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v. Executive Summary 
 

Background 

The Valley Trust (TVT) is a non-profit welfare organisation based in the Valley of 1000 Hills in 

Kwa-Zulu Natal Province. The organisation is a centre for health promotion with a vision of 

„communities in which people take responsibility for improving their own health and quality of 

life within a democratic society‟. The organisation is partly funded by United States Agency for 

International Development (USAID) and the President‟s Emergency Plan for AIDS Relief 

(PEPFAR) through Johns Hopkins Health and Education South Africa (JHHESA).  

 

In 2008, JHHESA contracted Health and Development Africa (HDA) to conduct research among 

TVT‟s target population in order to better understand the key factors promoting HIV 

transmission. This research was conducted in the Valley of 1000 Hills, Kwa-Zulu Natal Province 

between October and November 2008. 

 

Methods 

The research included both quantitative and qualitative approaches. A random household 

survey was conducted with participants aged between 16 and 40 years old, and 874 individuals 

were interviewed. In addition to this, one focus group discussion (FGD) was conducted with 

each of the following groups of businessmen from the area: tavern owners, taxi drivers and 

traditional health practitioners.  

 

Findings 

Communication Channels 

This area of the Kwa-Zulu Province has been badly affected by HIV, and this is reflected by 

people‟s own experiences. Over 50% of the people interviewed know someone who had died of 

an AIDS-related condition, and about 20% of people knew a family member who had died of the 

disease. However, around a third of the sample knew their own HIV status, which indicates 

some of the challenges with increasing HIV testing even in the face of this massive epidemic. 

Part of the explanation for this may be „fatalism‟, the feeling that a person has no control over 

whether they will be infected with HIV. It is not clear to what extent people in the area served 

by TVT are fatalistic although it appears that respondents believed that their health was 

strongly influenced by external factors such as their ancestors. 

 

People in this community are well exposed to mass media, with about 9 out of 10 people saying 

listened to the radio and 8 out of 10 people saying that they watched TV. Ukhozi FM (Radio 

Zulu) was very popular, as was Egagasi FM with the youth. SABC 1 was the most popular TV 

channel. IsiZulu was the most common language spoken at home, understood on radio and 

read. A large number or respondents however, reported being able to read English and 

understood it on the radio.  

 

Structural Drivers of the HIV Epidemic 

Given the history of this area of the Valley of 1000 Hills as part of the KwaZulu homeland, the 

researchers were interested in patterns of migrancy among the population. We found that most 



HEALTH & DEVELOPMENT AFRICA PTY (LTD) 2009. 

 

8 

of the respondents (96%) were born in Kwa-Zulu Natal. Despite this, around 15% of people said 

they received money from people living elsewhere.  

 

Among this sample marriage rates were low, with 1% of men and 4% of women describing 

themselves as married. In fact, the number of people living with a married or steady partner 

was generally very low, especially for men. This seems to have an impact on sexual 

partnerships in this area, which will be discussed below.  

 

This area is also characterised by high levels of unemployment (45%), despite the fact that 

education levels are quite high, with over 80% of the sample having secondary level education 

or higher. Possibly linked to lack of employment is the high level of alcohol use in this 

community. About one quarter of men visit shebeens, and about the same proportion admit to 

drinking heavily at least once in the past month. This is important, since alcohol abuse is linked 

to increased risk taking such as increases in casual sex. 

 

Behavioural Drivers of the HIV Epidemic 

The study was primarily interested in sexual behaviour and factors that could promote or 

decrease the risks of HIV infection. The first issue was that of delayed sexual debut as a 

strategy to decrease HIV risk. Abstinence was mentioned by about one third of men and two 

thirds of women as an HIV prevention strategy, and attitudes were generally encouraging 

towards delaying sexual debut until after marriage or at least until after young people are 18 

years old. Despite this, by the time young people reach 18 years old about two thirds of them 

are already sexually active, and about a quarter are sexually active by the time they are 16 

years old. Given the low levels of marriage in this community messages about abstinence until 

marriage would seem unlikely to be successful, and other strategies need to be considered 

around delaying sexual debut.  

 

Another key area of HIV prevention is condom use. Messages around condoms have been very 

successful, with 97% of people mentioning condoms as an HIV prevention strategy. However, 

myths about condoms are still fairly common, with 5% of people saying that condoms contain 

worms and 11% of respondents saying that condoms can be used more than once.  

 

Most people had high levels of self-efficacy regarding condoms i.e. they felt they could use 

condoms and negotiate this with their partners. The exception to this was using condoms after 

drinking alcohol, where about one fifth of people felt this would affect their ability to use a 

condom. 

 

Actual condom use to prevent HIV was quite high, with 60% of sexually active people saying 

they used a condom to prevent HIV the last time they had sex. As expected, this was higher 

among young people, but was lower among people who were unemployed at this time of the 

survey. 

 

One of the focus areas of this study was to explore patterns of sexual relationships and in 

particular multiple partnerships. To do this we asked respondents to describe in detail each of 

their sexual relationships in the past 12 months, as well as a number of questions on norms and 

attitudes regarding numbers of partners. In the quantitative survey people overwhelmingly felt 
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that it was not acceptable for people to have multiple partners, and that having many partners 

increases a person‟s risk of HIV. This is despite the fact that not many people mentioned 

reducing the number of sexual partners as an HIV prevention strategy.  

 

We asked a number of questions regarding self-efficacy towards faithfulness or only having one 

partner. Although the majority of people had high levels of self-efficacy in this area, there is a 

small minority of men and women in their twenties who feel that they cannot be faithful or 

control their sexual urges.  

 

Around one third of men reported having had more than one partner in the past 12 months. 

This was much lower for women, at less than 5%. Most people who said they had more than one 

sexual partner had two partners in the preceding year, but around 6% of men had more than 

two partners. 

 

We were interested in the pattern of sexual relationships, since this is critically important to 

the design of HIV prevention messages. In this area, there were two distinct patterns of 

relationships. Of the monogamous respondents, over three quarters of all sex partners were 

described as 'steady', or life-style partners, rather than casual partners while more than 60% of 

non-monogamous relationships were with casual acquaintances, or someone recently met.  

 

As may be expected condom use was highest with casual partners and lowest with spouses. 

However, even when people had a casual relationship there was still a large proportion that did 

not use a condom. 

 

In this study few people reported giving or receiving money or goods for sex. However, this is a 

topic which is difficult to document well in a quantitative survey like this, given the complexity 

of the concepts involved. Alcohol use was also reported, with about 9% sexual encounters 

involving too much to drink by either partner. 

 

Biomedical Drivers of the HIV Epidemic 

The study looked at the issue of male circumcision, given its demonstrated protective effects 

on HIV transmission. In this community over 80% of the men were not circumcised. Despite this, 

there were encouraging attitudes towards the practice, with both men and women supporting 

the practice and believing that it has health benefits. 

 

Treatment, Care and Support 

In this area just over 60% of sexually active adults had been for an HIV test. For women this 

was 78% vs 45% for men. The difference is probably due to women being tested for antenatal 

services. More women than men had also had an HIV test in the last year with about 30% of men 

and 50% of women having been tested. 

 

Information regarding treatment for HIV was certainly widespread in the surveyed 

communities, with 8 in 10 people spontaneously mentioning antiretroviral drugs as a treatment 

for AIDS. In additional the majority of people know that ARVs needed to be taken for life. While 

most people also mentioned ARVs as way to reduce mother-to-child transmission of HIV, other 

ways of reducing this, including ways of safe infant feeding, were less well known. 
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Conclusions 

This study has provided an invaluable insight into community norms, attitudes and behaviours. 

It is clear that the community faces many challenges. 

 

For organisations working in this community, this survey can assist to direct their programmes 

in a number of ways: 

 

 Given low levels of marriage and high levels of sexual activity among youth, abstinence 

only messages are unlikely to be successful in this community. 

 Most believe that they can be faithful to their partners, and indeed most men and 

women are faithful to their partners.  

 There is, however, a consistent and quite large minority of people who have multiple 

partners and the challenge is in finding and addressing these individuals. 

 HIV prevention programmes can reinforce faithfulness as a normative behaviour, while 

at the same time seeking to identify men and women who may have multiple partners, 

and design programmes to address them. 

 Knowledge about delaying sex and reducing partners as a way to prevent HIV is still 

much less common than knowledge about condoms.  

 Despite high knowledge of condoms, some people do not use condoms with causal 

partners and condom use with main partners or spouses remains low. It is more 

common for people to say that they had too much to drink with casual partners. 

Programmes addressing condom use could focus on these areas. 

 Rates of circumcision are low, but there seems high acceptance of the benefits of male 

circumcision in this community. There appears to be fertile ground for prioritisation of 

male circumcision in the future. 
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11  BBaacckkggrroouunndd    

1.1 Purpose of the Community Studies 
In April 2008, Johns Hopkins Health and Education in South Africa (JHHESA) approached Health 

and Development Africa (HDA) to design and undertake community studies in the areas served 

by four of their partner organisations. These organisations are: The Valley Trust (TVT) which 

serves parts of eThekwini metro Municipality, Lesedi-Lechabile Primary Care which serves 

Matjhabeng and Masilonyana Local Municipalities, Mothusimpilo which serves Merafong City 

Local Municipality and Lighthouse Foundation which serves Madibeng Local Municipality.  

 

The surveys aim to explore community level factors relevant to the organisations and their 

work in HIV prevention. The findings from the studies will assist the development of targeted 

interventions for each of the partner organisations and to inform advocacy efforts aimed at 

mobilising these areas in strengthening their HIV prevention activities. Information from the 

surveys will also provide information to enable the organisations to set and measure strategic 

objectives, tailor the content of their programmes, set targets and will serve as a baseline 

against which community changes can be measured over time. This report outlines the findings 

relevant to the Valley of 1000 Hills. A separate report detailing exposure to TVT and 

perceptions of the organisation is available. 

 

 

Members of HDA‟s research team conducted a site visit with TVT in May 2008. The site visit 

included discussions with key informants and a representative of JHHESA about the 

organisation‟s information needs in relation to their HIV and AIDS activities.  

 

Key issues of interest for TVT included: 

 Multiple and concurrent partners (MCP) 

 Male sexual behaviour 

 Relationship between risky sexual behaviour and alcohol  

 Socio-cultural beliefs that may influence sexual behaviour 

 Perceptions around testing 

 Condom use.  

 

HDA conducted a document and literature review of health-related studies in the target 

community to contextualise the present studies.  

1.2 HIV in eThekwini Metropolitan Municipality 
According to the District Health Barometer (2005/06), eThekwini metro has the highest HIV 

prevalence in South Africa, with an HIV prevalence of 39.9% in women attending antenatal 

clinics in 2005/06. The proportion of antenatal clients tested for HIV was similar at 39.7%. 

However, Nevirapine uptake rates amongst newborn babies of HIV positive women and among 

pregnant HIV positive women were much higher at 99.0 and 66.2% respectively1. 
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22  MMeetthhooddss  
Mixed methods, utilising both quantitative and qualitative components were utilised. Ethical 

clearance was obtained from the University of the Witwatersrand Human Research Ethics 

Committee (Non-medical).  

2.1 Quantitative Household Survey 
A cross-sectional, multi-stage clustered household survey was conducted in the areas targeted 

by TVT, within eThekwini Municipality. The survey was designed to be representative of 16-40 

year olds residing in the area. The wards in which the organisation is active were identified 

through discussion with key TVT staff members. Random sampling was conducted in all the 

wards served by the organisation. 

 

Key Features of the Community Survey 

• Interviewed 874 respondents in eThekwini Municipality, Kwa-Zulu Natal Province during 

October and November 2008. 

• Included adults 16-40 years and across all race groups.   

• A structured questionnaire was designed in a consultative manner with members of the 

 project team, including external advisors. The questionnaire was translated into 

 isiZulu. 

• At each selected households, personal at-home interviews were conducted by trained 

interviewers using a structured pre-tested questionnaire. The questionnaire covered 

socio-demographic characteristics and various HIV and AIDS knowledge, attitude and 

behaviour indicators.   

• Interviews were conducted in the home language of the respondent.  

• The interview was about 1.5 hours in duration. 

• A 10% validation check was done personally or telephonically on the work of each 

interviewer. 

 

 

Further details of the sampling approach are available on request. 

 

Questionnaire Development  

A structured questionnaire was developed in consultation with JHHESA and each of the partner 

organisations participating in this research, including TVT. The questions asked in each of the 

four communities were similar across most of the areas of enquiry, with one section that was 

unique to each organisation.  The main areas covered were:  

 Demographic information 

 Media access, including television, radio and newspapers 

 Knowledge of HIV transmission and ways of preventing HIV 

 Misconceptions around HIV and other potential barriers to safer sexual behaviour 

 Ideational factors and social norms related to HIV risk 

 The nature and extent of MCP including duration of partnerships, use of condoms in 

various relationships and the role of alcohol in relation to sex and HIV  

 Prevalence and attitudes to circumcision 
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  VCT  

 Knowledge of AIDS treatment  

 Knowledge of prevention of mother-to-child transmission of HIV (PTMCT).  

 

The questionnaire was piloted in September 2008 in order to ensure that the response 

categories were mutually exclusive, the questions were understood the way they were 

intended by the researchers and so that fieldwork errors could be addressed during training.  

Amendments suggested by the pilot were incorporated into the final instrument. The final post-

piloted questionnaire was translated into IsiZulu. A copy of the questionnaire is available on 

request. 

 

Methods of Analysis 

The data were analysed using the statistical package STATA. Uni-variate and multivariate 

analyses were conducted.  

2.2 Qualitative Study 
An in-depth qualitative study was conducted with businessmen. One focus group discussion 

(FGD) was conducted with each of the following groups: tavern owners, traditional health 

practitioners (THPs) and taxi drivers. Businessmen were separated by profession due to the 

different nature of each group‟s shared experiences. FGDs have the potential to provide rich 

information about social and cultural norms, and „normative opinions‟ about the matters being 

discussed. However, they are not necessarily accurate reflections of individual personal 

opinion, and the information elicited may be „skewed‟ by participants‟ (conscious or 

subconscious) need to blend with group opinion.  

 

Field Guide Development 

A field guide was developed for the focus group research by HDA staff in conjunction with TVT 

and Nozizwe Consulting. The field guide consisted of 22 items and the main themes that were 

explored in the FGDs for all participants were male sexuality and sexual practices and male 

circumcision.  

 

Fieldwork was conducted in KwaNyuswa, KwaXimba and Molweni. Tavern owners, THPs and taxi 

drivers were purposively selected from communities in the area and invited to participate in 

the FGDs by TVT staff members.  

 

Methods of Analysis 

All FGDs were recorded with the permission of all participants and transcribed. All transcripts 

and field notes were coded thematically. Themes were then grouped into broader code families 

as a means of condensing the data into sub-groups. Common themes were then drawn out for 

purposes of supplementing the quantitative data taken from the community survey.  
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Key Features of the Qualitative Evaluation 

• Fieldwork was conducted during November and December 2008. 

• Participants were recruited from communities in KwaNyuswa, KwaXimba and Molweni. 

• Three FGDs were held with tavern owners, THPs and taxi drivers to understand male 

sexuality and male circumcision. 

• Interviews and discussions were conducted in the language of the respondents.  

• The group discussions were approximately 2 hours in duration. 

• All FGDs were recorded, translated and transcribed. 

• Data were analysed thematically  

2.3 Limitations of the Study 
This study has a number of limitations related to the study design. It is difficult to draw causal 

associations using a cross sectional study. Secondly, in a household survey high-risk groups such 

as taxi drivers may be missed. In addition, as sexual behaviour was self-reported, respondents 

may suffer from bias. 

33  SSaammppllee  DDeessccrriippttiioonn    

3.1 Quantitative Sample Descriptors 
Of the total sample of 874 respondents interviewed in the areas served by eThekwini 

Municipality, some 46% were male and 54% were female. The mean age was 24.7 years. A 

general description of the sample population is depicted in Table 1 below.  

 

Table 1: Description of the quantitative sample 

 

Descriptor Number (Percent 

Age Group 

16-19 years 252 (28.8%) 

20-24 years 233 (26.7%) 

25-29 years 179 (20.5%) 

30-34 years 107 (12.2%) 

35-40 years 103 (11.8%) 

 Gender  

Male 471(53.9%) 

Education 

Primary or less 97 (11.1%) 

Secondary 496 (56.8%) 

Matric 247 (28.3%) 

Tertiary 34 (3.9%) 

 

The most common language spoken by respondents at home was isiZulu (98%), followed by 

isiXhosa (1.14%) and Sesotho sa Borwa (0.46%). Table 2 shows the languages respondents most 

often spoke at home.  
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 Table 2: Percent respondents speaking various languages at home 

 

 

 

 

 

 

 

 

 

Respondents were asked which languages they could understand on the radio. Almost all 

respondents (99.7%) reported that they were able to understand IsiZulu on the radio. The next 

most common languages that individuals could understand on the radio were English (73.8%), 

isiXhosa (14.1%) and isiSwati (0.9%).  

 

IsiZulu was the most widely spoken and understood language. It was also reported to be the 

language that most respondents were able to read (97.6%). English was the second most 

common language that most of the respondents said that they could read at 79.2%, followed by 

IsiXhosa (7.2%), Afrikaans (2.4%). 

3.2 Qualitative Sample Descriptors 
A total of 29 businessmen aged 25-39 years participated in the FGDs. The allocation per FGD 

was as follows: tavern owners (10), THPs (9) and taxi drivers (10).  

44  CCoommmmuunniiccaattiioonn  CChhaannnneellss    

4.1 Interpersonal Communication 
Increasing numbers of people infected and ill with AIDS mean that many respondents‟ 

awareness of HIV and AIDS is heightened through personal contact with those affected. This 

direct contact with the impacts of HIV has the potential to profoundly influence the way 

people think about risk, life, and behaviours. 

 

Table 3 below shows that 458 (52.4%) individuals living in eThekwini Municipality personally 

know of someone who has died of an AIDS related condition. The 35-40 year old age group was 

most affected with 60% of respondents in this age group knowing of someone who has died of 

AIDS.  

 

Some 43% of respondents said that they personally knew an individual who is HIV positive and 

35% said that they knew their own HIV status. For all of the items, greater proportions of 

women knew of people infected and affected.   

 

Language Percent 

isiZulu 98.0 

isiXhosa 1.1 

Sesotho sa borwa 0.5 

isiSwati 0.2 

English 0.1 
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Table 3: Percent males and females with personal knowledge of HIV or AIDS 

 

 

* Around 17% of those who said they know their own status had never been tested for HIV irrespective of sexual 

activity. 

 

With just over 50% of all respondents having personally known someone who died of AIDS, and 

over 40% personally knowing someone who is HIV infected, the epidemic in this area is highly 

visible. However, the data also indicate that fatalism may be a significant problem in this 

community – particularly for men.  

4.2 Media Consumption 
There are a number of AIDS communication programmes in South Africa that utilise various 

domains of communication, for example, mass media (broadcast, print and outdoor), small 

media (posters, booklets, and utility items), and social mobilisation aimed at creating dialogue 

and action at local and community level. The survey measured access to various media 

channels in order to contextualise the environment in which TVT operates and through which 

people receive AIDS related information.   

 

Access to various media channels is shown in Figure 1 below. The most common media channel 

that respondents were exposed to was radio, with 95% of the total sample saying that they 

listened to the radio. Television was the next most commonly utilised media channel with 83% 

of the sample reporting that they watched TV. Slightly lower proportions of respondents read 

newspapers and magazines (57% and 21% respectively). Males were more likely to read 

newspapers than females, whilst more females reported reading magazines than men did. 

 

Figure 1: Percent males and females exposed to various media channels 

 

 

 

 

 

 

 

 

 

 

 

 

Statement Males Females Total 

Personally  knows someone HIV+ 37.2 49.6 42.9 

Family member HIV+ 13.6 25.3 19.0 

Personally knew someone who died of AIDS 47.1 58.6 52.4 

Family member died of AIDS 19.3 34.0 26.1 

Know own HIV status * 28.5 43.4 35.4 
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Respondents were asked which radio stations they listened to. The five most listened-to radio 

stations were: Ukhozi FM (Radio Zulu) at 87.8%, Egagasi FM (77.8%), Metro FM (36.4%), Umhlobo 

Wenene (4.5%) and Mbokodo (3.5%). People of all ages listened to Ukhozi FM. Egagasi FM 

appeared to be more popular with youth. Around 85% of 16-19 year olds listened to Egagasi FM 

compared with only 61%, of 35-40 year olds. Most of Metro FM listeners were between the ages 

of 16- 34. However, those aged 35-40 years were more likely to listen to Umhlobo Wenene FM. 

 

Males appeared more likely to listen to Metro FM, where as females were more likely to listen 

to Ukhozi FM and Egagasi FM (Figure 2).  

 

Figure 2: Percent males and females who listen to various radio stations 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Around 99% respondents reported watching SABC 1. ETV was the next most commonly watched 

station (73%). Very few respondents reported watching MNET or DSTV (1.1% and 2.1% 

respectively). Males were more likely to report watching ETV than females and there were no 

other significant gender differences between the other TV stations watched (Figure 3).   

 

Figure 3: Percent males and females who watch various TV stations 
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These data show that a large proportion of the community are accessing mass media, and 

hopefully also the AIDS programming that is channelled through mass media. Therefore, it can 

be expected that some of the basic facts about HIV and AIDS, treatment literacy and other 

important health issues are likely to be reaching the community through these sources. Face-

to-face interventions such as TVT uses have the potential to support and amplify the impact of 

mass media, particularly if the organisation is able to build synergies between local initiatives 

and mass media AIDS communication where this is appropriate.  

 

High proportions of both men and women listen to Ukhozi FM and Egagasi FM, indicating its 

potential as a channel for publicising the work of HIV prevention organisations in the area. 

4.3 Summary and Conclusions 
 The HIV pandemic is becoming part of everyday life for a large number of South 

Africans, indicated by high proportions of people personally knowing someone who 

has died of an AIDS related condition, or is HIV positive. Women were particularly 

likely to be affected in this way, more than men were. TVT and other organisations 

need to help people make sense of the terrible tragedy of AIDS-related illness and 

death, and direct people towards appropriate responses. Women may need 

additional support to prevent despair and fatalism about the illness and men may 

need to be challenged with open dialogue about HIV since with the exception of 

AIDS-related deaths, fewer men know of people affected and infected than women 

do.   

 

 A large proportion of the community are accessing mass media, and almost certainly 

some of the AIDS programming that is channelled through mass media. There may 

be potential to build synergies between mass media and the face-to-face 

interventions such as TVT uses.   

55  SSttrruuccttuurraall  DDrriivveerrss  ooff  tthhee  HHIIVV  EEppiiddeemmiicc  

5.1 Migrancy 
Migrancy has long been considered an important driver of the HIV epidemic in Southern Africa, 

and is historically important in the Valley of 1000 Hills. Various circumstances related to 

migrancy are thought to play a significant role in promoting sexual activity with non-regular 

partners and a high rate of partner change. In this survey, respondents were asked where they 

were born, whether or not they had a home elsewhere, what province they considered home to 

be, and about partnerships and remittances.  

 

All (100%) of the respondents were born in South Africa. Around 96% of the respondents had 

been born in Kwazulu-Natal and 3% had been born in the Eastern Cape. Almost all men and 

women (97% and 96% respectively) regarded Kwazulu-Natal as their home. Some 6% of the total 

sample had another home elsewhere with a boyfriend or girlfriend living in that home. Older 

respondents were slightly more likely than younger respondents to have a partner in a home 

somewhere else (7% for those aged 35-40 years and 2% for those aged 15-19 years).  
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Approximately 15% of men and women in this area reported that they received money from 

family members living elsewhere. This did not vary greatly by age of respondent, with 16% of 

those aged 16-19 years and 14% of 35-40 year olds saying they received money from elsewhere.  

 

Levels of migrancy were lower than expected. This may be because of the young age of the 

sample – because of their age, a large proportion were students or unemployed (see page 22). 

Nonetheless, there were indications that many community members are connected strongly to 

other areas, as indicated by receipt of remittances (15% of respondents) and having a home 

elsewhere with a sexual partner or spouse in that home (6%).   

 

Although not many people in the area have more than one home, HIV prevention and care and 

support initiatives need to be aware that this may be the situation for some people, and for 

these people there will be implications for access to services such as partner notification or 

counselling.     

5.2 Marital Status 
People‟s marital status is a determining factor in the design and delivery of HIV prevention 

programmes. Different types of relationships influence sexual behaviour which may increase 

their risk of HIV2. Figure 4 shows the percentage of males and females by age group who were 

married or living together.  

Figure 4: Percent married or living with sexual partner by age group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The data shows very low levels of marriage and cohabitating relationships particularly amongst 

those aged 20-30 years. A lower proportion of men were married or living with a partner than 

women.  
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5.3 Employment  
Just under one half (45.4%) of the sample in this area was unemployed, around 29% were 

students and 25% were employed. More males (33%) than females (17%) were employed and 

similarly more males (35%) than females (21%) were students. This is shown in Table 4. 

 

Table 4: Percent males and female by employment status 

 

Employment Status Males Females Total 

Unemployed 32.5   60.5 45.4 

Employed 32.5 16.9 25.3 

Student 34.6 21.4 28.5 

Grant 0.4   1.2 0.8 

 

With almost 61% of women unemployed, there is an urgent need to ensure that HIV prevention 

interventions recognise the disempowered position of women in relation to income in this area, 

and address issues that may prevent them adopting safer sexual practices. 

 

The National Strategic Plan for HIV and AIDS and STIs describe young people as a particular 

target group for HIV prevention intervention. Figure 5 shows the percent of young men and 

women in the sample (16-24 years) by their employment status. The figure shows that the 

majority of young people who are not students, are unemployed. Overall, 63% of those aged 16-

24 years described themselves as students. When restricted to those aged 16-19 years, some 

77% of respondents were students. Young women aged 17-19 years were considerably less likely 

to be in school than young men were (67% compared to 85%).   

 

Figure 5: Percent 16-24 year olds by employment status  

 

 

 

 

 

 

 

 

 

 
Although the qualitative research did not explore the issue of employment amongst 

participants in detail, taxi drivers indicated their anxiety around their business being taken 

away from them with more people getting their own transport. 

5.4 Education  
Individuals with a particular level of education can access the reading materials which exposes 

them to information about HIV3. Some 82% of women and 88% of men in the sample had 

attained secondary level education or higher (Figure 6).  
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Figure 6: Percent males and females by education level * 

 

 

 

 

 

 

 

 

 

 

 

 

*Excludes people who are currently students 

5.5 Summary and Conclusions 
 Migrancy is a key feature of the community served by TVT. However, the survey 

indicates that most respondents who were sampled in the household survey here are 

not migrants, in that most consider Kwa-Zulu Province their home, were born here 

and/or did not have a home elsewhere. Nonetheless, there is also a substantial 

proportion of the community that have connections elsewhere, indicated through 

having a home elsewhere and/or sending or receiving money to other homes.  These 

connections outside of the community may be important to continue to consider in 

design of STI and HIV prevention interventions, particularly those that focus on 

sexual networking or partner notification.   

 

 This study confirms previous studies which have indicated that there are low levels 

of marriage and cohabitating relationships in this area.  This will make it less likely 

that young people will abstain from sex until cohabitation or marriage.   

 

 Levels of unemployment were high, with particularly high unemployment amongst 

young people, many of whom were dependent on outside remittances.  

 

66  BBeehhaavviioouurraall  DDrriivveerrss  ooff  tthhee  HHIIVV  EEppiiddeemmiicc  

6.1 Fatalism  
Fatalistic attitudes towards health in general and HIV in particular are likely to be a real 

barrier in adoption of healthy behaviours4. This is particularly likely to be an issue in 

communities that already have many social challenges.   

 

Some 20% of men and 11% of women felt that they would get HIV, no matter what they did, 

while 78% of men and 80% of women felt that if they did not get HIV it was a matter of luck. 

Around 81% of both men and women felt that getting ill was associated with losing the 

protection of ancestors (Figure 7). 
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Figure 7: Percent holding fatalistic attitudes to health by gender 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In this area it appears that there is a strong cultural influence which will have an impact on 

programming. 

 

Fatalism amongst youth is cause for concern with more than 25% of young people agreeing or 

strongly agreeing with the statement that “no matter what I am do, if I am going to get HIV, I 

will get it”. However, fatalism around getting HIV is not just restricted to youth. Figure 8 

shows more men than women held fatalistic attitudes towards getting HIV. For women, those 

over 30 years were more likely than those under 30 years to be resigned about getting HIV.   

 

Figure 8: Percent agreeing that ‘No matter what I do, if I am going to get HIV, I will get it’ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

It is interesting that in this area, higher proportions of men are fatalistic about getting HIV – 

this is the opposite of what was observed in some other areas.   

 

The qualitative research indicated that men in this community hold strong traditional beliefs 

about health and disease strongly. This may go some way towards explaining high levels of 

fatalism towards getting HIV amongst men. For example, focus group participants supported 
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the notion that HIV is curable and that the reason it spreads (or cannot be cured) is that the 

influence of Western medicine has acted as a barrier for traditional medicines that could in 

fact cure it.   

 

‘And to say HIV is incurable is a myth in African culture there is no such thing.’– Taxi Driver  

6.2 Delaying Sexual Debut 
Delaying sexual debut is one of the cornerstones of HIV prevention responses.  Delaying the age 

at which people start having sex, together with reducing the numbers of partners people have, 

are believed to have been critical in reducing the rate of spread of HIV in several other African 

countries. This section integrates the quantitative and qualitative findings on abstinence and 

delayed sexual debut in this community.  

 

Abstinence as an HIV Prevention Method 
Around 33% of men and 63% of women in this community mentioned abstinence as a method of 

preventing HIV. Figure 9 shows the percent of men and women who spontaneously mentioned 

abstinence as an HIV prevention method by age group. Young people, particularly young 

women, were most likely to know that abstinence is a way to prevent HIV.   
 
Figure 9: Percent mentioning abstinence as HIV prevention method by age group and 

gender 

 

 

 

 

 

 

 

 

 

 

 

 

 

The finding that over 50% of people did not mention abstinence as a prevention method 

requires further exploration. It is not clear from the data whether this is due to a lack of 

information or education or whether underlying this, is that people just do not see abstinence 

as a sustainable option and therefore do not regard it as a serious HIV prevention method.   

 

Indications from the qualitative research were that older participants felt that is was unlikely 

that youth would abstain from sex until marriage. 

 

‘Most men do not want to marry a woman without tasting her body first’ – THP 
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Some participants in the qualitative research were of the view that abstinence was simply not a 

viable option, particularly for young people. As illustrated in the quotation below, Western 

influences, such as television and cell phones were seen to contribute to the impossibility of 

abstinence for young people. 

  

‘There is no other prevention method except the condom, as father mentioned earlier on that 

the condom must always worn even when not engaging in sexual activities, because people 

are promiscuous and sex is easily available. When you switch on your Television at six 

o’clock in the evening, young people are glued on it; they do not want to be disturbed 

watching soaps like Bold and the Beautiful. These young people even know about late night 

blue movies where sex is performed live. School children also have cell phones at schools and 

watch pornography– THP 

 

The Right Time to Start Having Sex 
Just over 68% and 78% of women across all age categories strongly agreed that young people 

should not start having sex before the age of 18 years (Table 5). 

 
Table 5: Percent respondents who strongly agree that young people should not have sex 

before the age of 18 years  
 

Gender 16-19 20-24 25-29 30-34 35-40 Total 

Males 63.3 70.2 71.9 70.2 70.2 68.4 

Females 80.0 76.5 82.2 78.0 69.6 77.9 

 

The qualitative research indicated that traditional practices, such as engaging only in „thigh 

sex‟ until marriage, was still seen as the ideal by some people.  One participant noted that the 

decline of this practice was responsible for HIV in this community. 

 

‘As maZulu if our chiefs were not clipped or stripped of their powers you were not going to 

find someone with HIV/AIDS in our community because when a man is in the relationship was 

not performing real sex they were performing thigh  sex until  there are married’– Taxi Driver. 

 

Another participant, when speaking about the impossibility of abstinence, noted that thigh sex 

is seen to be ridiculed now:  

 

‘It is even useless to practice thigh sex as people would gossip and laugh at you if they know 

you do that’- THP 

 

Age of Sexual Debut 
Figure 10 below shows that by the age of 18 years, almost 65% of girls and boys had had 

penetrative sexual intercourse. 
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Figure 10: Percent young men and women who have ever had sex by age 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the light of low levels of marriage in this community, the data illustrate that despite 

people‟s beliefs about the right time to have sex, most young people are engaging in sex before 

the age of 18 years, and substantially before marriage or even cohabitation. 

 

The Role of Elders in Promoting Abstinence  
The FGDs revealed that participants, in particular THPs, felt that older community members 

had an important role in terms of engaging young people on the issue of sex.  

 
‘We must teach them [the youth] the tricks of engaging in safe sex as we used to do...’ - THP 

 

However, participants also indicated that it was not as easy to encourage youth to delay having 

sex. One of the reasons cited for this was young people exposure to sex through media. It was 

perceived that this devalued abstinence teachings from elders to young people. 

 

‘These young people even know about late night blue movies where sex is performed live. 

School children also have cell phones at schools and watch pornography; therefore it is no 

longer easy to encourage both old and young people to abstain from sex.’ – THP 

 

Traditional practices such as thigh sex and virginity testing were also repeatedly mentioned by 

THPs as methods of promoting abstinence and delaying sexual debut.  

 

‘If we can also bring back the custom of thigh sex, the HIV/AIDS pandemic will vanish.’ - THP  

 

‘...issue of thigh sex as it is also important, and I think it could reduce the risk of sexually 

transmitted infections, and it may encourage our children to abstain from sex.’ - THP 

6.3 Correct and Consistent Condom Use 
Using condoms at every act of penetrative sexual intercourse is one of the most reliable and 

well-known forms of preventing transmission of HIV. Various factors are known to impede 

condom usage which include: knowledge, misconceptions, self efficacy, or perceived ability to 

use condoms in various circumstances.   
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Condoms as a Method of HIV Prevention 
Some 97% of the sample spontaneously mentioned condoms as a way to prevent HIV. This 

attests to the success of HIV prevention efforts that promoted high risk sex. Higher proportions 

of women mentioned condoms as a way of preventing HIV than men (98% of men to 96% of 

women). 

 

Some FGD participants were named condoms as a method of preventing the spread of HIV. 

 

‘There is no other prevention method except the condom …’ 

 

‘In reality, since we are part of this condom generation we are able to use condoms during 

sex’ – Tavern Owner 

Other participants encouraged faithfulness instead of condom usage. 

 

„We must not encourage the use of condoms, we elderly people should behave ourselves and 

be a good exemplary to other people and stay faithful to our partners’- THP 

 

Misconceptions around Condoms  
Misconceptions around condoms were fairly common. For example, around 7% men and 3% 

women believed that condoms may contain worms. Around 4% women did not know that 

condoms should only be used once. There were 8% of women and 13% of men who thought that 

condom usage may actually lead to HIV infection (Figure 11). 

 

In the qualitative research, various misconceptions about condoms were also apparent. Some 

participants indicated that condom use lead to the spread of sexually transmitted diseases due 

to their poor quality. 

 

ôI agree with the use of condoms, but I also think the condoms are manufactured faulty and 

they are the cause of the spread of sexually transmitted diseasesõ- Taxi Driver 

 

Figure 11:  Percent men and women holding various misconceptions about condoms 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



HEALTH & DEVELOPMENT AFRICA PTY (LTD) 2009. 

 

27 

Condom preference: choice TM  and Female Condoms 
There has been some concern in South Africa recently about the public perception of choiceTM  

condoms, a government branded condom that is freely distributed in South Africa. Some 96% of 

the respondents in this community had heard of choiceTM condoms. Of those who had heard of 

choiceTM , around 74% said that they would use choiceTM  condoms. More men than women who 

had heard of choiceTM  would use them (78% compared to 69%).  

 

Some 68% of men and 72% of women in this community had heard of the female condom. Of 

those who had heard of the female condom, just under half (45%) said that they would be 

prepared to use one. 

 

Self-efficacy for Condom Use 

Self-efficacy is one of the important ideational factors through which AIDS communication 

potentially influences behaviour.  

 

In this survey, five items were used to measure different aspects of self-efficacy concerning 

condom usage.  Responses to these items are shown for men and women in Table 6.  

 

Most respondents (95%) agreed that they would be able to say no to sex if their partner refused 

a condom; 97% felt confident about their ability to discuss condom usage; 92% felt confident in 

putting condoms on and 91% were not afraid of rejection because of condom use (91%). 

 

A large number of people (around 21% of respondents) agreed that alcohol use would make 

them not worry about using a condom. This is of concern, particularly given the high levels of 

alcohol use in this community. 

 

Table 6: Percent men and women who agree or disagree with statements about self-

efficacy and condom usage 

 

 

These data suggest that on the items measured, people are confident about their ability to use 

condoms. Whilst it is important to sustain these high levels of self-efficacy, it is unlikely that 

these levels are going to increase to much higher levels.  The use of alcohol is likely to pose a 

significant barrier to condom use in this community. 

Statement Male Female Total 

I can say no to sex if my partner refuses to use a 

condom (disagree) 
8.5 3.5 6.2 

I feel confident in my ability to discuss condom 

usage with any partner I might have (disagree) 
2.6       4.5 3.4 

Drinking alcohol makes me not worry about using 

a condom (agree) 
26.9 13.0 20.5 

I feel confident in my ability to put a condom on 

myself or my partner (disagree) 
3.8 13.0 8.1 

If I were to suggest using a condom to my partner 

I would feel afraid that he or she would reject me 
8.3 8.8 8.5 
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Condom Use Behaviour  
Similar to other surveys, we asked people whether or not they had done anything to prevent 

HIV the last time they had sex, and what that was. In this community, overall 60% of sexually 

active respondents said that they used a condom to prevent HIV the last time that they had 

sex. However, only 44% had used a condom at last sex although almost all acts of condom use 

were to prevent HIV. As shown in Figure 12, condom use to prevent HIV was higher amongst 

young people, with 66% of those aged 20-24 years, and 56% of those 35-40 years saying that 

they used a condom to prevent HIV at last sex. 

 

Figure 12: Percent using condoms to prevent HIV at last sex by age group 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 13 shows the percent of young people (16-24 years) who used condoms to prevent HIV at 

last sex by employment status. Some 54% of unemployed young people in this age group used 

condoms at last sex to prevent HIV, compared with 66% of employed young people and around 

60% of students.   

 

Figure 13: Percent youth (16-24 years) using condoms to prevent HIV at last sex by 

employment status 

 

 

 

 

 

 

 

 

 

 

 

Out-of-school youth are less likely to use condoms than other young people.  This may be owing 

to less exposure to prevention programmes (that are usually offered through schools and 

workplaces), and the other social and economic difficulties that such young people face. There 

needs to be more focus on out-of-school youth to enable a continuum of interventions offered 

in schools. 
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Participants in the qualitative research indicated that they did not systematically use a condom 

with every sexual encounter, particularly in longer-term relationships.  

 

‘Right we are members of the community but we cannot guarantee the use of condom than 

you will use it forever’ – Taxi Driver 

 

Reasons Why People Do Not Use Condoms 
In the qualitative research, various reasons were given as to why condoms were not used. Some 

participants mentioned that men who used condoms can be perceived as promiscuous and as 

such men may not want to use condoms.  

 

‘Some people regard him as a womaniser because as he is using condoms they think he has 

multiple sexual partners’ – Tavern Owner 

 

Other participants indicated that some people just do not want to wear condoms.  

 

‘Some others say they cannot eat banana without peeling it, meaning they do not want to 

wear condoms’ – Tavern Owner 

 

THPs indicated that while they did not disapprove of condom usage it is important for people in 

their community to follow their own customs to prevent the spread of disease as well. 

Examples of these customs included thigh sex and virginity testing. 

 

‘The condoms are okay, but we must stop following other people’s customs and follow our 

customs’ - THP 

 

‘All I am saying is that we do not deny the effect of condoms, but we must also scrutinize 

what the patient is suffering from, because a patient does not come to us to be taught about 

condoms, but to be healed of his disease’ – THP 

 

Finally, one of the main reasons cited for lack of condom use was that people did not use 

condoms in longer-term relationships. 

 

‘You can use a condom but you cannot go more than two years still using a condom’ – Taxi 

Driver 

 

The survey asked whether people felt that drinking alcohol affected condom use. Around 20% 

of respondents, and 20% of those who are sexually active, agreed or strongly agreed that 

drinking alcohol makes them not worry about using a condom. More men agreed or strongly 

agreed with this statement than women (26% of sexually active men compared to 13% of 

sexually active women). However, when looking at actual condom use together with alcohol 

use around specific sex acts, there was no evidence for lower condom use in sex acts where 

one or both partners had been drunk. There was also no mention of alcohol as a deterrent to 

using condoms in the qualitative research. 

 

The following section expands on condom use in different types of relationships. 
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6.4 Multiple and Concurrent Partnerships 
Recent evidence suggests that MCP and male circumcision are factors that play a critical role in 

HIV transmission dynamics. A “Think Tank” meeting on HIV and AIDS prevention in southern 

Africa, convened by Southern Africa Development Community and UNAIDS, identified MCP by 

men and women with low consistent and correct condom use and in the context of low levels of 

male circumcision, as key drivers of the HIV pandemic in the region5. 

 

Reducing the numbers of sexual partners has been identified as a key area for future 

programming to reduce new HIV infections.  It is not only the number of partners that people 

have over a lifetime that has been shown to be the strongest driver of the epidemic, but rather 

the extent to which people have more than one partner concurrently .  

 

Knowledge, Attitudes and Social Norms about Sexual 

Relationships 
The survey asked people about the acceptability of multiple partnerships in this community, 

and attempted to measure whether or not people knew that multiple partners increased a 

person‟s risk of getting HIV.   

 

More than 90% of respondents held desirable responses to the items about acceptability of MCP. 

Approximately 33% of respondents said that it was true that having fewer sexual partners 

meant that you were less likely to get infected with HIV. Around 95% said that the more sex 

partners you have, the higher your risk of getting HIV.  There were no marked differences by 

age (Table 7). 

 

Table 7: Percent agreeing or disagreeing with statements related to knowledge and social 

norms in respect of MCP by age group 

 

Statement 16-19 20-24 25-29 30-34 35-40 Total 

If you have fewer sexual partners, you 

are less likely to get infected (agree) 
36.9 30.5 27.9 38.3 43.7 34.3 

The more sex partners you have the 

higher your risk of getting HIV (agree) 
95.2 93.1 93.3 93.5 99.0 94.5 

It is acceptable for a man to have more 

than one girlfriend at the same time 

(disagree or strongly disagree) 

94.8 94.8 96.1 91.5 98.0 95.1 

It is acceptable for a woman to have 

more than one girlfriend at the same 

time (disagree or strongly disagree) 

94.8 93.6 95.5 91.6 98.1 94.6 

 

It would be expected that people who agreed that the more sex partners you have, the higher 

your risk of HIV, would also agree that if you have fewer sexual partners, you are less likely to 

get infected. However, this was not the case.  The wording and/or translation of these items 

may need further refinement.  These data indicate some confusion in the community over the 
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concept of 'likelihood' and 'risk' and these somehow mean different things to people. There may 

be a need for programmes to place greater emphasis on partner reduction messaging.  

 

The qualitative research indicated that among taxi drivers some felt that in the past – and to 

some extent currently – having multiple sexual partnerships was not only socially acceptable 

but laudable, while other drivers in the group cautioned that with sexually transmitted 

infections on the rise this set of values was shifting; ie. that is increasingly dangerous to 

promote (and participate in) such behaviour. One driver stated clearly that a man with many 

sexual partners is ‘viewed as an AIDS carrier … he is a danger to the community. Another driver 

voiced this opinion very clearly, and also emphasised a secondary effect of high disease 

prevalence – that one must know his partner‟s character and consider fidelity. 

 

‘No that kind of being a real man [i.e. having many sexual partners] is bad because of 

[sexually transmitted] illnesses and diseases. To say I am proud of being a real man because of 

five girlfriends is not good since there are diseases. What it means [is that] now you and your 

partner must do [an] HIV test [and then] you leave [sic. live] together both of you. You must 

focus into your partner look at the one place [i.e. consider the partner’s character and 

fidelity]…Life is delicate because of these infections.’ 

 

Some tavern owners were generally unperturbed with multiple sexual partnerships, saying was 

acceptable as long as the man used protection (condoms). Others emphasised the notion that 

the acceptability of multiple sexual partnerships depends on the “kind” of women (i.e. their 

moral comportment) a man sleeps with. The notion of what kind of woman a man was seen to 

keep company with is an important „filter‟ concerning how the issue of multiple sexual 

partnerships was viewed; and may explain an apparent contradiction in perceptions around this 

practice. In both taxi driver and THP groups, men discussed this practice at times as both 

favourable and unfavourable. That is, in some cases being seen to have many partners would 

brand a man (negatively) as a womaniser. On the other hand, a man with a lot of female 

attention from the right kind (i.e. socially and behaviourally upstanding) of woman would be 

lauded and envied by his peers. Whether or not multi-partnering was praised or condemned 

seems to rest on the perceived social character of a man‟s partners; and would be considered 

commendable as long as his partners were not themselves viewed as promiscuous. Having 

several partners in a day or in a week was also considered by the taxi driver group as 

commonplace practices in KwaNyuswa though not by tavern owners in KwaXimba.  

 

Other participants used culture as an explanation for why they felt that multiple partnerships 

were acceptable. 

 

‘In our Zulu culture a man can have many girlfriends as he like.  Once he is married he can 

take another, than the white came with their law that a person must marry one person.  What 

I can say as a man you can have many girlfriends as you like no one will tell you what to do’ – 

Taxi Driver 

 

Participants did express that although MCP may be socially unacceptable in the community, it 

was still occurring. 
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‘No it is not acceptable, but you cannot guarantee that a man does not do that. But it is not 

something that is socially acceptable in this community’ – Tavern Owner 

 

‘It depends on individual if it’s something you are used to because if you are honest you 

cannot do it. But it’s something happening’ – Taxi Driver 

 

Expectations of Infidelity in Relationships 
It was strongly believed by other participants that having more than one partner known to one 

another can reduce the number of sexual partners that one would have. However, others had 

more than one partner because it is socially acceptable in their (Zulu) culture. 

 

‘there is faithfulness if you have three wives everyone will know where you are. If you are not 

with this one you are with the other one if you are not there.  They are aware that you are 

with the third one’ 

 

Self-efficacy for Faithfulness to One Partner 
Self-efficacy for a desired behaviour is regarded as a first step in achieving that behaviour, in a 

number of models of behaviour change. This concept is fairly new to the area of MCP and many 

of the items described below have been measured for the first time in this survey. 

 

Overall, high proportions of men felt that they could be faithful, be satisfied, commit to one 

person and control their sexual urges. Table 8 shows the items that were measured for men 

only by age group and Table 9 shows the same information for women. Across all of the items, 

there were up to 14% of men and 9% of women who did not feel able to be faithful. As previous 

studies have shown, higher proportions of younger men tend to have multiple partners when 

compared to older men, similarly, in this study, younger men are more likely to feel that they 

cannot be faithful to one partner than older men. Although no clear trend is evident across all 

of the measures, men in the younger age group seem to feel themselves less capable of 

faithfulness than those in the older age group - for example, some 8.5% of men 35-40 years felt 

that they could not commit to only one partner, compared to 19.7% of those aged 16-19 years. 

 

Table 8: Percent men agreeing with statements related to self-efficacy for faithfulness 

 

Statement 16-19 20-24 25-29 30-34 35-40 Total 

I am capable of being faithful to my main 

partner (disagree) 
8.8 8.4 4.5 7.0 4.3 7.2 

Will not be sexually satisfied with only one 

partner (agree) 
18.5 11.5 13.5 21.1 6.4 14.7 

I cannot commit to having only one sexual 

partner  (agree) 
19.7 16.8 14.6 17.5 8.5 16.6 

I cannot control my sexual urges (agree) 11.6 7.6 6.7 10.5 4.3 8.7 
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Almost all (99%) of women across all age groups believed that they could be faithful to their 

main partner. Women in the 25-29 year age group were more likely than younger and older 

women to feel that they would not be sexually satisfied with only one partner.   

 

Table 9: Percent women agreeing with statements related to self-efficacy for faithfulness 

by age group 

 

Statement 16-19 20-24 25-29 30-34 35-40 Total 

I am capable of being faithful to my main 

partner (disagree) 
1.0 1.0 1.1 0.0 0.0 0.8 

Will not be sexually satisfied with only one 

partner (agree) 
7.6 6.9 12.2 4.0 3.6 7.5 

I cannot commit to having only one sexual 

partner  (agree) 
9.6 8.8 15.6 4.0 1.8 9.0 

I cannot control my sexual urges (agree) 3.8 6.9 11.1 8.0 1.8 6.5 

 

Figure 14 shows the percent of men and women by age group who say they cannot control their 

sexual urges. There is a small minority of men and women in their twenties who feel that they 

cannot be faithful or control their sexual urges. 

 

Figure 14: Percent men and women who say they cannot control their sexual urges 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reasons Why People Have More Than One Partner 
In the community survey, both men and women were asked what they believed to be the most 

common reason why men (and women) would have more than one partner. The most commonly 
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mentioned reason why men in this area would have more than one sexual partner was for 

'curiosity, fun or variety' in sex (33%). The second most commonly mentioned reason was the 

view that men cannot control their sexual urges (Figure 15). By contrast, 55% of respondents 

believed that the main reason why women would have more than one partner was for money or 

goods that her partner would provide. A further 11% mentioned 'curiosity, fun or variety' in sex 

(Figure 16). Physical distance from main partner was mentioned as a reason for both men and 

women but was perceived more often to be a reason for men (6%) than women (3%).  

 

Figure 15: Percent respondents mentioning main reason why men around here would have 

more than one sexual partner 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 16: Percent respondents mentioning main reason why women around here would 

have more than one sexual partner 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the qualitative research, participants – in particular taxi drivers- indicated that they would 

have more than one sexual partner for adventure, fun and sexual pleasures. 

 

‘The young boys are very active blood is hot so everything is fast.... The next thing you have 

to put her down’- Taxi Driver 
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‘we are working the whole day and have breaks in between you are able to take someone 

during the day to safe place where you pay for accommodation for that particular time. And in 

the afternoon you go home as an innocent person. So we do that when our straight partners 

are at work. You can get two different people in the day you steal that one during the day and 

afternoon you are free for home’- Taxi Driver 

 
 
Numbers of Different Sexual Partners 

Of those 16-40 year old men who had had sex in the past year, approximately 29% in this 

community reported more than one partner in the preceding 12 months. The proportion of 

women reporting more than one partner in the past year was considerably lower than for men, 

at around 3%.   

 

Amongst men, younger men were more likely to have more than one partner than were older 

men; 31% of 16-19 year old men reported more than one partner compared to 12% of 35-40 

year old men. Younger women were also more likely than older women to report more than one 

partner: 7% for those 16-19 years, while no women over 39 years reported more than one 

partner.    

 

Table 10: Percent sexually active males and females reporting more than one partner in 

the past twelve months   

 

Sex 16-19 20-24 25-29 30-34 35-40 Total 

Males 31 35 31 23 12 29 

Females 7 2 3 0 0 3 

 

The majority of men in this area (72%) had one partner in the preceding year. Just less than 

25% had two partners and 5% had three partners (Figure 17).   

 

Figure 17: Percent sexually active men with one or more partners in past year 

 

 

 

 

 

 

 

 

 

 

For women, 97% had only one partner in the preceding 12 months and 2% had had two partners. 

Some 13% of sexually active men and 1% of sexually active women had more than one sexual 

partner in the preceding month.  
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Table 11 below shows an analysis of possible predictors of having multiple sexual partners in 

this community. The univariate analysis consisted of modelling each of the risk factors 

independently. Age, gender, employment status, education, age at first sex, alcohol use and 

belief about the ability to control sexual urges were significant predictors of having multiple 

sexual partners in the univariate analysis. Employment status and alcohol use were not 

significant when entered in the multivariate model with the other variables. However, age was 

significant. For every year increase in age, there was a 9% reduction in the number of sexual 

partners (OR: 0.91, P=0.007). Men were six times more likely to have more than one sexual 

partner as compared with women (OR: 6.74, P<0.001). Students seemed to be less likely to 

have multiple partners compared with people who were unemployed (OR: 0.38, P=0.05). For 

every one year that sexual debut is delayed, there is a 16% reduced risk of having more than 

one partner (OR: 0.84, P=0.02). The belief that one cannot control one‟s sexual urges is 

associated with a five times increase of having multiple sexual partners (OR: 4.78, P=0.003). 

 

Table 11: Predictors of multiple partnerships 

Characteristic 
Total 

(N) 

One 

partner 

(%) 

Multiple 

partners 

(%) 

Crude OR 

(95% CI) 
P- value 

Adjusted OR 

(95% CI) 
P- value 

Age 

Continuous    
0.95        

(0.91, 0.98) 
0.003 

0.91      

(0.85, 0.98) 
0.007 

16-19 120 80.0 20.0 
2.39       

(1.21, 4.73) 
0.01 - - 

20-24 192 79.2 20.8 
2.52        

(1.35 – 4.69) 
0.004 - - 

25-29 150 84.0 16.0 
1.82        

(0.93 – 3.58) 
0.08 - - 

30-40 169 90.5 9.5 1 - - - 

Sex 

Male 333 71.2 28.8 
14.7         

(7.0, 30.8) 
<0.001 

6.74      

(2.36, 19.24) 
<0.001 

Female 298 97.3 2.7 1 - - - 

Marital 

Status 

Not married 

/divorced 
522 80.8 19.2 

3.55               

(0.84, 15.12) 
0.09 - - 

Not married 

but in a 

steady 

relationship 

lasting >3 

months 

35 97.1 2.9 
0.44               

(0.04, 5.11) 
0.51 - - 

Not married 

but living 

with partner 

42 97.6 2.4 
0.36         

(0.03, 4.22) 
0.42 - - 

Married 32 93.8 6.3 1 - - - 
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Types of Sexual Partnerships  
There were 705 sexual partnerships described by residents in this community. Of all the sexual 

partnerships that were described by these residents, some 17% (n=119), were non-

monogamous - that is, other partners were reported in the same year.  

 

Who People Were Having Sex With 
Figure 18 below depicts two distinct patterns of sexual partnerships by monogamous and non-

monogamous respondents. Of the monogamous respondents, over three quarters of all sex 

Characteristic 
Total 

(N) 

One 

partner 

(%) 

Multiple 

partners 

(%) 

Crude OR 

(95% CI) 
P- value 

Adjusted OR 

(95% CI) 
P- value 

Employment 

Status 

Unemployed 313 86.9 13.1 1 - - - 

Employed 195 78.5 21.5 
1.82        

(1.13, 2.92) 
0.01 

1.11 

(0.54, 2.31) 
0.76 

Student 119 83.2 16.8 
1.34               

(0.74, 2.40) 
0.32 

0.38              

(0.15, 1.01) 
0.05 

Education 

Secondary or 

less 
406 85.7 14.3 1 - - - 

Matric or 

above 
225 79.6 20.4 

1.54        

(1.00, 2.36) 
0.05 

1.27             

(0.66, 2.45) 
0.48 

Age at First 

Sex 

Continuous    
0.73              

(0.66, 0.81) 
<0.001 

0.84              

(0.73, 0.97) 
0.02 

8-15 150 70.7 29.3 
11.7        

(4.07, 33.76) 
<0.001 - - 

16-17 218 79.8 20.2 
7.14        

(2.50, 20.42) 
<0.001 - - 

18-19 146 91.8 8.2 
2.53        

(0.79, 8.06) 
<0.11 - - 

20 -35 117 96.6 3.4 1 - - - 

Alcohol Use 

Never 113 76.1 23.9 1 - 1 - 

Several 

times a 

week/ Daily 

36 75.0 25.0 
1.06        

(0.44, 2.53) 
0.89 

1.32      

(0.50, 3.54) 
0.57 

Once a week 82 61.0 39.0 
2.04        

(1.09, 3.79) 
0.02 

1.44     

(0.70, 2.96) 
0.32 

Once a 

month 
35 85.7 14.3 

0.53        

(0.18, 1.50) 
0.23 

0.36      

(0.11, 1.17) 
0.09 

Cannot 

control my 

sexual urges 

Agree 50 60.0 40.0 
3.94       

(2.14, 7.26) 
<0.001 

4.78      

(1.69, 13.48) 
0.003 

Disagree 581 85.5 14.5 1 - 1 - 
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partners can be described as 'steady', or life-style partners, rather than casual partners. Around 

half were with a main partner, 13% were with a live-in partner and a further 15% were with a 

spouse. More than 60% of non-monogamous relationships were with casual acquaintances, or 

someone recently met.  

 

Figure 18: Types of partnerships by monogamous and non-monogamous respondents 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 12 shows that the predominant type of sexual relationship in this area is a partnership 

with a „main partner‟ (50% of all sexual relationships in the preceding year were with main 

partners).  

 

Table 12: Types of partnerships by respondent-monogamous and respondent-non-

monogamous 

 

 

Who People Used Condom With 
Condom use is most critical in relationships where both partners are not faithful to one 

another. In this area, condoms were used to prevent HIV in 62% of the sexual encounters 

reported by respondents.  

 

Condom use to prevent HIV was lowest in spousal and live-in relationships (26% of last sex with 

a spouse/live-in partner); higher with main partners (69%) and highest for casual encounters 

(80%) (Figure 19). 

Partner Type 
Respondent- 
Monogamous 

Respondent- Non-
Monogamous 

Total 

Spouse 17.6 4.4 15.4 

Living together 15.0 0.0 12.6 

Main partner 56.5 18.4 50.3 

A friend  5.8 10.5 6.6 

Casual acquaintances 4.6 60.5 13.7 

Someone I just met 0.3 3.5 0.9 

One night encounter 0.2 2.6 0.6 
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Figure 19: Percent sex acts where condoms where used to prevent HIV by relationship to 

respondent  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Condom use to prevent HIV at last sex was higher in non-monogamous relationships (87%) than 

in monogamous relationships (57%). However, it is of concern that there were still around 13% 

of non-monogamous sexual relationships where condoms were not used to prevent HIV.  

 

Condom use to prevent HIV was higher at the last sex where both parties had too much to drink 

(69%), compared to last sex where they did not have too much to drink (61%). When looking at 

casual relationships only, the same pattern was observed. There were no gender differences 

evident. This finding is unexpected and hard to explain. It may be that people who had had too 

much to drink knew that the encounter was potentially high risk and over-reported condom use 

in a desire to please the interviewer.  

 

Figure 20 shows condom use to prevent HIV at last sex by where sex partners lived. Condom 

was lowest in sex acts where the partners lived in the same house (36%), compared to living in 

the same neighbourhood (67%), or elsewhere. There were very few partners living in a different 

country therefore this is not shown. 

 

Figure 20: Percent sex acts where condoms where used to prevent HIV by where partners 

lived 
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The majority of sex partnerships with people living in the same house were monogamous, that 

is there were no other sex partners reported by almost all of these people (only 2 cases where 

other partnerships were reported). This may account for the lower condom use with people 

living in the same house. 

 

With respect to condom use, taxi drivers were of the opinion that it is acceptable – and 

necessary – to use condoms, but only early in a relationship. It was not seen as a viable long-

term practice partly because participants felt their partners would object. This part of the 

discussion also brought up the general notion that the need for condoms – i.e. as a 

contraceptive and as a safeguard against HIV and other sexually transmitted infections – came 

about due to the destruction of traditional socio-cultural institutions that maintained social 

order. To some extent apartheid was seen as the „source‟ of the social degradation that set the 

scene for HIV and STI spread. There was also some support of the notion that HIV is curable and 

that the reason it spreads (or cannot be cured) is that the influence of Western medicine has 

acted as a barrier for traditional medicines that could in fact cure it. Tavern owners were very 

open about the fact that condom use is viewed in mixed ways - as a reflection of sexual 

promiscuity among men but equally likely to be seen as a responsible thing to do. 

 

‘Some people regard him as a womaniser because as he is using condoms they think he has 

multiple sexual partners. Some perceive him as a man who uses protection, thus he is better 

off, because there are those men who sleep around but do not use protection. Some others say 

they cannot eat banana without peeling it, meaning they do not want to wear condoms.’ 

 

The most resistance to and lack of agreement surrounding condom use came from THPs, who 

discussed the issue at length. Many viewed it through the lens of traditional behaviour and 

practice; a perspective that was apparent in much of their overall discussion, irrespective of 

the specific topic. While many THPs did not state their opposition to the practice outright 

(though at least one did; see quote below), their comments suggested they viewed condom use 

as something not in line with traditional practices. 

 

‘Now if we take someone’s custom and make it ours, can’t you see that we are relinquishing 

our customs and adopt other people’s customs, we are cursing God and blaming Him why He 

made us like this, do you see that? The condoms are okay, but we must stop following other 

people’s customs and follow our customs, do you understand that?’ 

 

‘I now want to comment about condoms. We must not encourage the use of condoms, we 

elderly people should behave ourselves and be a good exemplary to other people and stay 

faithful to our partners and vice versa. After sexual intercourse, people must learn to wash 

and clean themselves. I also want to indicate that people must bring back customs they have 

abandoned so that they live in harmony with nature. You see we have grown up male children, 

so we must teach them to do thigh sex as we were also practicing that when we were growing. 

We must teach them the tricks of engaging in safe sex as we used to do, and currently we do 

not have HIV/AIDS as we frequently do voluntary counselling and testing from the clinic. We 

must also encourage mothers to teach girls and frequently do virginity tests on them, because 

if we are together we can defeat those who are destroying our customs.’ 
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In this group condom use came up again toward the end of the discussion in the context of 

male circumcision and whether or not that practice would lead to increased sexual risk-taking 

behaviour. At that point, a number of THPs were more openly supportive of condom use. 

 

‘Nowadays the issue of sexuality is very hazardous as my brother has already mentioned that 

there are now older womanisers. There is no other prevention method except the condom ….’ 

 

The data indicate that there is still considerable scope to increase condom use in this 

community. There are still casual encounters where condoms are not used to prevent HIV and 

condom use amongst those who are having sex with main partners, needs to be increased.  

 

Where Sexual Partners Lived 
Figure 21 below shows where sexual partners of the respondents lived. Overall, around 30% of 

all sexual partners lived in the same house as the respondent while almost 25% of partners lived 

in the same town or area, but not as proximate as the same neighbourhood.  

 

Interestingly, there were only two cases of non-monogamous relationships reported where the 

first sexual partner was living with the respondent in the same house; it is possible that 

additional partnerships may be differentially under-reported by people who have sexual 

partners living with them. Non-monogamous partnerships were most commonly conducted with 

people living in the same neighbourhood (38%), followed by people living in the same town or 

area (29%). Around 9% of all non-monogamous partnerships were with partners in a different 

province, compared to 6% of monogamous partnerships. 

 

Figure 21: Where sex partners live by percent respondent-monogamous and respondent 

non-monogamous relationships   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Transactional Sex 
Around 1% of relationships included provision of sex in return for money or goods, and 4% 

included receiving sex in exchange for money or goods.  
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Figure 22:  Proportion of sexual partnerships that included receiving or giving sex in 

exchange for money or goods 

 

 

 

 

 

 

 

 

 

 

 

Closer examination of the data shows that these transactional relationships do not appear to be 

mutually exclusive, for example, 43% of those relationships which paying for sex with money or 

goods, also involved receiving money or goods in exchange for sex. Thus what is being reported 

here is clearly not very close to commercial sex work, but something different altogether. 

 

Overall, transactional sexual encounters were not all that common in this community, at 4% of 

all relationships.  

 

However the qualitative research revealed perceptions that commercial sex work was occurring 

and on the increase amongst women in this community.   

 

‘… I have heard that girls are commercially selling their bodies. They are charging R10 per 

round, that I don’t like at all. They are degrading our community. These prostitutes say they 

are preparing for 2010 because they want to be ready when 2010 FIFA World Cup arrives.’ 

 

Transactional sex is difficult to measure and it is almost impossible in a quantitative 

questionnaire to distinguish the normal exchange of material resources between spouses for 

example, and relationships that are built around such exchanges and involve exploitation of the 

economic situation of another person. Further work is needed to understand how to measure 

this issue and its contribution to partner concurrency and other issues such as condom use. 

 

Regularity of Sex with Different Sexual Partners 
Regularity of intercourse is an often overlooked factor in HIV prevention. The risk of 

contracting HIV in a one night stand, is clearly far lower than if that one night stand becomes 

an affair with frequently occurring sex over months or years.     

 

Table 13 shows how often people reported having sex with each type of partner. The Table 

shows that monogamous relationships were characterised by more frequent sex than were non-

monogamous relationships. Some 32% of monogamous relationships included sex 2-3 times a 

week or more often, compared to 1% of relationships that were not monogamous.   
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Table 13: Regularity of having sex with this sex partner by type of partnership 

 

 

 

 

 

 

 

 

Involvement of Alcohol in Sexual Partnerships 
Alcohol is well known to lessen people‟s perception of risk, and in the case of risky sex, may 

act through increasing likelihood of sex happening, and/or decreasing likelihood of use of 

condoms.   

 

Figure 23 below shows that in 9% of all sex acts reported, one of the partners had had too 

much to drink. In 4% of all sex acts reported, both partners had had too much to drink. 

Unsurprisingly having had too much to drink at the last sex act was more common in casual 

relationships - just over 15% of sexual experiences with casual partners were conducted when 

one or both partners had had too much to drink. 

 

Figure 23:  Percent sex acts where one or both partners had too much to drink by type of 

relationship 

 

 

 

 

  
 

 

Respondents in the qualitative research indicated that alcohol impairs one‟s judgement.  
 

‘My concern is taverns, people are soaked into alcohol there are so many taverns around I 

think they contribute to the spread of HIV, because people get drunk and lose their minds and 

things go wrong. Especially when a female is drunk they like to look for man’ 

 

Thus it would seem that alcohol is a feature of a substantial proportion of casual encounters in 

this community, and excess alcohol use may predispose people to these high risk encounters.   

Frequency 
Respondent 
Monogamous 

Respondent Non-
monogamous 

Just this once 5 17 

Once in a while 20 52 

2-3 times per month 42 19 

2-3 times a week or more often 32 11 
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6.5 Alcohol 
Excess alcohol consumption is increasingly recognised as a potentially important contributor to 

high-risk sexual behaviour. It is thought to lower people‟s discernment in choice of sexual 

partner, and reduce the likelihood of condom use.    

 

Some 25% of men and 3% of women had been to a shebeen, tavern or nightclub in the past 

month. Amongst those who had been to a shebeen, tavern or nightclub, at the most recent 

visit, around 9% had ended up having sex with someone they had first met there.  

 

Around 26% of men and 6% of women reported having consumed five or more drinks at one 

sitting, with women aged 35-40 being the least likely to have done so (1.8%) and men aged 35-

40 being the most likely (36%) (Table 14). 

 

Table 14: Percent males and females who reported having five or more drinks at one sitting 

on at least one occasion in the preceding month 

 

Sex 16-19 20-24 25-29 30-34 35-40 Total 

Males 13.6 32.8 33.7 25.0 36.2 26.4 

Females 6.7 3.9 6.7 8.0 1.8 5.5 

 

Despite the higher rates of alcohol use amongst older men, tavern owners in the qualitative 

research stressed the notion that over-indulging in alcohol was at odds with being a „real man‟ 

and was not proper male conduct, particularly for older men. Several of them stressed that 

excessive alcohol consumption and public drunkenness were considered youthful indulgences 

and that an older man should avoid such behaviour if he wished to earn community members‟ 

respect.  Further, a man drinking alcohol excessively (to the point of drunkenness) would be 

viewed as „not a real man‟.   

 
‘It is not a real man if a man is lying drunk on the street and his wife has to fetch him with no 

money left.’- Tavern Owner 
 

‘[Not a real man is] someone who ends up sleeping on the streets because of his drunkenness, 

who is also no longer respected by his family’ – Tavern Owner 

 

Tavern owners also expressed disapproval of older men drinking with younger people – 

particularly in public places.   

 

‘A real man is not someone who drinks with young people at shops.......... it is someone who 

does not drink with young people especially at taverns ’ – Tavern Owner 

 

The quantitative research indicated that frequenting a shebeen or tavern was fairly common 

and that just under 10% of respondents had initiated a causal sexual relationship there. 
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However, having sex with someone met at the tavern was strongly opposed by tavern owners. 

They perceived such behaviour as predisposing one to risk of contracting HIV. 

 

‘He must not have sexual intercourse with a woman he finds from the tavern, and goes behind 

the house to have sex without a condom, because you will surely contract HIV, as you do not 

know how many people has this woman slept with’ – Tavern Owner 
 

The above quotation also suggests a perception that the women who frequent taverns are loose 

women who probably sleep with lots of different men.  This was also expressed in another way 

by a participant in the taxi driver FDG: 

 

‘People are soaked into alcohol there are so many taverns around I think they contribute to 

the spread of HIV, because people get drunk and loose their minds and things go wrong. 

Especially when a female is drunk they like to look for man’– Taxi Driver 

 

Overall then, it seems that few women visit taverns, and those who do are perceived, at least 

by tavern owners, to be „dangerous‟ in terms of posing HIV risk to people who are foolish 

enough to sleep with them. Whilst over 33% of all men in their 30‟s are drinking excessively, 

drunken behaviour is at odds with perceptions of being a real man, and disapproved of by other 

men.  

 

6.6 Summary and Conclusions 
Abstinence 

 Some 63% of women and 33% of men could name abstinence as a way to prevent 

HIV. This may be because of lack of education or because abstinence is not 

considered a sustainable behaviour, and therefore not a viable way to prevent 

spread of the virus. 

 

 Qualitative research indicated that abstinence is associated with morality and 

„being a real man‟, rather than primarily seen as „health-related behaviour.   

 

 Delaying Sexual Debut 

 The majority of young people in this community are engaging in sex before the age 

of 18; most people do not think that young people should do this – even young 

people themselves predominantly believe that they should not do this.  

  

 Most young people are engaging in sex before marriage or even cohabitation.  This is 

unsurprising given the low levels of cohabitating partnerships in this community. 

 

 Traditional practices such as thigh sex were suggested as ways to delay sexual 

debut. 

 

Condom Use 

 FGD participants reported that the elders had a role to play in communicating with 

youth about safer sexual practices. 
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 In this community, some 97% of people could spontaneously mention condoms as a 

means to prevent HIV. However, both the quantitative and qualitative research 

indicated that for a number of reasons, people were not using condoms consistently, 

despite being fully aware of the risk of this behaviour. This was especially the case 

in longer-term relationships.   

 

 Surprisingly high numbers of people held various misconceptions around condoms; 

for example, around 5% men and women believed that condoms may contain worms. 

Over 10% of women did not know that condoms should only be used once. There 

were 8% of women and 13% of men who thought that condom usage may actually 

lead to HIV infection. Around 25% of respondents did not trust or would not use 

choiceTM condoms.   

 

 In this community people seemed to be confident about their ability to use 

condoms. It is important to continue to sustain these high levels of self-efficacy.  On 

the other hand, there was wide acknowledgement that drinking alcohol would make 

people not worry about using condoms. 

 

 Condom use in this community is lower amongst older people and may need 

particular focus in high risk relationships.   

 

 The higher levels of condom use amongst young people masks differences in condom 

use by employment status – significantly lower proportion of young people who are 

unemployed are using condoms than those who are employed or are students.  In 

this community, condom use amongst the unemployed youth urgently requires 

further investigation and intervention. 

 

 Sexual Relationships 

 Community evidences high levels of social disapproval of multiple partnerships, for 

both women and men.  There are also high levels of knowledge about the HIV risk 

that multiple partners present. This was evident in both the quantitative and 

qualitative data. On the other hand, data from the qualitative studies acknowledged 

that MCP did happen despite social unacceptability. 

 

 Levels of self efficacy for faithfulness were generally high; with almost all of women 

and most men felt themselves able to be faithful in relationships. Nonetheless, 

there was still a small subset of men and women who did not feel able to be faithful 

on the questions asked on this topic.  

 

 On one level, people believed that men primarily took additional partners for 

reasons of 'curiosity, fun or variety' in sex and women took additional partners for 

the money or goods that that extra partner would provide.  

 

 The majority of men in this area (72%) had one partner in the preceding year. Just 

over 20% had two partners and 5% had three partners. 
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 Looking at all of the relationships that were reported by respondents in the past 

year, most sex partners that the respondents report, can be described as 'steady', or 

life-style partners, rather than casual partners. Although for non-monogamous 

relationships, 61% were with casual acquaintances. 

 

 There were still around 20% of casual encounters where condoms where not used at 

last sex. There were still almost 33% encounters with main partners where condoms 

were not used. 

 

 Overall, transactional sexual encounters were not all that common in this 

community, at 6% of all relationships.  Transactional sex is difficult to measure and 

it is almost impossible in a quantitative questionnaire to distinguish the normal 

exchange of material resources between spouses for example, and relationships that 

are built around such exchanges and involve exploitation of the economic situation 

of another.  Further work is needed to understand how to measure this issue and its 

contribution to high risk behaviour such as MCP and inconsistent condom use. 

 

 

  Alcohol Use 

 Alcohol was a feature of a substantial proportion of casual encounters, and 

measures to address alcohol use, particularly amongst young women, may reduce 

the occurrence of casual sex.  Alcohol use may also impair judgement in terms of 

condom use.   

77  GGeennddeerr  IIssssuueess::  WWhhaatt  DDooeess  iitt  MMeeaann  ttoo  bbee  aa    

‘‘RReeaall  MMaann’’??11  
FGD participants first discussed the social image of a „real man‟ in local Zulu culture. While 

each discussion focused on particular characteristics, overall there were common themes or 

characteristics across the groups. Among taxi drivers there was a definite feeling that the 

characteristics valued by society in this respect were changing. Several individuals noted that 

in the past a „real man‟ was seen to demonstrate his fertility and wealth by having wives 

(emphasis both on being married and having several wives) and children and to some extent on 

living a principled life that included not drinking alcohol excessively. While this was still highly 

valued, it seemed that increasing emphasis is placed on a man completing his education and 

accumulating other forms of wealth (money, car, house) before settling into marriage and 

family life.  

 

‘if a person does not have money it is the same as [not having] anything …’ 

 

                                                 
1
 This section is taken from Nozizwe Consulting FGD report: Nozizwe Consulting (2008). The Valley Trust Qualitative 

Data Collection – Three Focus Group Discussions. 
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Similarly, the opposite of a real man in local society was seen as someone who is not motivated 

to find a job or one who is lazy and shiftless, and does not plan for the future. Other aspects of 

not being a real man included being involved in crime, excessive alcohol consumption (public 

drunkenness) and in sexual assault 

 

Tavern owners stressed the notion of not over-indulging in alcohol as a sign of proper male 

conduct. Several of them stressed that excessive alcohol consumption and public drunkenness 

were considered youthful indulgences and that a man should avoid such behaviour if he wished 

to earn community members‟ respect. Other desirable characteristics cited by tavern owners 

included dating or fraternising with women of one‟s own age and bearing financial and material 

responsibility for one‟s family. In this group‟s opinion, the opposite of a „real man‟ was one 

who raped or was sexually aggressive (especially with younger women), and who is seen to 

abuse alcohol. At least two participants specifically cited condom use and selectivity in 

choosing sex partners as further reflections of sexual responsibility (a desirable characteristic) 

on the part of local men. 

 

As with the other two groups, traditional health practitioners emphasised aspects of one‟s 

comportment, treatment of family, and respectful behaviour toward women as the most 

important characteristics of a real man in Molweni: 

 

‘Firstly what we look more from a real man is his righteousness, his physical 

structure, his behavior. Number three is how a man socializes with other men 

or the nation as a whole. Fourthly one can see whether a man is a real man by 

supporting his family, when you meet him from the street you can see his is 

happy about his family. Fifthly even when you meet a man from the streets, 

whether he meets a woman or a man his behavior does not change, it remains 

the same irrespective of what kind of a person he meets, he behaves and 

respects all kind of people equally. He must remain presentable and treat all 

kinds of people equally.’ 

 

‘Another point is that a real man is the person who if he has been away from 

home, when he comes back he must not abuse or ill-treat his family. A real 

man should be a man who does not talk in vulgar; he must talk his sense and 

respect other people.’ 

 

88  BBiioommeeddiiccaall  DDrriivveerrss  ooff  tthhee  HHIIVV  EEppiiddeemmiicc  

8.1 Male Circumcision 
Male circumcision has been shown in some studies to have a partial protective effect in HIV 

transmission. Based on the existing evidence, in some countries, male circumcision has been 

recognised as an additional intervention to reduce the risk of heterosexually acquired HIV 

infection in men.6 However, we know very little about what people know and assume about 

circumcision. It is critical that circumcised men do not develop a false sense of security and 

assume that circumcision is fully protective. In addition to this, there are many cultural, 
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religious, social and medical practices associated with circumcision around the world; 

circumcision is conducted in many different ways for many different reasons on males of 

different ages- this makes it harder to properly implement, monitor and evaluate circumcision 

interventions as part of comprehensive HIV prevention services. Because this intervention is 

potentially important in the future, this survey asked people about their attitudes and 

practices around circumcision, particularly as it relates to perception of HIV risk. 

 

Prevalence of Circumcision 
In this community 17% of men aged 16-40 years had been circumcised. It is important that 

circumcision occurs before men start having sexual intercourse if the risk reduction benefits 

are to accrue. Of those men who had been circumcised, around 80% had been circumcised 

before the age of 18 years. Figure 24 below shows the percent of men in the community by 

whether or not they were circumcised and the age at circumcision amongst those circumcised. 

 

Figure 24:  Prevalence of circumcision amongst men and age at circumcision 

 

 

   

 

 

 

 

 

 

 

 

This shows that in this community, there are small numbers of men who most likely were 

sexually active for some time before being circumcised.  

 

The qualitative research revealed that, among taxi drivers there was some discussion over the 

precise „definition‟ of what constitutes circumcision, suggesting confusion over the practice. 

Tavern owners were adamant that male circumcision is uncommon in KwaXimba. 

 

‘It is rarely common. It used to be practiced before but it is very rare, it was practiced by our 

fathers in the olden days, not anymore’ – Tavern Owner 

 

Attitudes to Circumcision 
There were high levels of acceptability towards circumcision among both males and females, 

with 64% of men and 67% of women either agreeing or strongly agreeing with the statement 

that men should be encouraged to be circumcised (Table 15). Although there were some 

differences by age group, there was no clear trend observed by age in the percent of people 

holding this view for women. The percent holding this view was higher in older men (72.4%) 

compared to younger men (60.5%). 
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Table 15: Percent men and women who believe that men should be encouraged to be 

circumcised by age group 

 

Sex 16-19 20-24 25-29 30-34 35-40 Total 

Males 60.5 61.8 62.9 75.4 72.3 64.3 

Females 71.4 69.6 65.6 58.0 67.9 67.5 

 

Almost 67% of men and 57% of women believed that circumcision had some health benefits for 

me (Table 16). However, younger women were less likely to believe that circumcision has 

health benefits for men than older women (51.4% of 16-19 year olds compared to 66% of 35-40 

year olds).  For men, the age group most likely to believe this were those aged 30-34 years. 

 

THPs indicated that they thought that the community would embrace circumcision as an HIV 

prevention measure. 

 

‘So I think the majority of the community can grasp the opportunity of male circumcision with 

both hands, as some of them have already done circumcision. This thing is just simple and 

understandable’- THP 

 

Table 16: Percent men and women who believe that circumcision has health benefits for 

men  

 

Sex 16-19 20-24 25-29 30-34 35-40 Total 

Males 62.6 63.4 68.5 75.4 72.3 66.5 

Females 51.4 58.8 56.7 52.0 66.1 56.6 

 

In the qualitative research, circumcision was generally seen as something associated with one‟s 

culture (i.e. usually Xhosa) than a practice with specific health benefits or hygienic qualities. 

At least one individual mentioned the mortality risk of inappropriately conducted circumcisions 

as part of Xhosa puberty rituals.   

 

Some participants appeared to have heard of the purported health benefits of circumcision: 

 

‘… I use[d] to hear that since we are having foreskins we easily keep diseases.  People who 

have chances of safety [are those] … who [are] cut in the front part.  Because people who are 

not cut the diseases are shut in and bacteria stay in the front part’ 

 

Tavern owners seemed to be knowledgeable about and support the notion of male circumcision 

as a health practice to safeguard against sexually transmitted infections; though some of the 

comments around this matter suggested that at least some of the participants did not 
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understand the connection between HIV-infection risk reduction and male circumcision. At 

least one individual was concerned about the mortality risk of male circumcision. There was no 

clear agreement about whether or not male circumcision would lead to increased sexual risk 

behaviour.  

 

As with several other discussion topics, most THPs talked about male circumcision in reference 

to traditional Zulu practices (i.e. non-circumcision). As with condom use, there was heated 

debate about the topic and no clear agreement as to whether it was useful or not; though THPs 

seemed to know more than the other two groups about the specific health and hygiene aspects 

of the practice. A number of THPs‟ comments suggested they viewed it somewhat distastefully 

because it was not part of traditional practices. The quotes below show two opposite opinions 

voiced in the THP group:  

 

‘When I look at the issues of male circumcision and condom, it seems as if they encourage us 

to engage in sexual activities satisfying our bodies. When you do male circumcision you are 

merely trying to enjoy sex. If you look at us we have wives and children but we are not 

circumcised. I just want to emphasize that we must be satisfied with our partners, we must 

not look beyond that… Let us be clean, if you see your foreskin is long and dirty, open it and 

clean it, because if you notice germs this means you are not clean, you do sex and fail to wash 

yourself afterwards- THP 

 

‘If the issue of male circumcision can be portrayed as something that can really reduce the 

risk of sexually transmitted diseases, I think a lot people cannot run away from male 

circumcision as this would not mean that they have abandoned their customs and followed 

Xhosa custom. They will go to hospital to only have their foreskin cut, not because they will 

be following the Xhosa custom ... So if you go to hospital that does not mean that you are 

following another nation’s custom, it is just like wearing a condom. Condom is now the only 

preventative method used because of this pandemic. So I think the majority of the community 

can grasp the opportunity of male circumcision with both hands, as some of them have already 

done circumcision. This thing is just simple and understandable.’- THP 

 

Circumcision and Condom Use 
There are concerns that some circumcised men may stop using condoms, in the mistaken belief 

that circumcision alone will offer protection against HIV.   

 

In this survey, few people (6%) agreed or strongly agreed with the statement that a man who is 

circumcised does not need to use condoms to prevent HIV. Higher proportions of men than 

women believed this. Higher proportion of those in the older age groups believed this than 

younger participants (11% of those aged 35-40 years compared with 4% of those aged 16-19 

years). Those with lower education levels were more likely to think that circumcised men did 

not need to use condoms (8% of those with primary education or less, compared to 6% overall). 

 

Figure 25 below shows the percent of sexually active men who used a condom at last sex by 

whether or not they were circumcised. Condom use tended to be higher amongst circumcised 

men. Some 75% of those circumcised between the ages of 18 and 40 years used a condom at 

last sex, compared to 67% for those circumcised in early adolescence and 61% of those not 
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circumcised. In this community, there were no people circumcised at ages younger than 5 

years. 

 

Figure 25:  Percent sexually active men using condoms at last sex by circumcision status 

and age at circumcision 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the qualitative research, some of the participants did not understand the connection 

between HIV-infection, risk reduction and male circumcision, and there was no clear 

agreement about whether or not male circumcision would lead to increased sexual risk 

behaviour. There was some agreement with the notion that circumcision could actually lead to 

increased sexual risk-taking because it would be seen as “protected yet unprotected” sexual 

practice; i.e. that men would assume they were completely immunized against sexual diseases 

and assume they needed no further protection.  

 

Some participants understood that although circumcision was partially-protective, condoms 

were still needed to prevent HIV infection. 

 

‘It is absolutely true [that male circumcision prevents disease], but people must be 

encouraged to use condoms’ – Tavern Owner 

 

‘It won’t substitute other forms, because circumcision does not stop the infection of HIV’ – 

Tavern Owner 

 

It would seem that most men are aware that circumcision does not offer full protection against 

HIV.  However, there is still room to communicate this message, particularly for men who have 

lower education levels.   

8.2 Prevention of Mother to Child Transmission of HIV 
Services to prevent babies and young children from getting HIV from their mothers are not 

accessed by all who need them.  Some of this has to do with service delivery, but it is also 

important to be sure that community members know about these services, and that they either 

ask for the services or agree to them if offered.   
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Respondents were asked if they knew of ways to prevent an HIV positive mother or mother-to-

be from passing the virus on to her child.  The percent correctly mentioning various forms of 

intervention is shown in Figure 26.   

 

Around 86% of women and 54% of men mentioned ARVs and 2% of women and 22% of men 

mentioned drugs or medicines. Very low proportions of men and women knew that exclusive 

breastfeeding, formula feeding or C-section were means of preventing mother to child 

transmission.  

 

Figure 26: Percent spontaneously mentioning various forms of PMCT by gender 

 

 

 

 

 

 

 

 

 

 

 

 

 

There is clearly considerable room to improve knowledge of PMTCT in this community, 

particularly knowledge of interventions around feeding recommendations. This is a critical area 

as new infections amongst babies are almost entirely preventable. 

8.3 Summary and Conclusions 
 

 Male circumcision and its relationship to risk and risk behaviour present a real 

challenge to communicators and programme implementers.  In this community it is 

critical that this issue is addressed as men choosing to be circumcised in adulthood 

seem to be using condoms less than uncircumcised men and also less than those 

circumcised earlier in life.  Further work is needed to identify appropriate 

interventions and messages in this area.  

 

 Knowledge of PMTCT, particularly with respect to infant feeding options urgently 

needs strengthening in this community and should not be considered as an 

important component of HIV and AIDS information and communication strategies. 

99  TTrreeaattmmeenntt,,  CCaarree  aanndd  SSuuppppoorrtt  

9.1 Voluntary Counselling and Testing 
Through knowing their HIV status, people can be motivated to remain HIV negative, or to care 

for themselves and access appropriate treatment and other services if HIV positive. VCT 
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services have long been regarded as a critical bridge between HIV prevention and care and 

support services. In this survey, we asked community members if they had been tested for HIV, 

and if so, how long ago.  We also explored a few misconceptions around VCT. 

 

Tested for HIV 
In this community, 59% of people who had ever had sex, and 61% of people who were sexually 

active at the time of the survey, had ever had an HIV test. Sexually active women were more 

likely than sexually active men to have ever had an HIV test, with 78% compared to 45%.  

 

Some 39% of the sample who are sexually active had undergone an HIV test in the preceding 12 

months. Sexually active women were also more likely to have had had an HIV test in the last 

year with 50% compared with 30% of sexually active men having been tested in the past 12 

months (Figure 27). 

 

Figure 27: Percent sexually active respondents ever tested and tested in the past 12 

months 

 

 

 

 

 

 

 

 

 

 

 

Findings from the qualitative research were at odds with findings from the quantitative 

research. Participants indicated that real men knew their HIV status while the quantitative 

findings indicated that a fairly small amount on individuals actually had had an HIV test. 

 

‘And you must know your status, because you can abstain if you know your status, but if you 

do not know it, you tend to sleep around because you do not care about your life, you do not 

care whether you have the HIV or not’ – Tavern Owner 

 

Repeat Testing 
It is important that individuals with many partners, or high rates of sexual partner change, 

undergo HIV testing more than once – at least each time they start a new sexual relationship. 

Individuals who had ever had an HIV test were asked how many times they had been tested. 

The majority of respondents (94%) had been tested once or twice. However, high proportions of 

those who tested for HIV tested twice (55%). 

 

Some 9% of males and 3% of females wrongly believed that if a person tests negative for HIV 

they never have to go back for testing again.  This misconception was higher amongst the older 

age group, with around 8% of those 35-40 years believing this.  
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Half of the sexually active respondents in this community said that they knew their HIV status. 

However, of those people who said they knew their status, some 33% had never been tested for 

HIV. This is difficult to understand as these individuals are sexually active, and this finding may 

therefore indicate some misconceptions around testing in this area.  

 

Further, around 9% of respondents who had been tested in the past twelve months said that 

they did not know their status.  It is possible that these people had had new sexual partners, 

and this is the reason, or that they did not receive the result of their test. 

 

In summary, there seems to be some confusion over VCT in this community, with some sexually 

active people never tested thinking they know their status, and others, despite having tested 

recently saying they did not know their status.  Testing with partners also seems to be an area 

that needs focus and clarification, particularly where partners may not be faithful to one 

another.   

9.2 Treatment Literacy 
It is important that people know that there is a treatment for AIDS, as understanding this and 

seeing community members accessing care and support services, makes it more likely that 

people will come forward for testing and access needed services before illness is too far 

advanced for treatments to be effective. 

 

Most people (92%) correctly believed that there was a treatment for AIDS – that is, treatment 

being something to keep you healthy and not a cure for the disease. The remaining 8% either 

did not know if there was or not, or said there was no treatment.    

 

Those who believed that there was a treatment, were asked what that treatment was. The 

question was unprompted and people were encouraged to name as many treatments as they 

knew of.  Most people were able to name ARVs (74% of women and 92% of men).  Other forms 

of treatment were mentioned far less often. Immune boosters were mentioned by 6% of women 

and 5% of men (Figure 28). 

 

Figure 28: Percent men and women spontaneously mentioning various treatments for AIDS 
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Most people knew that ARVs should be taken for life. Knowledge of TB treatment duration was 

also high.  Fewer people were aware of the linkages between TB and HIV, with only 22% of 

people knowing that it is not harder to cure TB in people living with HIV (Figure 29).  

 

Figure 29: Percent men and women knowing correct facts about treatment 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Some 8% of respondents agreed with the statement that traditional healers can cure AIDS. 

When asked to spontaneously mention treatment for AIDS, more than 20% of people mentioned 

traditional healers. Individuals aged 30-34 years were the most likely to believe this statement 

at 12% (Figure 30). 

 

Figure 30: Percent who believe that traditional healers can cure AIDS by age group 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FGD participants often stated their beliefs that traditional medicine was not given as much of 

an opportunity as western medicine in terms of treatment.  

 

‘Our traditional healers are not given a chance to prove themselves only western medicine is 

promoted’ –Taxi Driver 
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Overall, members of this community tended to know about medical treatment of AIDS and TB.  

There was less knowledge about the link between TB and HIV, but this is to be expected as it 

has not been a major focus of communication or programming. There is therefore scope to 

strengthen communication about TB and its link to HIV. There are a number of people, 

particularly middle-aged people who believe that traditional healers can cure AIDS. We cannot 

be sure whether or not this belief would prevent people from accessing other treatments, or 

whether people with a strong people in traditional healers curative powers would nonetheless 

use and benefit from ARVs and other care and support. 

9.3 Summary and Conclusions 
 People in this community need help understanding the importance of VCT and 

accessing services. Testing rates, particularly amongst men, can be improved.  

People need to know that after testing HIV negative, they are at risk of becoming 

HIV positive with each new partner, or if they have a partner who is having sex with 

others. Testing with partners also seems to be an area that needs focus and 

clarification.       

 

 Most people in this community knew about ARVs, knew that they should be taken for 

life and could correctly say that the duration of TB treatment was for 6 months.  

There are substantial numbers of people, particularly older people who believe that 

traditional healers can cure AIDS. This is not necessarily a cause for concern, as long 

as people holding this belief are still able to support themselves and others to use 

and benefit from ARVs and other care and support interventions. 

1100  OOvveerraallll  CCoonncclluussiioonnss  
1. In order to address MCP the organisation needs to focus on those at greatest risk. Our 

analysis indicated that these groups include young men who are unemployed and those 

who start having sex at a young age. The programme should focus on increasing self-

efficacy around controlling sexual urges as lack of this self-efficacy was associated with 

having multiple sexual partners.  

 

2. The high regard for cultural traditions in this area was also striking. Interventions with 

individuals in this community need to take this context into account. 

 

3. The data highlight the relevance of interventions aimed at men. Particularly critical 

areas of intervention for males that are suggested by these data are: increasing 

openness and dialogue about the epidemic amongst men; increasing VCT amongst men - 

far fewer men than women knew their HIV status; and engaging men on what it means 

to be a real man in this community. 

 

4. The qualitative research showed that underlying mens‟ views and expectations of what 

it means to be a real man is the idea that a real man looks after his family and 

participates in his community. This, coupled with the findings that having multiple 

partners is not a normative behaviour in this area, provide fertile grounds for 

interventions aimed at men. 
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5. Given the high proportion of people accessing television and radio, it can be assumed 

that a large proportion of the target audience are already accessing AIDS programming 

and edutainment that is channelled through mass media, such as Scrutinize, Tsha-Tsha, 

Soul City and other programming. Local HIV prevention organisations could consider 

noting areas of focus and content of this AIDS programming and building synergies 

between the programming and some of its own activities.  In this way the mass media 

and local organisations can amplify the impact of one another.   

 

6. Many people listen to Ukhozi FM, and 99.7% understand isiZulu, suggesting that radio 

coverage of HIV prevention organisations on this station would be potentially valuable 

in increasing community awareness of these organisations. 

 

7. The community studies presented in this report have provided both quantitative and 

qualitative data on a number of key drivers of the HIV epidemic in this community.  

Some of the indicators presented here can be measured in follow up surveys and used 

to assess change over time. Additional recommendations for programme refinement 

that are suggested by the data are presented at the end of each of the chapters of the 

report.   
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