
type of social problem.

10 Fisher JC, Bang H, Kapiga SH. The association between HIV infection and alcohol use: a systematic review and meta-analysis of African 
studies. Sex Transmition Dis 2007 Nov;34(11):856-63.
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Adult Women

Safer Sexual Practice amongst Adult Women

Safe sex is sexual activity engaged in by people who have taken precautions to protect 
themselves against sexually transmitted infections (STIs) such as HIV11. The SADC region has 
the highest levels of HIV prevalence globally. According to the UNAIDS 2010 Global Report, 
out of the total number of people living with HIV worldwide in 2009, 34% resided in ten SADC 
countries. Urban populations are more affected than rural populations. Over the entire SADC 
region 53% of those living with HIV and AIDS are women. An estimated 92% of infections occur 
through heterosexual transmission. Given such stark realities it is of paramount importance to 
continue to engage women in promoting safer sexual practice12. However, with regards to this 
baseline assessment, while women in South Africa and Zambia reported that they would not 
engage in risky sexual behaviours, it is clear that women in rural Zimbabwe, where the apostolic 
sects were concentrated, they reported that they would engage in risky sexual behaviours. This 
might be because, of the nature of their relationships were the men would be having many 
wives. The UNAIDS reports that polygynous relationships, as well as multiple partners have been 
highlighted as key drivers of HIV transmission in these countries. Indeed, the sexual networks of 
men in particular are quite extensive and are accepted, even encouraged in many communities. 
(UNAIDS Global Report 2013).

Knowledge on SRHR and HIV Prevention among Adult Women

As noted in various publications, women and girls bear the brunt of the HIV epidemic13. As 
such it is imperative that women have extensive knowledge of their SRH & R and HIV prevention 
methods.

The data shows clearly that adult women who participated in this assessment from all three 
countries were extremely knowledgeable of SRHR and HIV prevention methods. In the vast 
majority of women from all communities, there is evidence that knowledge of SRHR and HIV 
prevention is very high.  Regarding knowledge of the various types of SRHR and HIV prevention 
methods, there were no scores below 70% indicating that adult women are indeed aware of 
this important information. A higher percentage of women between the ages of 25 and 39 
is currently sexually active than women of other ages. Women in union are much more likely 
to report recent sexual activity than women who are divorced, separated, widowed, or never 
married; three-quarters of currently married women report being recently sexually active. (ZDHS, 
2010).

11 Compact Oxford English Dictionary, Oxford University Press, 2009

12  http://www.sadc.int/issues/hiv-aids/

13 Ramjee and Daniels “Women and HIV in Sub-Saharan Africa” AIDS Assessment and Therapy 2013,
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Access to SRH and HIV Prevention Services and Information among Adult Women

According to a report by the International Planned Parenthood Federation (IPPF) titled ‘Enhancing 
progress towards universal access to Reproductive health and safe motherhood in Southern 
Africa’, the unmet need in SRH is exceptionally high in the region14. Again while access to such 
services as HTC and condoms is reportedly high , it is access to PMTCT, ANC, cervical cancer 
diagnosis among other services which affect the maternal health of women which is lacking, and 
as the IPPF reports, the unmet need is mainly with regards to safe motherhood.

In almost all of the 3 countries, women reported that there are seemingly insurmountable barriers 
to accessing SRH and HIV prevention services and information. In South Africa women from the 
farming community said that weakened health systems, lack of specialised and appropriate 
services and negative attitudes of service providers as significant barriers to accessing SRH and 
HIV prevention methods.  For women from urban communities in Zambia negative attitudes 
of service providers and lack of confidentiality were the main barriers to accessing SRH and 
HIV prevention methods and in Zimbabwe women cited numerous barriers to accessing much 
needed services and information for SRHR and HIV prevention.

HIV and GBV Prevention among Adult Women

Violence against women has profound implications for health but is often ignored. WHO’s World 
Report on Violence and Health notes that ‘one of the most common forms of violence against 
women is that performed by a husband or male partner’ This type of violence is frequently 
invisible since it happens behind closed doors, and effectively, when legal systems and cultural 
norms do not treat as a crime, but rather as a ‘private’ family matter, or a normal part of life15 
Gender based violence can take on 4 different types;

  Emotional violence – which relates to the infliction of mental or emotional pain 
or injury including threats of physical or sexual violence, intimidation, humiliation, 
forced isolation, stalking, harassment, unwanted attention, remarks, gestures or 
written works of a sexual and/or menacing nature, destruction of cherished things.

  Physical violence includes hitting, slapping, chocking, cutting, shoving, burning, 
shooting or use of any weapons, acid attack or any other act that results in pain, 
discomfort or injury.

  Economic violence which can be defined as making or attempting to make an 
individual financially dependent by maintaining total control over financial resources, 
withholding one’s access to money, or forbidding one’s attendance at school or 
employment.

  Sexual violence refers to all sexual acts, attempts to obtain a sexual act, unwanted 
sexual comments or advances, or acts to traffic a person’s sexuality thru the use of 
force, coercion or threats. It includes completed, threatened or attempted violence or 
a sexual nature. It includes rape sexual abuse and sexual exploitation16.

14 http://www.sadc.int/files/3613/5293/3504/SADC_Sexual_and_Reproductive_Health_Business_Plan_2011-2015.pdf

15 http://www.who.int/gender/violence/gbv/en/

16 http://www.unfpa.org/webdav/site/global/shared/documents/publications/2013/VAIWG_FINAL.pdf
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As noted by a recent joint report by UNAIDS/UNFPA and UNIFEM violence against women is both 
a cause and a consequence of HIV.  Many women are afraid to ask their partners to change their 
sexual behaviour or to use protection. While violence and the fear or violence make it hard for 
women to access prevention, treatment and care, the very fact that they are living with violence 
seems to increase their susceptibility to HIV17.

Given such a strong link between HIV and GBV, adult females in the three countries were asked if 
they had been exposed to GBV and if their partners actively supported initiatives to reduce HIV 
and GBV.  It was interesting to note an extremely high prevalence rate of physical violence and 
all other forms of violence amongst women from both the farming and mining communities 
in South Africa.  In spite of over 75% of women reporting that they spoke about HIV and AIDS 
issues with their partners, about half of South African women did not talk about SRHR and GBV 
issues with their partners. Less than half of the adult female respondents had partners who could 
publicly denounce violation of women’s rights or had partners who could accompany or assist 
them in accessing SRHR services.

In Zambia a different trend prevailed altogether. Within the mining communities a larger 
proportion of women noted that they spoke about HIV issues with their partners (91%) and that 
they also spoke about SRHR and GBV issues with their partners (81%). Three quarters (75%) of 
the women reported that they had partners who could publicly denounce violation of women’s 
rights.  However when it came to support and accompaniment of these women to ac access 
SRHR a lower percentage of men did such (63%). In the farming and urban communities about 
thirds (67%) of the women in the farming community spoke about HIV with their partners,  only 
half of the women from the farming community spoke about SRHR and GBV with their partners 
and only a third of the women said their partners were willing to speak against the violation 
of women’s rights publicly.  Women in urban areas shared that only 40% of their partners were 
willing to both publicly denounce the violation of women’s rights in public and talk about SRHR 
and GBV issues with them. About a third said their partners accompanied or assisted them to 
access their SRHR.

In the Zimbabwean context, almost three quarters of women in both the rural and farming areas 
reported that they spoke about HIV with their partners. Seven out ten women in both the rural 
and mining communities could talk about SRHR and GBV issues with their partners, but only 
half of women from the rural and farming community had partners accompany or assist them to 
access SRH services.

17 www.unfpa.org/hiv/women/report/chapter6.html
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Sex Workers
According to universal commitments, key populations have the same, universal sexual and 
reproductive rights as anyone else. For example, they have the right to have sexual relations free 
from coercion, to have children and to protect themselves from infection. Key populations also 
share many common needs for HIV and SRHR information, support, services and commodities. For 
example, like other community members, they might require access to HIV testing, advice about 
family planning and access to maternal, newborn and child health (MNCH) services. In practice, 
however, there are a significant number and range of factors that mean that key populations 
often experience both heightened vulnerability to SRH ill health (such as STIs, unintended 
pregnancies and maternal mortality) and greater barriers to the support and involvement that 
they need. There however, have not been many studies with regards to SRHR and HIV prevention 
among key populations (sex workers and LGBTI) in Southern Africa.

Knowledge of HIV Prevention and SRHR amongst Sex Workers

A 2012 Action Institute for Environment, Health and Development Communication (IEHDC), gave 
a compelling narrative of the mobile populations, namely sex workers and their clients.  At the 
time, the assessmenters indicated that there was need to increase meaningful engagement with 
sex workers (outside of handing out IEC material and hoping behaviour change occurs using 
this method alone) and truck drivers so that knowledge pertaining to HIV Prevention and SRHR 
is increased and hopefully behaviour change starts changing for the better. This assessment also 
highlighted that whilst knowledge of HIV Prevention and SRHR was being made available, this 
did not translate to safer sexual practices amongst sex workers and other mobile communities 
as broader macro-economic push factors had serious consequences that influenced the decision 
to indulge in safer sex. Evasion of chronic poverty was listed as a major reason for engaging in 
risky sexual behaviour as more money was offered for unprotected sex. Lack of knowledge of 
HIV prevention methods and ones SRHR was not listed as a big problem – environmental factors 
were listed as contributing in a major way lack of utilisation of HIV prevention methods and 
disregard for SRHR18.

The Sex workers from the mining and farming communities in South Africa were very 
knowledgeable of SRHR.  In Zambia, sex workers from the mining community displayed high 
levels of knowledge as it pertained to SRHR. The only area of knowledge that sex workers were 
not as familiar with was their right to access comprehensive SRH and HIV prevention information.  
In Zimbabwe, sex workers from both the farming and urban communities proved knowledgeable 
of SRHR.

18 Action IEDHDC (2012) “Zimbabwe Assessment Report on HIV Prevention among mobile population”
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Availability of Support Structures for Sex Workers

It was interesting to note that a large proportion (96%) of sex workers in the mining community 
in South Africa felt that politicians and traditional leaders were advocating for their access to 
SRHR services, HIV and other health related services. This was not the case amongst sex workers 
who came from urban communities – about half of them felt that politicians and community 
leaders were advocating for their access to SRHR, HIV and other health related services.

In Zambia, less than a third of sex workers from mining communities felt that politicians or 
community/traditional leaders were advocating for their access to SRHR services, and HIV and 
other health related services. In Zimbabwe, 73% of sex workers from the farming communities felt 
politicians and community leaders were advocating for their access to SRHR services, although 
a low 38% if sex workers felt community leader/traditional leaders were advocating for their 
access to HIV and other health related services.  Interestingly over 90% of sex workers from the 
mining fraternity felt that politicians and community leaders were advocating for their access to 
SRHR, HIV and other health related services.

Safer Sexual Practices amongst Sex Workers

Safer sexual practices were varied in the three different countries. In South Africa, sex workers from 
the urban community reported a high rate of safer sexual practices, whilst those from the mining 
community reported low rates of safer sexual practices. In Zambia safer sexual practice rates 
were not as high amongst sex workers from the mining community. In Zimbabwe, sex workers 
from the urban community recorded high rates of sexual practices whilst their counterparts in 
farming areas had low rates when it came to practicing safe sex.

Access to HIV Prevention, SRHR and SGBV Information and Services and Information 
amongst Sex Workers

In South Africa, when it came to HIV prevention methods, sex workers mostly accessed HTC 
(86%) and made use of condoms (55%). The other methods of HIV prevention had very low 
utilization rates.  A trend similar to the one is South Africa was observed in Zambia, where there 
most commonly accessed SRH and HIV prevention services were HTC (74%) and condoms (86%). 
Sex workers in Zimbabwe as in the other two nations had accessed HTC and condoms. The 
remaining SRH and HIV prevention methods were accessed, but at extremely low rates.

Stigma and Discrimination for Sex Workers

The data shows that sex workers from the mining and farming communities in South Africa 
experience high levels of stigma and discrimination such as name calling, exclusion from 
community and family events due to participation in their profession.  Similar levels of stigma 
and discrimination against sex workers was also evident in Zimbabwe. Interestingly, sex workers 
from Zambian mines did not experience such high levels of stigma and discrimination except for 
name calling.
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Lesbian, Gay, Bisexual, Transgender and Intersex

Knowledge of HIV Prevention and SRHR

The data showed that for members of the LGBTI community knowledge of SRH& R was particularly 
high.  Except in the case of about 13% of men having sex with men who did not know that they 
had “a right to say no to sex” nor did they know that they also had “a right to have children with 
a partner of their choice when they want”.

Access to SRH and HIV Prevention Services

When it came to access to SRH and HIV prevention services, members of this community showed 
that they accessed HTC and condoms more than any of the other SRH and HIV prevention services 
– which is similar to respondents from all other sampled communities. However, members of this 
group have a special requirement for accessing lubricants – 56% of them had not accessed these 
in the 6months prior to conducting this assessment. 

Barriers to accessing to HIV Prevention, SRHR and SGBV information and Services

Within the LGBTI community, various barriers prevented access to HIV prevention methods, 
SRHR and SGBV information and services. For the MSM group, the main barriers to accessing 
these important services and information were stigma and discrimination (63%), followed by 
traditional and cultural barriers (50%).  For the gays and lesbians groupings, the main barriers 
were traditional and cultural norms (83%) followed by gender norms (57%). 

Safer Sexual Practices

The assessment suggests that safer sexual practices are common among members of the LGBTI 
community in Zimbabwe. Over 80% of MSM, gays or lesbians reported that they would make 
use of condoms every time they had sex, and that they would not have sex with someone who 
insisted on not using a condom. There may be need to implement programs with the aim of 
increasing the number of LGBTI members who practice safe sex, but perhaps already existing 
programmes seem to be doing an excellent job of creating awareness on this all too important 
subject.

Stigma and Discrimination

There were high levels of stigma and discrimination extended to members of the LGBTI community. 
For MSM the most common forms of stigma and discrimination were to do with exclusion from 
community events, followed by name calling from both family and community members. For 
the gays and lesbians, the most common form of stigma and discrimination was name calling by 
family or community members. The data suggests that stigma and discrimination against LGBTIs 
are rife. The main perpetrators being community and family members.  
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